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Foreword

Our goal is to help the individual organization and, when applicable, an affiliated group of organizations, 
maximize the potential to improve outcomes for specific patient populations. We recognize that organizations 
may find a variety of ways in which to comply with the accreditation requirements. For example, a facility 
that is a service location of a corporate management organization may establish policies and procedures  
at the corporate level. In contrast, an independent practice may employ a committee of the whole to  
create individual policies. Either approach can be fully compliant; our goal is to confirm that required policies 
are relevant to the services provided, and that patient care and related operational practice follows these  
as defined. 

The HFAP process supports customer success before, during, and after the onsite survey.

How we work 

HFAP has been providing healthcare facilities with an objective, standards-based 

review of the services they provide since 1945. We validate quality in healthcare 

organizations using a consultative, educational philosophy focused on understanding  

the unique characteristics of each facility we review. We approach the on-site  

survey as an opportunity to share knowledge and expertise to improve patient care 

and safety. 

A range of healthcare organizations find HFAP accreditation valuable in  

supporting a culture of continuous quality improvement. This manual is intended  

for use by organizations providing specialty services, including surgery, on an  

ambulatory basis, including:

n  Dental practices.

n  Diagnostic and imaging centers.

n   Radiation oncology centers. 

n   Practices performing office-based surgery. 
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Foreword

Account Managers

Each organization is assigned an account manager to serve as the primary point of contact with our office. 
Your account manager will answer process and billing questions, provide helpful timeline and documentation  
resources, and serve as your contact when you report changes within your facility. (See Continuation of 
Accreditation, page 6.)

Standards Interpretation Team

Clinical professionals and other subject matter experts experienced in working with the standards form  
the Standards Interpretation Team. The team is accessible by phone or email (info@hfap.org) to respond  
to questions about applicability of standards or interpretation of requirements and will work with you to 
understand deficiencies identified by surveyors and how to develop an effective plan of correction. 

Using the Manual

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

Manual Format

 Chapters 1–14 of this manual describe the requirements that must be met for accreditation. Each requirement 
has four components:  

  STANDARD includes a numeric identifier, a title and a statement of the requirements to be met.

   REQUIRED ELEMENTS/ADDITIONAL INFORMATION provide further detail and clarification of the 
intent of the standard.

 SCORING PROCEDURE identifies what surveyