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1. Explain the TJC requirements on pain management and 
assessment.

2. Discuss assessment requirements for patients who may be 
victims of abuse and neglect.

3. Recall the requirements for patients having moderate or 
deep sedation.

4. Explain new and revised standards, regulations, and laws 
put forth by CMS, TJC and the federal government. 

5. Evaluate compliance requirements and penalties.

Learning Objectives
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Introduction to the PC Chapter
The Provision of Care, Treatment, and Services 

Chapter is referred to as the PC standards

There are 50 standards and 82 EPs

 It is a very important standard and focuses on care 
delivered to meet patient needs

Also includes the hospital’s scope of services

There are four core parts of the care process: 
assessing patient needs, planning, providing, and 
coordinating care, treatment and services

 Interventions can be based on the plan of care
4

Introduction to the PC Chapter
 Issues in the provision of care include initial 
assessment, reassessment, sedation and 
anesthesia, restraints, pain management, 
falls, nutrition and education of the patient

 Issues address quality improvement and patient 
safety

Not called JCAHO anymore so will call TJC

Focus on the process of care is critical to achieving 
safe, high quality care

5

Introduction to the PC Chapter
Most of what is in this chapter came from the 

continuum of care (CC), care of patients (Tx), 
assessment (PE), and the patient and family 
education (PF) chapters

The provision of care starts with the admission 
of the patient to the organization

Then it includes the assessment of the patient, 
planning of care and the provision of care

 It ends with the discharge or transfer of the 
patient

6
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Chapter Outline

7

Many Changes September 29, 2014
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Many Changes July  2, 2014
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Hospital Accepts the Patient  PC.01.01.01

Standard: Hospital accepts the patient 
based on its ability to meet the patient’s 
needs

EP2 The hospital has a written process for 
accepting a patient

Need to include the criteria to determine the 
patient’s eligibility for care

EP3 Need a written procedure for accepting 
patients including referrals

10

Hospital Accepts the Patient  PC.01.01.01

EP4 Need a written plan that defines the care 
and treatment and referral process

For patient with behavioral health issues or 

Patients suffering from alcoholism or 
substance abuse

 If the hospital does not provide that 
service
– Note Boarding and crowding of behavioral health 

patients has been an issue with some hospitals

11

Patient Flow Standard LD.04.03.11 & PC

12
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TJC Issues R3 Report  Patient Flow
Published December 19, 2012 and is 5 pages

 Provides rationale, requirements, and references used

Can be downloaded off TJC website at 
www.jointcommission.org/r3_report_issue4/

Discusses LD.04.03.11 and PC.01.01.01

 LD.04.03.11: The hospital manages the flow of patients 
throughout the hospital (Revises EP 5, 7, and 8)

 PC.01.01.01: The hospital accepts the patient for care, treatment, and 
services based on its ability to meet the patient’s needs (EP 4 and 24)

 LD EP 6 (4 hour time frame) and 9 (boarding behavioral 
health patients) went into effect Jan 1, 2014

13

R3 Report Patient Flow Thru the ED

14

www.jointcommission.org/r3_report_
issue4/

Hospital Accepts the Patient  PC.010.01.01

EP5 The hospital provides or refers patients who 
are emotionally ill or who suffer from alcoholism or 
substance abuse for care

That is consistent with its written plan

EP6 Need to coordinate administrative and clinical 
decisions for patients under legal or correctional 
restrictions (like prisoners or involuntary admission)

 Use of nonclinical restraints such as handcuffs and 
restraint and seclusion, plan for discharge

 Disciplinary restrictions may be necessary

 Plan for discharge and some rights will be restricted
15
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Hospital Accepts the Patient  PC.010.01.01

EP7 The hospital needs to follow its written process 
for accepting a patient for care or treatment

 Also references LD.01.03.01 EP3 

 This says the board approves the written scope of 
services

 For hospitals that accept Medicare and Medicaid 
reimbursement the hospital must also follow the CMS 
Conditions of Participation (CoPs)

 There is a critical access hospital (CAH) CoP under 
appendix W and are C standards

 Appendix A is for PPS hospitals and are A standards

16

Boarding of Behavioral Health Patients PC

PC.01.01.01 EP 24 (new)

EP 24 Requires boarded patients with an emotional 
illness, alcoholism or substance abuse be provided 
a safe and monitored location that is free of items 
that the patients could use to harm themselves or 
others

Hospitals often use sitters and have a special safe 
room

EP24 requires orientation and training to both 
clinical and non-clinical staff that care for these 
patients

17

Boarding of Behavioral Health Patients PC

PC.01.01.01 EP 24 (Continued)

This includes medication protocols and de-
escalation techniques

Assessments and reassessments must be 
conducted in a manner that is consistent with the 
patient’s needs

Free guide on how to create a safe room called the 
Design Guide for the Built Environment of Behavior 
Health Facilities, May 2012, at 
https://www.naphs.org/index

18
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Methods of De-escalation
Active listening 

Validate feelings such as “you sound like you 
are angry”

Some organizations have personal de-
escalation plan that lists triggers such as not 
being listening to, feeling pressured, being 
touched, loud noises, being stared at, 
arguments, people yelling, darkness, being 
teased, etc.

21
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Psych Boarders in the ED
There are 53 million mental health related 
visits to the ED

This is an increase from 4.9% to 6.3% from 
data 1992-2001

19.4% of patients with mental health issues 
are admitted

This is why ACEP and the American 
Academy of Pediatrics recommend 
increasing resources related to mental health

22

Psych Boarders in the ED
2010 Survey of Hospital ED Administrators 
found:

86% of EDs are unable to transfer patients

70% reported that patients are boarded in the ED 
because of the shortage of beds for more than 24 
hours

10% reported patients are boarded more than 1 
week

90% reported that boarding psych patients 
reduced the availability of ED beds for ED patients

23

How to Meet Compliance
Hospital has a written policy and procedure and would 

want to accept patients in which they are competent to 
provide care

Hospital would want to accept a patient only after 
determines it can meet the patient’s specific needs

Hospital gathers information to determine eligibility for 
entrance into the hospital

A hospital has a behavioral health unit but may not 
accept children

Hospital accepts severely burned patient into their burn 
unit

24
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How to Meet Compliance
Usually if suicidal patient or patient have alcohol 

withdrawal, the hospital will provide a safe 
environment and arrange for transport to a hospital 
with these specialized units

For patients who in the emergency department and 
are unstable,  a hospital with specialized capabilities 
must accept these patients under federal EMTALA 
law

 For example, the hospital has a burn unit and the sending 
hospital does not

 That is if the receiving hospital has a bed and has staff to 
care for the patient

25

Scope of Services
Scope of services is defined in the TJC glossary as 

the activities performed by governance, managerial, 
clinical, or support staff

This is the document that covers all the different 
departments that hospital has such as OB, 
telemetry, and  behavioral health

 Types and ages of patient served

 The purpose of the document is to assure a framework to 
meet the patient needs of the hospital and the community

 Includes plans such as patient safety plan and 
performance improvement plan

26

Scope of Services Checklist

27
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Plan for the Provision of Care

29

Plan for the Provision of Care

30
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Assessment and Reassessment PC.01.02.01

Standard: Hospital assesses and 
reassesses patients

This section has an introduction

Need to assess patients to determine what 
care they will require and to make sure they 
get the right care

Patient needs to be reassessed

31

Introduction Assessing & Reassessing Patients

First, need to collect information or data about 
the patient such as history, physical, functional 
and psychosocial needs including what is the 
presenting complaint

Second, need to analyze the information to 
understand what the patient needs

Last, need to make care and treatment 
decisions based on this information and 
determine if the patient agrees 

Problematic standard for hospitals
32

Assessment and Reassessment PC.01.02.01

EP1 The scope and content of screening, 
assessment and reassessment must be defined in 
writing

 Consider obtaining information from the family or care givers 
with the patient’s permission and check medical jewelry

 Assessment includes the patient’s perception of how well the 
medications are working and any side effects

EP2 Criteria needs to be developed to determine 
when a more in-depth assessment needs to be 
performed

 Criteria could include if a functional, nutritional, or pain 
assessment needs to be done for patients at risk

33
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Assessment and Reassessment PC.01.02.01

EP3 Include criteria that identifies when 
nutritional plans are developed

Nurse does admission assessment and look at 
nutritional issues and may need to consult a 
dietician

Also references PC that says nutritional screen by 
nurse must be done within 24 hours (or shorter 
time frame if hospital policy says)

EP4 Initial information that needs to be obtained, 
based on the patients condition includes the 
following:

34

Assessment and Reassessment PC.01.02.01

Physical, psychological and social assessment

Nutritional and hydration status, and functional 
status

Spiritual, social, and cultural issues for patients 
receiving end of life care

Assessment of these will help identify factors and 
possible barriers to the patients reaching their goals

Will help determine social barriers including cultural 
and language barriers as reflected in the patient 
centered care standards

35

Assessment and Reassessment PC.01.02.01

References RC.02.01.01 EP 2 The medical record 
must contain certain information like allergies to 
food, allergies to medications, initial diagnosis, 
diagnostic impression, findings of the assessments, 
H&P, consult notes, adverse drug reactions, 
treatment goals, any  medications administered, 

The medical record must also include the strength, 
dose, and route, any access site for medication, 
administration devices used, and rate of 
administration, plan of care and revisions to plan of 
care, results of all tests, discharge diagnosis and 
plan etc.

36



9/5/2014

13

Nurses Admission Assessment

37

38

Functional Assessment

39
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Assessment and Reassessment PC.01.02.01

EP23 The hospital gathers the information required 
during the patient assessment and reassessment

Hospital can have the nurses admission assessment 
to contain all the required elements on a form 
whether using electronic charting or not

To comply with these standards, the hospital should 
define in writing in its P&P the elements to be 
included in the assessment

 These mandated areas can be fields in the assessment 
form so that the required elements are present

 The hospital can then audit the forms to ensure compliance
40

41

http://patientsafetyauthority.
org/EducationalTools/Patient
SafetyTools/asf/Pages/preo

p_screening.aspx

42
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Time Frames for Assessment PC.01.02.03

Standard: The patient must be assessed and 
reassessed based on their condition and 
defined time frames

This has been a top problematic standard for 
hospitals for years

Approximately 33% of all hospitals are found 
to be out of compliance

ED patients may be assessed more 
frequently based on ESI level

43

Time Frames for Assessment PC.01.02.03

EP1 The time frame for the initial assessment 
needs to be in writing

 In accordance with law and regulation

 References RC.01.03.01 EP1 that requires the hospital to 
have a written policy the requires the timely entry of 
information into the medical record like the initial 
assessment

EP2 The assessment must actually be done within 
this time frame specified 

 References RC.01.02.03 EP2 which requires this be 
documented in the medical record timely

44

Time Frames for Assessment PC.01.02.03

EP3  Reassessments may be done as needed or 
based on plan for care or changes in the patient’s 
condition

May be done based on diagnosis, desire for care, 
and response to previous treatment and discharge 
planning needs (July 2, 2014)

For example, patients in ICU are reassessed more 
frequently than those on the medical unit

The ENA standards have the higher acuity patients 
under the ESI system getting more frequent 
assessments

45
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July 2, 2014 Changes
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Time Frames for Assessment PC.01.02.03

EP4 and EP5 The H&P must be done within 24 
hours and on the chart after the patient is admitted

The H&P can not be any older than 30 days or it 
would need to be redone

The H&P needs to be updated before the patient 
goes to surgery or has a procedure requiring 
anesthesia services

CMS has same requirements in the CoP

References RC.02.01.03 EP3 which requires that 
the H&P be recorded in the medical record

47

Time Frames for Assessment PC.01.02.03

H&P standard also references MS.03.01.01 which 
requires the medical staff to oversee the quality of 
patient care

EP6 requires the medical staff to specify the 
minimal content of the medical H&P which may vary 
by setting or level of care

For example, patient having CABG would need 
comprehensive H&P where patient undergoing 
angiogram would need a brief H&P

Top problematic areas with both TJC and CMS

48
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Time Frames for Assessment PC.01.02.03

EP6 The RN must complete the admission 
nursing assessment within 24 hours after the 
patient is admitted

References RC.02.01.01 EP2 that requires that 
the nursing assessment be documented in the 
medical record and includes all the elements 
previously mentioned like allergies, current 
medications etc.

Most hospitals implement a shorter time frame 
for the initial assessment such as 2 hours or 4 
hours

49

Time Frames for Assessment PC.01.02.03
EP7 A nutritional screen is done when warranted by 

the patient’s need within  24 hours after admission

 Nurse does initial screens for nutrition risk and consult 
dietician

 Screening criteria might include weight loss, poor intake 
prior to admission, chewing or swallowing problems, skin 
breakdown, nutrition support, NPO, certain diagnosis etc.

 CMS has criteria to use in determining when dietician 
should be consulted

EP8 A functional screen is done within 24 hours 
after admission when warranted by the patient’s 
condition 

50

Nutrition Screen

51
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Nutritional Assessment Form

52

53

Nutritional Care Process Academy of N&D

54

www.eatright.org/HealthProfessi
onals/content.aspx?id=5902
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Qualified Staff to Do the Assessment PC.01.02.05

Standard: PC.01.02.05 requires that qualified staff 
or licensed independent practitioners (LIPs) assess 
and reassess the patient

EP1 A RN determines the patient’s need for nursing 
care based on the initial assessment

As required by hospital policy and by law and 
regulation

Many state nurse practice acts discuss that the 
admission assessment must be done by a RN

 It also specifies use of the nursing process
55

Pain Assessment    PC.01.02.07

Standard: The hospital must assess and manage 
the patient’s pain 

This standard has a rationale

 Pain is an important part of the plan of care

 Patients can expect to be asked about pain

 When pain is identified then it must be assessed

EP1 A comprehensive pain assessment must be 
done

 Needs to be consistent with the scope of services and the 
patient’s condition

56

Pain Assessment    PC.01.02.07

EP2 The hospital uses methods to assess pain that 
are consistent with the patient’s age, condition, and 
ability to understand

 For example, Wong Baker faces assessment tool may be 
used for children

 Riley infant scale which uses clenched teeth, grimacing, 
smiling 

EP3 The hospital reassesses and responds to the 
patient’s pain, based on its reassessment criteria

EP4 Hospital either treats the pain or refers the 
patient for treatment

57
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Pain Scale Problematic Standard

58

Wong-Baker Faces for Children

59

Verbal and Numerical Pain Scale

60
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Falls   PC.01.02.08
Standard: The hospital needs to assess and 

manage the patient’s risk for falls

EP1 The hospital assesses the patient’s risk for falls 
based on the patient population and setting

EP2 Interventions are implemented to reduce falls 
based on the patient’s assessed risk 

Generally a fall assessment is done as part of the 
initial nursing assessment

Based on the assessment a plan of care is 
developed

61

62

Intervention Strategies

Intervention

Level of Risk Area of Risk

H
ig
h

Med Low Frequent 
Falls

Altered 
Elimination

Muscle 
Weakness

Mobility 
Problems

Multiple 
Medications

Depression

Low beds X X X X X X X X X

Non-slip grip footwear X X X X X X X X X

Assign patient to bed 
that allows patient to exit 
toward stronger side

X X X X X X X X X

Lock movable transfer 
equipment prior to 
transfer

X X X X X X X X X

Individualize equipment 
to patient needs

X X X X X X X X X

TJC Standard
PI.01.01.01 The hospital collects data to 
monitor its performance

EP 38 The hospital evaluates the 
effectiveness of all fall reduction activities 
including assessment, interventions, and 
education. 

Note: Examples of outcome indicators to 
use in the evaluation include number of falls 
and number and severity of fall-related 
injuries.

63
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www.jointcommission.org/PatientS
afety/SpeakUp/

Reduce Your Risk of Falling Video

65

www.jointcommission.org/multimedia/s
peak-up-reduce-your-risk-of-falling/

66

The Joint Commission Matrix for Falls RCA  

TJC requires a RCA be done for reviewable 
sentinel events which includes a patient fall that 
results in death or major permanent loss of 
function as a direct

These are the elements that must be included in 
the RCA

So RCA must include area marked such as 
physical assessment process, medication 
management, staffing level etc.
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Consider Doing a Falls FMEA

67

AHRQ Toolkit
AHRQ 2013 toolkit is an excellent resource 

available at no cost

 It is called “Preventing Falls in Hospitals; A Toolkit 
for Improving Quality of Care”

 It is a roadmap for preventing of falls in hospitals

 It has many excellent evidence based tools

States a number of practices have been shown to 
reduce the occurrence of falls but these practices 
are not systematically used in all hospitals

 www.ahrq.gov/legacy/research/ltc/fallpxtoolkit/index.htm
68

AHRQ Preventing Falls in Hospitals

69

www.ahrq.gov/legacy/
research/ltc/fallpxtoolk

it/index.html
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Abuse and Neglect  PC.01.02.09
Standard: The hospital assesses the patient who 

may be a victim of possible abuse and neglect

This standard has a rationale

 Family violence and elder abuse are frequently 
reported

 CDC found that intimate partner abuse results in 2 
million injuries to women and 600,000 injuries to men

 Center on Elder Abuse estimate that between 1 to 2 
million Americans age 65 or older have been injured

 It is an important role to assess patients who may be 
the victim of abuse or neglect

70

Abuse and Neglect PC.01.02.09
EP1 Hospital must have written criteria to identify 

those patients who may be victims of physical 
assault, sexual assault, sexual molestation, 
domestic abuse, or elder or child abuse and neglect

 Criteria can be based on age, sex, and circumstances

 References RI.01.06.03 EP where the hospital evaluates 
all allegations, observations, and suspected case of 
neglect, abuse, and exploitation that occur within the 
hospital

EP2 Maintain a list of community agencies that can 
provide or arrange for assessment or care to assist 
victims of abuse and neglect

71

Abuse and Neglect PC.01.02.09

ED3 Staff must be educated to recognize signs of 
abuse and neglect

 Need to know their role in follow up

 HR.01.05.03 EP5 Requires staff participate in 
education that is specific to the needs of the patient 
and this must be documented

EP4 Criteria is used to identify possible victims of 
abuse and neglect upon entry to the hospital and on 
an ongoing basis

 Many hospitals using screening questions and observe 
things such as a black eye or unusual bruising or burns

72
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Abuse and Neglect PC.01.02.09
EP5 The patient is assessed by the hospital when 

they meet the criteria for possible abuse and 
neglect or the patient can be referred to a 
community agency for assessment

EP6 The hospital internally reports cases of 
possible abuse and neglect

 RI.01.06.03 requires that suspected cases be reported to 
the proper authorities based on the evaluations

 Suspected child abuse may be reported to Children’s 
Services or what every the state calls it

 Suspected elderly abuse to Adult Protective Services
73

Abuse and Neglect PC.01.02.09
EP7 Cases of suspected abuse and neglect are 

reported to external agencies in accordance with 
the law

Abuse can be physical or psychological

Neglect for children may be considered if below 
weight or height, inappropriate clothing for weather, 
lack of necessary medical care

Physical abuse to children can be from shaking, 
beating, burns, human bites, immersion in scalding 
water, broken bones, bruises and welts, retinal 
hemorrhage or internal injuries

74

Abuse and Neglect PC.01.02.09

Abuse may be considered if history given does not 
match the injury

Child gives an unbelievable explanation for the 
injury

Child is fearful to go home or requests to stay at the 
hospital

Child may report injury by the parents

Sexual abuse can be considered if STD, injury to 
genital area, pregnancy in young adolescents, child 
reports inappropriate sexual behavior etc.

75
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Elderly Assessment Instrument

76

77

Hospitals with Swing Beds Sept 29, 2014

EP 8: The hospital must report to the state nurse 
aide (NA) registry or licensing authority any 
knowledge or actions taken by a court of law 
against an employee that would indicate 
unfitness for service as a NA or other facility 
staff

For hospitals who have swing beds for LTC

Change in law allows hospitals with swing beds to 
be surveyed by an accreditation agency and not 
longer required by the state agency

78
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Many Changes September 29, 2014

79

Alcoholism Substance Abuse PC.01.02.11

Standard: The hospital assesses the needs of 
patients who receive psychosocial services to treat 
alcoholism or other substance use disorders

Rationale

 Assessment is the foundation of addiction treatment

 This standard list the essential things that must be 
assessed

 Need to identify addictive behavior history, patterns of 
substance abuse, impact it has on the patient’s life, how it 
affects the family relationships, and coexisting physical or 
mental illness

80

Alcoholism Substance Abuse PC.01.02.11

EP1 Patients receiving psychosocial services for 
treatment for alcoholism or substance abuse 
receive an assessment to include:

 History of each substance use

 Including onset, duration, intensity, patterns of use, 
consequences of use, types of previous treatments, and 
responses to such treatment

EP2 Must also include a history of the patient’s 
mental, emotional, and behavioral problems; their 
co-occurrence with substance use disorders; and 
their treatment

81
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Alcoholism Substance Abuse PC.01.02.11

EP3 Assessment must also include a history of the 
patient’s biomedical complications associated with 
his or her substance use disorders and the patient’s 
level of awareness of the relationships between his 
or her behavioral conditions and his or her pattern 
of substance use

EP4 Assessment must include the patient’s 
acceptance of treatment or motivation for change, 
as well as recovery environment features that serve 
as resources or obstacles to recovery, including 
family members’ use of alcohol or other substances

82

Alcoholism Substance Abuse PC.01.02.11

EP5 Assessment to include the patient’s religion 
and spiritual beliefs, values, and preferences, living 
situation, leisure and recreation activities, Military 
service history, peer-group, social factors, ethnic 
and cultural factors, financial status, vocational or 
educational background, legal history  and 
communication skills 

EP6 Assessment includes The patient’s history of 
any physical or sexual abuse, as either the abuser 
or the abused, the patient’s sexual history and 
identification, childhood history, emotional and 
health issues, visual-motor functioning, self care 

83

Alcoholism Substance Abuse PC.01.02.11

EP7 The assessment should include The patient’s 
family circumstances, including the composition of 
the family group and the need for their participation 
in the patient’s care

Hospitals should create an assessment tool that is 
comprehensive to collect all the data required by 
the Joint Commission

They are many tools available by different 
organizations

These probe the psychosocial issues

84
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Psych Hospital EPs in 2011 PC01.02.13 EP 7

85

Emotional/Behavioral Disorders PC.01.02.13

Standard: The hospital assesses the needs of 
patients who receive treatment for emotional and 
behavioral disorders

 Discusses the assessment of patients seeking treatment 
for emotional or behavioral disorders

 Address the current level of functioning in their life 
domains

 The assessment must include the following:

EP1 Must includes a history of mental, emotional, 
behavioral, and substance use problems, their co-
occurrence, and their treatment

86

Emotional/Behavioral Disorders PC.01.02.13

EP2 Assessment must include current mental, 
emotional, and behavioral functioning, maladaptive 
or problematic behaviors  and mental status 
examination 

EP3 Assessment include based on age or need; 
patient’s religion and spiritual beliefs, values, and 
preferences , living situation, leisure and recreation 
activities, military service history, peer-group, social 
factors, ethnic and cultural factors, financial status, 
vocational or educational background, legal history, 
and  communication skills 

87
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Emotional/Behavioral Disorders PC.01.02.13

EP4 Assessment includes any history of physical or 
sexual abuse as either the abuser or abused, 
patient’s sexual history, childhood history, emotional 
and health care issues, visual-motor functioning, 
and self care

EP5 If indicated the assessment will include 
patient's family circumstances, including the 
composition of the family group, community 
resources currently used by the patient, and the 
need for the family members' participation in the 
patient’s care 

88

Emotional/Behavioral Disorders PC.01.02.13
 EP6  If indicated, based on age or patient needs, the 

assessment includes psychiatric evaluation, 
psychological assessments, including intellectual, 
projective, neuropsychological, and personality testing 

 EP7  Patient gets a psych evaluation within 60 hours of 
admission (DS, new for psych hospitals)

 Recommendation is to have an assessment form to 
capture all of these required elements

 For example a patient is admitted for severe depression 
to the behavioral health unit

 A proper assessment can help diagnosis and treat the 
problem

89

Diagnostic Testing   PC.01.02.15
Standard: The hospital provides for diagnostic testing

EP1 Diagnostic testing and procedures are 
performed as ordered

EP2 They must be performed with the time frame 
defined by the hospital

EP3 Information needed to interpret the results is 
provided with the request for the test

 When the test requires a clinical interpretation

 Example; a stat chest x-ray is ordered and the radiologist is 
given information such as chest pain and reads and 
interprets the test immediately

90
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Diagnostic Testing California Only  2014

EP 5 If provide CT, must document radiation dose 
in patient’s chart for every study

EP 6 The interpretive report or protocol page will 
include the amount of the radiation dose 

EP 7 the hospital must electronically send each 
CT study and protocol page that lists the radiation 
dose and technical factors to the hospital’s picture 
archiving and communication system

 ***For systems capable of calculating and 
displaying dose

91

California Law Performing CT Scans
 California law requires hospital related to performing CT 

Scans starting 7-1-2012

 Record the dose of radiation during the CT Scan, for system 
capable of calculating and displaying this information (applies 
to CT for diagnostic purposes)

 Radiology report include radiation

– Dose for adult and pediatric brain and adult abdomen must be 
within 20% actual dose delivered

 Physicist must verify annually the radiation dose produced by the CT 
imaging equipment

 Must send the CT study and protocol page listing the technical factors 
and the dose of radiation given to an electronic picture archiving 
system

 Added this to PC.01.02.15, EC.02.04.03 and IM.02.02.03 EP 13
92

California Law Performing CT Scans

93
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Planning the Patient’s Care PC.01.03.01

Standard: The hospital plans the patient’s care

 Need to individualize the patient’s treatment based on 
their unique needs

 Treatment must be appropriate to the results of the 
assessment performed

 May need to modify the plan of care based on the 
assessments done

 Could result in transfer to another facility or discharge

EP1 Patient’s care is based on what is identified by 
the assessments and reassessments and the 
results of the diagnostic tests

94

Planning the Patient’s Care PC.01.03.01

EP5 The written plan of care is based on the 
patient’s goals and the time frames, settings, 
and services required to meet those goals
 Plan of care problematic standard with both CMS & TJC

EP22 Staff need to evaluate the patient’s 
progress in light of the goals and the patient’s 
plan of care

EP23 Hospital revises the plan of care and 
goals based on the patient’s need

95

Planning the Patient’s Care PC.01.03.01

EP43 Plan of care includes responsibilities of 
each member of the treatment team (new for 
psych hospitals )

For hospitals that use the Joint Commission 
for deemed status

Failure to do a plan of care soon after the 
patient is admitted and maintained it in the 
medical record after the patient is discharged 
is a top problematic standard with CMS
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Planning the Patient’s Care PC.01.03.01  
2014
Hospitals that elect primary care medical home 

option

EP 44 Patient self management goals are 
identified, agreed upon with the patient, and 
added to the treatment plan of care

EP 45 Must use clinical decision support tools to 
guide decision making

Example: decision support system computer 
software which can assist clinicians at the point of 
care

97

Behavioral Management P&P PC.01.03.03

Standard: The hospital defines its patient behavioral 
management policies

 Behavioral management care and treatment should be 
therapeutic interventions that foster adaptive behaviors

 They should not be exclusively for behavior control

 P&P should require interventions that are appropriate and 
minimize the restrictiveness of interventions

 The written behavioral management P&P need to do the 
following:

 EP1 Describe the conditions under which specific behavior 
management procedures can and cannot be used

98

Behavioral Management P&P PC.01.03.03

EP2 The P&P disallows the use of any procedure 
that could physically harm the patient or place him 
or her at psychological risk

EP3 The P&P limit time outs to no more than 30 
minutes in an unlocked room

P&P must prohibit the use of intimidation, force, 
or threat

P&P must require that the patient be educated 
about the conditions in which time outs are used
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Behavioral Management P&P PC.01.03.03

EP4 P&P prohibits certain things like denying basic 
human needs such as denial of a nutritious diet, 
water, shelter, safe clothing, corporal punishment, 
and fear eliciting techniques

 Restraint and seclusion is only allowed if the patient is a 
danger to themselves or others

 As listed in the program flier the R&S will not be covered 
since they are covered in a separate program

EP 5 P&P on aversion procedures are approved by 
clinical leaders and an outside expert, patient 
advocate, or human rights committee

100

Behavioral Management P&P PC.01.03.03

Aversion therapy is a form of psychiatric, mental 
health or psychological treatment in which the 
patient is exposed to a stimulus while 
simultaneously being subjected to some form of 
discomfort. This conditioning is intended to cause 
the patient to associate the stimulus with 
unpleasant sensations in order to stop the 
undesirable or self destructive behavior.

 Aversion therapies can take many forms, for example: 
placing unpleasant-tasting substances on the fingernails 
to discourage nail-chewing; pairing the use of an emetic 
(Antabuse) with the experience of alcohol; or pairing 
behavior with electric shocks (ECT) of various intensities.

101

Behavioral Management Plan of Care PC.01.03.05

Standard: The hospital’s use of behavior management 
procedures must follow the patient’s plan for care,  
and treatment, and the hospital’s policy

EP1 Behavior management procedures must be part 
of the patient’s plan of care

EP2 Must include the patient in the plan of care for 
the following:

 Adaptive or replacement behavior, target behavior

 Interventions and behavior management procedures used

 Criteria for discontinuation of behavior management 
procedures  and behavior management techniques used
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Behavioral Management Plan of Care PC.01.03.05

EP3 The patient and the family participate in 
selecting behavior management and treatment 
interventions

 when based on the patient’s plan of care

EP4 Qualified staff review, evaluate, and 
approve the use of all behavior management 
procedures

EP5 Group contingencies are based on 
collective group outcomes and not on a single 
patient’s behavior

103

Behavioral Management Plan of Care PC.01.03.05

EP6 Time-outs and procedures using restraining 
devices or aversive techniques are used only in a 
manner consistent with the patient’s plan of care, 
P&P, and state and federal laws

References PC.01.03.03 EP5 which talked about 
the BM P&P being reviewed by clinical leaders and 
a outside expert

EP7 Education and positive reinforcement techniques  
are whenever possible if BM is used

 Some use positive reinforcement (praise, rewards) and mild 
punishment (time outs) as part of behavioral change theory

104

Behavioral Management Plan of Care PC.01.03.05

EP8  Use least restrictive technique from among 
those that are approved for use before progressing 
to more restrictive BM techniques

EP9  The patient’s physical safety is protected 
when BM techniques are used

BM focuses on maintaining order

BM skills are important to nurses and staff who 
work in this area

TJC has standards to prevent abuses and insure 
that appropriate techniques are used
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Care for Each Patient Blood IV  PC.02.01.01

Standard: The hospital provides care, 
treatment, and services for each patient

EP1 The hospital provides care to the patients 
according to their plan of care

EP 5 RN supervises and evaluates nursing 
care for each patient (July 2, 2014) DS

EP15 Blood and IV medications are 
administered in accordance with state law and 
MS P&P (DS)
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Blood  IV  PC.02.01.01
 This is a CMS requirement and CMS also previously 

required education and training on blood and blood products 
and IV medications

 Note CMS made changes June 2013 to follow your P&P 
and make sure staff competent in the areas listed

 You have to follow state law

– LPNs in many state are not allowed to hang blood 
(example of state law)

– Some states do not allow LPNs to push certain IV 
medications

– Just follow whatever your state board of nursing 
determines
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CMS Staff Must be Competent    2013

CMS Tag 409 says there must be evidence 
that staff is competent in:

Maintaining fluid and electrolyte balance

Venipuncture technique

Blood transfusions: blood components, process to 
verify right blood for the right patient, transfusion 
reactions and how to report transfusion reactions, 
how to monitor the patient with blood including 
frequency, and hospital P&P and nationally 
recognized standards of practice
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Blood and IV Medications May 20, 2011

109

www.cms.gov/SurveyCertificationGen
Info/PMSR/list.asp#TopOfPage

CDC 2011 Intravascular Catheter Guidelines
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http://www.cdc.gov/hicpac/BSI/B
SI-guidelines-2011.html

Hospitals with Primary Care Medical Homes

EP16 Each patient must have a designated 
primary care practitioner

EP 17 Must allow patients to select their 
primary care clinicians

Primary care medical home also known as patient-
centered medical home and is team based 
healthcare delivery model

Care coordination is an essential part

Uses evidence based medicine
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Need an Order   PC.02.01.03
 Standard: The hospital provides care, treatment, and 

services as ordered or prescribed, and in accordance 
with law and regulation

EP1 Need an order before providing care

 Verbal or written and remember if verbal get signed off with 
date, time and signature of the physician or LIP

 For hospitals that use TJC for deemed status so does not apply 
to VA Hospitals

 Big issue with CMS and if a protocol need to make sure it is 
approved by Medical Staff (MEC) and gets entered as an order 
and sign off order 

 Needs to be an appropriate order that is consistent with the 
standard of care, law. P&Ps and MS bylaws or R/R.

112

Outpatient Orders PC.02.01.03 Sept 29, 2014

Outpatient services can be ordered by practitioner 
not on the MS if following are met:

 Practitioner is responsible for the care of the patient

 Licensed in the state where the care is provided

 Is acting within the scope of practice under state law

 Is consistent with hospital P&P

 Has been approved by the board and the medical 
staff

 Added to comply with federal regulation changes effective 
July 11, 2014 and CMS tag 1079 and 1080
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Follow Physician or LIP Orders PC.02.01.03

EP7 Use the most recent order for care of the 
patient (DS or hospitals with deemed status)

EP14 DELETED Need order for respiratory 
treatments 

 CMS  and TJC deleted that order needs to be from a 
physician

 CMS allows a qualified, licensed practitioner who is 
responsible for the patient and acting within the scope of 
their practice to order respiratory or rehabilitation services 

Final rule issues by CMS on August 10, 2010 and 
effective October 1, 2010 and IG May 20, 2011
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Follow Physician or LIP Orders PC.02.01.03

Hospital has RT give albuterol and atrovent 
treatment in the ED for asthmatics as per 
protocols so RT must enter this in the order 
sheet and ED physician signs off

EP20 When taking a verbal order or verbal 
report of a critical panic value test result need 
to write it down and read it back

Moved from NPSG to PC chapter

Problematic standard for hospitals
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Interdisciplinary Approach PC.02.01.05

Standard: The hospital provides interdisciplinary, 
collaborative care and treatment

This standard only has one EP

EP1 Care and treatment must be provided to the 
patient in an  interdisciplinary and collaborative 
manner

 Interdisciplinary teamwork and collaboration has many 
benefits such as well coordinated and cost effective 
patient care

 There has been much written in the evidenced based 
literatures on the advantages to the patient and staff

116
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Resuscitation Services PC.02.01.11

Standard: Resuscitation services are available 
throughout the hospital

EP1 Resuscitation services are provided as per 
P&P and protocols

EP2 Resuscitation equipment is available for use 
based on the needs of the population

 EC.02.04.03 EP 2 and 3 in which the hospital needs to 
inspect, test, and maintain the medical equipment

 Need to do this on things listed in equipment inventory

 Have a checklist to demonstrate documentation that defib 
or AED has been checked & pediatric equipment 

118

Resuscitation Services PC.02.01.11

EP3 Resuscitation equipment is located 
strategically throughout the hospital

 Crash carts and defibrillation and cardioverters are 
located in the patient care departments so they are readily 
available in the case of a code

 Be sure to have crash carts locked or do a hazard 
vulnerability analysis

EP4 Need to do evidenced based training program

 To train staff to recognize the need for and use of 
resuscitation equipment and techniques

 Most follow the American Heart Association guidelines
119

Resuscitation Services PC.02.01.11
Many hospitals require ACLS in high risk areas 

such as the OR, ICU, ED, PACU

Some have other requirements such as PALS or 
ATLS

 CMS does not allow hospital to call 911 to provide initiate 
stabilizing care if on campus

Make sure if you care for children you have a 
pediatric crash cart

 Make sure pediatric doses of medications are on the cart

 Make sure staff are trained in pediatric resuscitation

 APA and ACEP have recommendations for ED
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http://aappolicy.aappublications.org/cgi/content/full/pediatrics;12
4/4/1233

Crash Cart Checklist
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Change in Patient Condition RRT PC.02.01.19

Standard: The hospital recognizes and responds to 
changes in a patient’s condition

 All hospitals have code teams

 Most have RRT or medical emergency teams which can 
be called before the patient arrests and at the first sign of 
patient decline

 TJC nor CMS require a RRT

 IHI has updated How to Kit with pediatric supplement with 
literature on successes (controversial)

 Many hospitals have implemented Condition H where a 
family or patient can call a RRT
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IHI RRT How to Kit
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www.ihi.org/IHI/Programs/Campaign/Ra
pidResponseTeams.htm
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Change in Patient Condition RRT PC.02.01.19

Studies show that a majority of patients who coded 
had abnormal vital signs or other signs before they 
coded

EP1 Need a process to recognize and respond to 
patient’s condition timely that appears to be 
worsening

EP2 Must have written criteria that describes early 
warning signs of a change or deterioration in a 
patient’s condition and when to call for assistance

EP3 Staff calls for assistance if they have a concern 
about the patient’s condition

127

Change in Patient Condition RRT PC.02.01.19

EP4 The hospital informs the patient and family how 
to seek assistance if they have a concern about  a 
patient’s condition

 Commonly called Condition H and supported by the Josie 
King Foundation

Studies show only 17% of patient who code survive

Should have a code status on every patient on 
admission

Cardiac arrests occurs in 0.6% of medical patients 
and 0.5% of surgical patients (IHI Data Sheet)
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Change in Patient Condition  and RRT

Most patients who have a cardiac arrest in 
the hospital have identifiable signs of 
deterioration prior to their arrest, most often 
abnormal vital signs and/or hypoxia.
 Schein RM, Hazday N, Pena M, et al. Clinical antecedents to in-

hospital cardiopulmonary arrest. Chest. 1990;98:1388-1392

 Buist M, Bernard S, Nguyen TV, Moore G, Anderson J. Association 
between clinically abnormal observations and subsequent in-hospital 
mortality: a prospective study. Resuscitation. 2004;62:137-141

 Franklin C, Mathew J. Developing strategies to prevent in-hospital 
cardiac arrest: analyzing responses of physicians and nurses in the 
hours before the event. Crit Care Med. 1994;22(2):244-247.
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Document the RRT Process

130

Effective Communication PC.02.02.21 

Standard: The hospital effectively 
communicates with patients when 
providing care

 Implemented July 1, 2012

Part of the patient centered communication standard

Has two elements of performance

 This will be hit hard during the tracer along with 
interpreters and the issue of low health literacy and 
providing information in a manner the patient can 
understand

131

Jan 2012 Perspective
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Effective Communication PC.02.01.21
EP1 Hospital identifies the patient’s oral and written 

communication needs

 This includes the patient’s preferred language for 
discussing healthcare

 Patient may have hearing needs and need an amplifier on 
the phone or have their hearing aid brought in

 Patient may be hearing impaired and need a deaf 
interpreter or TDD phone (telecommunication device)

 Patient may have visual needs and need enlarged copies 
of important document or magnifying glasses or glasses 
brought to the hospital

 Patient may be intubated and need white board to write on
133

Communication PC.02.01.21

Hearing impaired patient  (deaf or HOH) may need 
a sign language interpreter

Ask the patient “Do you have any hearing aids, 
glasses or other devices you use routinely to 
communicate?”

 Reading some of the DOJ and OCR settlement 
agreement give lots of ideas hospitals can do to provide 
equipment or auxiliary aids and services to ensure good 
patient provider communication (see later)

 Hospital may want to include this question on their ED 
triage form and admission assessment form

134

Communication PC.02.01.21

EP2 Hospital communicates with the patient in a 
manner that meets the patient’s oral and written 
communication needs

Patients get to converse in the language they pick

This is patient centered care because the focus is 
on what the patient wants

The focus is not on what is easiest for the 
hospitals

Need to find out what language the patient refers 
to converse in such as patient requests Spanish
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Communication PC.02.01.21

Once patients communication needs are identified 
then hospital can determine how to best meet these 
needs

 Identify the preferred sign language for the patient 
who uses sign language to communicate 

For example, American Sign Language, or 
Signed English or  use of Braille

For patients who are deaf or hard of hearing and 
have limited English proficiency, a sign language 
from another country

136

PC.02.01.21 Communication Ideas
Have a patient handbook

Have a P&P on interpreters and translators

Make sure staff educated on P&P during orientation 
and annually including ED training

Make sure staff know how to easily access 
interpreters

Ensure prompt call for interpreters such as call 
within 10 minutes

Want to ensure an interpreter is present during vital 
or critical parts of care

137

PC.02.01.21 Communication Ideas
Vital or critical parts of care 

 might include informed consent discussions, H&P, 
explanation of advance directives, discharge, explanation 
of procedures and tests, explanation of new medications 
and how to take, explanation of follow up treatment, 
provision of behavioral health assessment, education, 
blood or organ donation etc.

Make sure the sign language interpreter is qualified

Do not use a child or family member

Use captioned televisions 

Special measures for deaf or HOH rea fire alarms
138
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PC.02.01.21 Communication Ideas
Have signs in several different languages that 

interpreting services are available at no charge to 
the patient

Monitor patient satisfactions with interpreting 
services and include in PI process

Make sure patients understand the hospital’s 
grievance and complaint process (CMS & TJC 
standards)

Consider having a interpreting/translation service 
coordinator

139

PC.02.01.21 Ideas

Determine if the patient needs assistance 
completing admission forms

 40% of patient have significant literacy challenges

 88% of adult have less than proficient health literacy skills

 Careful if says “I forgot my glasses”

 Ask the patient “Would you prefer to have someone help 
you fill out the forms?”

Ask patient if any additional needs that may affect 
their care

 “Is there anything the hospital should be aware of to 
improve your care experience?”
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PC.02.01.21 Ideas

 Identify if the patient uses any type of assistive 
devices such as canes, walkers, service animal, or 
other mobility devices 

Hospitals will want to make staff are educated on 
how to use and document interpreters

Hospitals need to make sure discharge instructions 
and medication information in written in a manner 
the patient can understand

Use teach back to confirm patient understanding
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Coordination of Patient Care  PC.02.02.01

Standard: The hospital coordinates the patient’s 
care, treatment, and services based on the patient’s 
needs

 Major challenge in healthcare today

 Many patients depend on healthcare practitioners to 
coordinate their care and work together

EP1 Hospital must have a process to receive or 
share information when patient is referred to other 
providers

 Both internal and external providers of care

 Communication is important to prevent medical errors
142

Coordination of Patient Care  PC.02.02.01
EP2 Process for handoff communication provided 

opportunity to discuss between the giver and receiver 
of information

 May include patient’s condition, medication, or any recent or 
anticipated changes

 Handoff and signouts may include things such as SBAR, hall 
pass, ticket to ride, or live report in front of patients

 Try to limit distractions during report time and have a process to 
verify information

 Watch the Dennis Quade patient safety video at 
www.safetyleaders.org

 A lot of evidenced based research on this on how important it is 
for patient safety
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http://safetyleaders.org/pages/chasingZeroDocumentary.jsp
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Coordination of Patient Care  PC.02.02.01

EP3 Hospital must coordinate the patient’s care and 
treatment

 Failure to coordinate care is one of the factors that have 
lead to hospital readmissions

 Hospitals should focus on preventing unnecessary 
readmission and financial penalties by CMS since October 
2012

EP 8   The hospital provides activity services 
directly or through a referral for ambulatory and 
non-ambulatory residents at various functional level

 For hospitals with LTC swing beds (DS) Sept 29, 2014

145

Coordination of Patient Care  PC.02.02.01

EP 9 The hospital provides services for family 
support, social  work, nursing care, dental, 
rehab, primary care physician or discharge 
(DS) Sept 29, 2014

Either directly or  through contracted  services

For hospitals that have swing beds for LTV

EP10 The hospital must coordinate patient 
care and treatment when using external 
resources

Coordination of Patient Care  PC.02.02.01

EP12 The hospital provides 24 hour emergency 
dental services (DS)

 These can be provided directly or through a 
contracted service

 This standard is for hospitals with swing beds for LTC

 TJC can now survey swing beds as part of the 
hospital survey process

 Effective Sept 29, 2014

EP17 Hospital coordinates care with a time frame to 
meet the patient’s needs
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Coordination   Primary Care Homes  2014

EP 24 the interdisciplinary team identifies the 
patient’s health literacy needs

Repeat back by patient

Average patient reads at 6th grade level

There are 90 million Americans with low health 
literacy

EP 25 The primary care clinician and the 
interdisciplinary team incorporate the patient’s 
health literacy needs into the patient’s 
education

148

Food and Nutrition  PC.02.02.03
Standard: The hospital makes food and nutrition 

products available to its patients

 Food and nutrition services is hit hard during the CMS 
survey

 TJC has a dietary and nutrition tracer which is very 
detailed

 Important to pay attention to make sure the patient is 
eating their meals

EP1 The hospital assigns responsibility for the safe 
and accurate provision of food and nutrition 
products

149
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151

Food and Nutrition  PC.02.02.03
 Hospital has a dietician to run the food and nutrition 

program

EP6 Prepares food and nutrition products using 
proper sanitation, temperature, light, moisture, 
ventilation, and security

 Food must be cooked in hot enough temperature to kill 
bacteria and other food borne diseases

 Most states have specific regulation on this

 Don’t want meat on top to drip on food below

 Cutting boards must be appropriate cleaned

152

Food and Nutrition  PC.02.02.03
EP7 Food and nutrition products are consistent with 

each patient’s care

EP8 Must accommodate a patient’s special diet and 
altered diet unless contraindicated

 Many patients have special diets such as 1500 calorie 
ADA or 2 gram low sodium diet

EP9 Accommodates the patient’s cultural, religious, 
or ethnic food and nutrition preferences

 Unless contraindicated

 When possible
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Food and Nutrition  PC.02.02.03
EP10 When a patient refuses food, the hospital offers 

substitutes of equal nutritional value

 Important to observe if patient is refusing meals

EP11 The hospital stores food and nutrition products, 
using proper sanitation, temperature, light, moisture, 
ventilation, and security

 Including those brought in by patients or their families

 Should mark refrigerators “Food No Medications”

 Make sure the temperature is checked for the refrigerators

 Things dated to show when things in the refrigerator should 
be discarded
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Food and Nutrition  PC.02.02.03
EP22 A current therapeutic diet manual approved 

by the dietitian and medical staff is available to all 
medical, nursing, and food service staff

 For hospitals that use TJC for deemed status

 Diet manual can provide useful information for 
nursing and must be in accordance with national 
standard

 A CMS requirement under food and diet services

Many state laws also require a current therapeutic 
diet manual approved by the dietician and CMS says 
must be approved by the MS
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Education of Children  PC.02.02.07

Standard: The hospital arranges for academic 
education to children and youth, as needed

EP1 The hospital arranges for a child or youth to 
receive academic education based on his or her 
length of stay and condition in accordance with law 
and regulation

 Example, child has a severe burn and will spend about 2 
months in the burn center

 Do not want child to get behind in school

 Some children’s hospitals have a group of certified 
hospital teachers who provide year-round education
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Education of Children  PC.02.02.07
 Some children’s hospitals have classrooms equipped 

with computers, DVD players, books, games, and 
puzzles, 

 Can work with the patient, their parents, doctors and 
school, to design  an educational program  and usually 
without cost

 Can coordinate with the hospital team about the 
patient’s progress and needs

 Can develop or modify a child’s Individualized 
Educational Program (IEP)

 Can also visit the school and help with return
157

Swing Beds for LTC PC.02.02.09  9-29-2014

Standard: Residents participate in social and 
recreational activities according to their abilities and 
interests

EP1 Hospital offers residents a variety of social and 
recreational activities according to their abilities and 
interests

EP 3  Hospital helps residents to participate in 
these social and recreational activities

For hospitals with swing beds for LTC

TJC can include in their survey process
158

Access to Outdoors   PC.02.02.11

Standard: The hospital provides access to the 
outdoors to patients with long lengths of stay

EP1 The hospital arranges for patients who 
experience long lengths of stay to spend time 
outdoors

According to their plan of care

Can use hospital grounds or it can use 
community resources, such as parks

Hospital garden can help patient heal

Some have outdoor play area for children
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Access to Outdoors   PC.02.02.11

Some state mental health department regulations 
mandate that state run behavioral health hospitals 
provide access to the outdoors 

AHRQ has article on the benefits of a rooftop 
garden for rehab patients

Can help relieve pain, anxiety, emotional distress, 
and complications

Article on 11 elements that the best children’s 
hospitals share and access to the outdoors such as 
garden area is one of these (one has a fishing 
pond)
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AHRQ Rooftop Garden for Rehab Patients
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End of Life Care      PC.02.02.13

Standard: The patient’s comfort and dignity 
receive priority during end-of-life care

 Patients who are at the end of their lives need to 
receive care that addresses their psychosocial, 
emotional, and spiritual needs

 Staff involved in patient care require education about 
the unique needs of dying patients and their families

EP1 Care must be provided that accommodate the 
patient's and his or her family’s comfort, dignity, 
psychosocial, emotional, and spiritual end-of-life 
needs
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End of Life Care      PC.02.02.13

EP2 Staff must be provided with education about 
the unique needs of dying patients and their families

Be sure and document the training provided to staff 
on end of life care

 Information on diagnosis, right to know, pain, drugs, 
nausea, palliative care, dementia, responses to 
difficult situations, following the end of life pathway, 
hospice, coordination of care, communication skills, 
advance care planning, assessment etc.

Studies show that delivering good end of life care 
can increase staff retention and job satisfaction, 
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http://www.endoflifecareforadults.nhs.u
k/publications/corecompetencesguide

Patient Education   PC.02.03.01

Standard: The hospital provides patient education 
and training based on each patient’s needs and 
abilities

 Patients are often discharged home earlier than in the 
past

 Patients may have to do more self care such as changing 
bandages, drains to home infusion therapy

 This makes patient education even more important

 Also important to prevent unnecessary readmission 
especially related to medication use

 Patient learning needs must be assessed

 Patient education is important issue to TJC 165
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Patient Education PC.02.03.01
EP1 Need to do a learning needs assessment for 

each patient that includes

 The patient’s cultural and religious beliefs

 Emotional barriers

 Desire and motivation to learn

 Physical or cognitive limitations and

 Barriers to communication

 Considering having a patient education 
interdisciplinary education sheet to capture all 
required elements

166

Patient Education PC.02.03.01
EP4 Provide education to the patient based on their 

need

 A new mother may need more education to one who has 
had five children

EP5 Education and training must be coordinated by  
all disciplines involved in the patient’s care

 New diagnosis of diabetes and pharmacist covers 
medication issues, dietician covers dietary issues and the 
diabetic nurse educator covers diabetes education

 Age of patient and education level (issue of low health 
literacy) will impact educational needs

167

Patient Education PC.02.03.01
EP10 Education and training to patient will include 

the following based on the patient’s condition and 
assessed needs

 Explanation of the plan for care

 Basic health practices and safety

 Safe medication use

 Nutritional interventions, diets, supplements

 Pain issues such as pain management and methods

 Information on oral health (much information later on this 
including oral bacterium (periodontal disease) as cause of 
cardiovascular disease, MI, VAP, stroke, CAD)
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Patient Education PC.02.03.01
EP10 Education and training to the patient 

(continued)

 Safe use of medical equipment

 Safe use of supplies

 Rehab to help the patient reach maximum independence

EP25 Must evaluate the understanding of the 
education and training provided

 Teach back is one method to verify understanding 

 Ask me three program by the National Patient Safety 
Foundation

169
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http://www.npsf.org
/askme3/
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Use a Patient Education Form

172

Use a Patient Education Form

173
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http://www.docstoc.com/docs/downloaddoc.aspx/?d
oc_id=35987557&pt=16&ft=11
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Patient Education Checklist

175

Patient Education PC.02.03.01
EP27 The hospital provides the patient education 

on how to communicate concerns about patient 
safety issues that occur before, during, and after 
care is received

 Instructions might be to contact their physician after 
discharge

May be if certain condition reoccurs to call 911 or 
go to the closest emergency department

Patients when discharge should be informed of 
signs and symptoms of when to return (TJC 
discharge tracer)
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Primary Care Medical Home 2014
EP 28 The primary care clinician and 
the interdisciplinary team educate the 
patient on self-management tools and 
techniques based on the patient’s needs

177
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Personal Hygiene BH Dept. PC.02.03.03

Standard: The patient’s personal hygiene is 
maintained

 Only applies to hospitals with a separate behavioral health 
department.  EP 1,2, and 5 deleted in 2010

EP3 Implement an oral care program

EP4 Provide education to the patient about personal 
hygiene and grooming activities

EP6 Help the patient with these activities

EP7 Incontinent patients are cleaned or bathed 
immediately and in a manner to respect their privacy

178

Primary Care Medical Home PC.02.04.01
Standard: The patient has access to primary care 

medical home all the time. Access can be by phone, 
email, flexible hours, websites and portals

EP1 Patients have access all the time to 
appointment availability & scheduling, test results, 
advise for urgent needs and prescription renewal

EP2 Must have flexible scheduling to accommodate 
patient care needs

EP3 Must have process to address urgent care 
needs all the time

 All the time means 24 hours a day, 7 days a week
179

Primary Care Medical Home PC.02.04.03

Standard: Must be accountable for providing 
patient care

EP1 Manages transitions in care to facilitate 
patient access to care

 Includes acute care, chronic care, oral health, 
substance abuse treatment, urgent and emergent 
care, and preventive services

EP 2 Address phases of lifespan including end-
of-life care
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Primary Care Medical Home PC.02.04.03

EP 3 Must provide disease and chronic care 
management services

EP 4 Must provide population based care

EP 5 Must use information technology for the 
following:

Support continuity of care, document and track 
care, support disease management, support 
preventive care, create report for internal and 
external reporting, facilitate electronic exchange 
of information and support PI

181

Primary Care Medical Home PC.02.04.05

Standard: Primary care clinician and 
interdisciplinary team work in partnership with 
patient to support the continuity of care and 
the provision of coordinated services

Has  12 EPs

See standard

 Includes PI, plan of care, achievement of 
outcomes, development of interdisciplinary 
team, treatment plans, assessment for health 
risk behaviors

182

Operative & High Risk Procedures PC.03.01.01

Standard: The hospital plans operative or other high-
risk procedures

 This includes moderate or deep sedation or 
anesthesia

 CMS rewrote all of the anesthesia CoPs December 
11, 2009 with amendment Feb 5, 2010 and May 21, 
2010, and January 14, 2011 (final transmittal 12-2011)

 Equipment identified in the EPs is available in the OR 
suites

 Standards apply in any setting for epidural, spinal, 
MAC, general, moderate or deep sedation
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Operative & High Risk Procedures
EP1 Those administering moderate or deep 

sedation and anesthesia are qualified

 Must have credentials to manage and rescue patients at 
what ever level of anesthesia or sedation 

EP2 Must have sufficient number of qualified staff to 
evaluate the patient,  provide the sedation and/or 
anesthesia,  help with the procedure, and monitor 
and recover the patient

EP5 RN supervises perioperative nursing care

 Such as a RN Director of the OR

184

Operative & High Risk Procedures
EP6 Need equipment to monitor the patient’s 

physiological status during moderate or deep 
sedation during surgery or high risk procedures

Example could include cardiac monitor, blood 
pressure machine, pulse oximetry, end tidal CO2 
etc.

EP7 Must have equipment to administer IV fluids, 
medications, blood and blood components during 
moderate and deep sedation for surgery or high risk 
procedures

 IVs, IV tubing, IV pumps, blood tubing, etc.
185

Operative & High Risk Procedures
EP8 Must have resuscitation equipment 
available for surgery or high risk procedures 
when using moderate or deep sedation and 
anesthesia

Endotracheal tubes, 

Ambu bags, 

oxygen, 

Defib,Cardioverter, etc.
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Care Before Surgery or High Risk Procedure
EP 10 In accordance with the hospital’s policy and 

state scope-of practice laws, anesthesia is 
administered only by the following individuals (DS):

 An anesthesiologist or CRNA 

AA if anesthesiologist immediately available

A MD or DO other than an anesthesiologist

A doctor of dental surgery or dental medicine

A doctor of podiatric medicine, supervised trainees 
in educational program

Effective July 2, 2014
187

Supervision by Anesthesiologist  July 2, 2014

A CRNA is supervised by the operating practitioner 
as required in the CMS CoP which states

 The operating practitioner must be immediately available

 Immediately available means in the same area and not 
occupied in a way to prevent him from immediately 
conducting hands on intervention if needed

An anesthesiology assistant (AA) must be 
supervised by an anesthesiology who is 
immediately available which means in the same unit 
and able to conduct hands on help if needed 

A supervised trainee
188
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Care Before Surgery or High Risk Procedure

PC.03.01.03 States that the hospital provides the 
patient with care before surgery or the procedure

 The following includes patient having moderate or deep 
sedation or anesthesia for surgery or a high risk 
procedure

EP1 Conduct a pre-sedation or pre-anesthesia 
assessment

 RC.02.01.01 requires this be documented

 CMS includes a requirement that the preanesthesia 
assessment be done and what should be in it

 ASA and AANA has standards of practice on this
190

Care Before Surgery or High Risk Procedure

EP2 Assesses the patient’s anticipated needs in 
order to plan for the post procedure care

EP3 Do a preprocedural treatment according the 
patient’s plan for care

EP4 Provide the patient with preprocedural 
education, according to their plan of care

EP7 LIP must review the plan and concur with the 
plan for sedation or anesthesia

EP8 Reevaluate the patient immediately before 
administering deep sedation or anesthesia

191

Care Before Surgery or High Risk Procedure

EP18 A pre-anesthesia evaluation is 
completed and documented by an individual 
qualified to administer anesthesia within 48 
hours prior 

 CMS measures the 48 hour time frame from when the 
first drug is given to introduce anesthesia

 CMS has specific criteria that must be included in the 
pre and post-anesthesia evaluation

 ASA and AANA has standards of care related to the 
post-anesthesia evaluation
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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  American Society of 
Anesthesiologist

ASA Basic Standards For Pre-Anesthesia Care

194

www.asahq.org/For-
Members/Standards-

Guidelines-and-
Statements.aspx
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Monitoring During Surgery or Procedure

PC.03.01.05 states that the hospital monitors the 
patient during surgery or other high-risk procedures

Patient must also be monitored during the 
administration of moderate or deep sedation or 
anesthesia

EP1 The patient’s oxygenation, ventilation, and 
circulation are monitored continuously during any of 
the above

 RC.02.01.03 EP8 requires that this be documented in the 
medical record including medications, vital signs, level of 
consciousness, IV fluids or blood given, complications or 
any unanticipated events

196

4th Anesthesia Changes February 14, 2011

197

www.cms.hhs.gov/SurveyCertificat
ionGenInfo/PMSR/list.asp

Monitoring During Surgery or Procedure

CMS also requires monitoring during surgery or 
anesthesia administration

CMS has new elements in the hospital CoPs 
about what must be documented by anesthesia 
during surgery

Best to use a form to capture all of the required 
elements 

Be aware of the ASA and AANA standards of 
care and practice
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Post-Anesthesia or Post Procedure Care
PC.03.01.07 Standard: States that care must be 

provided to the patient after anesthesia, moderate, 
or deep sedation

EP1 Need to assess their physiological status 
immediately after the above

EP2 Must monitors the patient’s physiological 
status, mental status, and pain level

EP4 A qualified LIP discharges the patient from the 
PACU or from the hospital or uses approved 
discharge criteria 

 Many PACUs use Aldrete score
200

Post-Anesthesia or Post Procedure Care
EP6 Outpatients who have had sedation or 

anesthesia are discharged in the company of an 
individual who accepts responsibility for the patient

 Should take patient out in a wheelchair and make sure 
they get into the car safely

EP7 Qualified person does postanesthesia 
evaluation no later 48 hours after surgery or a 
procedure requiring anesthesia services (DS)

 CMS has a CoP on the postanesthesia evaluation

 The 48 hour time frame is measured from the time the 
patient hits the PACU or recovery area
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Post-Anesthesia or Post Procedure Care
EP8 Postanesthesia evaluation for anesthesia 

recovery is completed as required by law and the 
hospital’s P&P (DS)

CMS is very specific as to what must be included 
in the postanesthesia evaluation

Consider having a form to capture all of the 
required elements

ASA (American Society of Anesthesiologist) and 
American Association of Nurse Attorneys (AANA) 
have standards of care on postanesthesia 
evaluations

202
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Post-Anesthesia Assessment CMS 1005

CMS requires the following to be included;

Respiratory function with respiratory rate, airway 
patency and oxygen saturation

CV function including pulse rate and BP

Mental status, temperature

Pain

Nausea and vomiting

Post-operative hydration

 Consider having a form to capture these requirements

204

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 postanesthesia or 
post procedural complications

Post-anesthesia visits
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205

Tissue Specimen P&P  PC.03.01.08
Standard: The laboratory has written P&P for 
the handling of tissue specimens removed 
during a surgical procedure (DS)

EP1 Written P&P must be approved by MS and 
pathologist

 Must include which specimens must go to pathology

 Must determine which specimens need macroscopic or 
microscopic examination

 This is also a CMS requirement

 Remember TJC has transplant chapter

206

Tissue Specimen P&P  PC.03.01.08
EP2 Need a written P&P for collecting, preserving, 

transporting, receiving, and reporting examination 
results for tissue specimens

EP3 The lab follows its P&P for the handling of 
tissue specimens removed during a surgical 
procedure

Many studies show that specimen labels are 
mislabeled

Use caution and recheck specimen label

Consider checking at debriefing time after surgery or 
procedure
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208

209

ECT  PC.03.01.09
Standard: The hospital provides electroconvulsive 

therapy (ECT) safely

EP1 Have a written ECT P&P

EP2 Obtain and document informed consent for 
ECT

 TJC has informed consent requirements in the RI chapter 
with 13 EPs

 CMS has three sections in the CMS CoP on consent 
including 6 mandatory elements

 Consider a good consent form which sets out all the 
required elements and explains the procedure well
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211

http://www.health.qld.gov.au/consent/h
tml/sub_specialties/psychiatry.asp

212
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ECT  PC.03.01.09
EP3 Must have two qualified psychiatrist not 

involved in the patient’s care concur and document 
when ECT is to be done on a child or youth

EP4 Must justify the use of ECT in the medical 
record

EP5 Hospital must implement its P&P on ECT

 Indications for use such as major depression, bipolar etc.

 Make sure consistent with standards of care such as 
Electroconvulsive Therapy Practice developed by the 
American Psychiatric Association

 P&P should follow any state laws on ECT
214

Have a P&P on ECT

215

Surgery for BH Patients PC.03.01.11
Standard: The hospital uses surgical treatments for 

emotional, mental, or behavioral disorders safely

EP1 The hospital has a written P&P that addresses 
the use of surgical treatments for emotional, mental, 
or behavioral disorders

EP2 This use must be justified in the medical record

EP3 Hospital must implement its P&P on the above

 Vulnerable population and interest in making sure care is 
appropriated

 Most states also have a state law on this
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Restraints
 Recall from the flier that the PC chapters on restraint 

and seclusion are not included in this program

 Because of the length and detail of the restraint and 
seclusion standards this is done as a separate program

 CMS has 50 pages of restraint standards

 Restraints is an area that is being hit hard during the 
survey process

 Note change rea if patient dies in two soft wrist 
restraints and not due to death then document in chart 
and complete internal log and no longer have to report 
to CMS
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Care After Discharge or Transfer PC.04.01.01 

Standard: The hospital must have a process that 
addresses the patient’s need for continuing care after 
discharge or transfer

EP1 Hospital describes the reason for and conditions 
under which the patient is discharged or transferred

 For example care may no longer be medically 
necessary

 Patient may need services that are not provided by 
your hospital such as open heart surgery

EP2 Need to describe the process for shifting 
responsibility to a new clinician or hospital or service

218

Care After Discharge or Transfer

EP3 Hospital describes mechanism for external 
transfer of patient

 Example would be to contact receiving hospital and get 
acceptance, fill out transfer form, send medical records, 
send in ambulance when appropriate etc.

 Remember the federal EMTALA law for patients who in 
the ED and are unstable

EP4 The hospital agrees with the receiving 
organization about each of their roles to keep the 
patient safe during transfer

 May need transported by helicopter or ACLS or BLS unit
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Care After Discharge or Transfer
EP22 Patients are informed of their rights to choose 

among participating Medicare providers and the 
hospital does not limit those qualified providers (DS)

EP23 and 24 During discharge planning if 
determine patient needs home health or LTC then 
give them a list of the ones available and document 
you gave the list (DS, Effective July 2, 2014)

This is a CMS requirement

The hospital can not just automatically send the 
patient to their home health agency

220

Care After Discharge or Transfer
 It is truly the patient’s freedom of choice

Home health agencies can request to be on the list

The list would include those that serve the patient’s 
geographic area

For patients enrolled in MCO, the hospital lists the 
ones that have contract with them

Need to document in the chart that the list was 
provided to the patient

Not required but some hospitals have the patient 
sign a form to this effect

221

Care After Discharge or Transfer
EP25 Hospital documents in the medical 
record that the list of home health agencies 
or skilled nursing homes was given to the 
patient (DS)

 If the patient is not competent then to the next of 
kin, guardian, DPOA, parent, etc.

The discharge plan identifies disclosable financial 
interests between the hospital and any home health 
agency or long term care facility

This is a CMS hospital CoP requirement
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Care After Discharge or Transfer
EP26 The hospital has written discharge 
planning P&P applicable to all patients (DS)

Must also disclose any financial interest such as the 
hospital owns the nursing home or the home health 
agency

Remember to take care to prevent any unnecessary 
readmissions to the hospital

Dictate the discharge summary immediately and 
document that you got it into the hands of the PCP 
who is going to see the patient post discharge

223

CMS Discharge Planning
CMS issues 39 page memo on May 17, 2013 and 

final transmittal July 19, 2013 and in current manual 

Revises and rewrites discharge planning standards

 Includes advisory practices to promote better 
patient outcomes

 Only suggestions and will not cite hospitals

The discharge planning CoPs have been 
reorganized

A number of tags were eliminated

 The prior 24 standards have been consolidated into 13
224

Discharge Planning Revisions
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Assessment & Discharge PC.04.01.03
Standard: The hospital discharges or transfers 

the patients based their assessed needs and 
the hospital’s ability to meet those needs

EP1 Need to begin the discharge process early in 
the patient’s admission

EP2 Identify any need for psychosocial or physical 
care after discharge

EP3 Patient, family, staff, physician, LIPs etc all 
participate in the planning the patient’s discharge or 
transfer

226

Assessment & Discharge PC.04.01.03

EP3 Continued

This applies to psych hospitals that use TJC for DS

 This would include all psych hospitals except VA hospitals 
or ones that do not accept Medicare or Medicaid patients

Social service staff responsibilities include, but are 
not limited to, participation in discharge planning

Must arrange for follow-up care

Must develop mechanisms for the exchange of 
information outside the hospital

227

Psych Hospitals PC.04.01.03 EP 3
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Assessment & Discharge PC.04.01.03

EP4 Arrange the services the patient will need 
after discharge before they leave

EP 5 The written notice of transfer or 
discharge for residents in swing bed must be 
made at least 30 days before the resident is 
transferred or discharged (DS) Sept 29, 2014
 As required in the CMS CoPs

 Notice must be given as soon as practicable

 Exception is made if residents would be endangered in 
some way from the resident

229

Swing Beds of LTC PC.04.01.03 Sept 29, 2014

EP 6 The written notice or discharge includes:

 The reason for the discharge and effective date

 Location to which resident is transferred or 
discharged

 Statement that resident has a right to appeal

 Name, address, and phone number of ombudsman

 If resident is DD then name, address, and phone 
number of protection and advocacy agency

 If patient is mentally ill then same is given to the agency 
for the protection and advocacy for mentally ill individuals

230

Assessment & Discharge PC.04.01.03

EP10 The hospital conducts reassessments 
of its discharge planning process within its 
established time frames for reassessment 
(DS)

EP11 The reassessment of the discharge 
planning process includes a review of 
discharge plans to determine if the discharge 
plans meet the needs of patients (DS)
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Education Before Discharge PC.04.01.05

Standard: Before the hospital discharges or 
transfers a patient is informed and educated 
the patient follow-up care

EP1 When the patient needs to be discharged or 
transferred this information is shared with the 
patient along with the patient’s needs

EP2 Hospital informs the patient the kinds of care 
that will be needed after discharge

Some patients will need to be in a LTC or might 
need home health services or assisted living

232

Education Before Discharge PC.04.01.05

EP3 Hospital needs to give the patient information 
about why they are being discharged or transferred

EP5 Patient must also be provided about any 
alternatives to the transfer

EP7 The hospital needs to educate the patient 
about continuing care the patient will need and how 
to obtain this care

EP8 Patient must be given understandable 
discharge instructions

 Remember issue of low health literacy and studies show 
patients may not understand discharge instructions

233

Communication Discharge to Service Providers

PC.04.02.01 states that when a patient is 
discharged or transferred, the hospital gives 
information about the care provided to the 
patient

And to other service providers who will provide the 
patient with care

 Continuity of care is important so that the next treating 
practitioner has the information need to take care of the 
patient

 Communication is important for patient safety reasons and 
to prevent readmissions
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Communicate Information to Next Provider

PC.04.02.01 states that the hospital must inform 
other service providers who will provide care to the 
patient

When they are discharged or transferred about the 
following (EP1);

 Reason for discharge or transfer

 Patient’s physical and psychosocial status 

 A summary of care provided

 Patient’s progress toward goals

 List of community resources given to the patient
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Discharge Transfer Swing Bed Pt   PC.04.01.07

Standard: Resident are not transferred or 
discharged from the hospital unless they meet 
specific criteria (DS)  Sept 29, 2014

EP1  Must meet at least one of the following:

 Improved to the point no longer needs the services

 Transfer or discharge is needed if hospital cannot meet 
the resident’s needs

 Health or safety of resident is endangered by staying

 Reasonable notice given in accordance with law

 Hospital closes or resident leaves AMA

236

Blood  Safety Look Back  PC.05.01.09

Standard: The hospital safely provides blood and 
blood components

EP1 The hospital has written P&P addressing 
potentially infectious blood (DS)

These must be consistent with the CMS CoPs

Commonly referred to  as the look back program

Patient who may have gotten contaminated blood 
last year has to be notified and has testing done 
to ensure no problem

Usually done by the physician
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Blood PC.05.01.09
EP2 The hospital needs to implement its P&P 
addressing potentially infectious blood (DS)

This is a CMS requirement in the hospital 
CoP program

The hospital must implement its look back 
program

Needs to have a P&P on this that is 
consistent with the CMS CoPs

238
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This presentation is intended solely to provide general 
information and does not constitute legal advice. Attendance 
at the presentation or later review of these printed materials 

does not create an attorney-client relationship with the 
presenter(s). You should not take any action based upon any 
information in this presentation without first consulting legal 

counsel familiar with your particular circumstances.
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The End!   Questions??
 Sue Dill Calloway RN, Esq.       

CPHRM, CCMSCP

 AD, BA, BSN, MSN, JD

 President of Patient Safety and 
Education Consulting

 Board Member                      
Emergency Medicine Patient Safety 
Foundation

 614 791-1468

 sdill1@columbus.rr.com
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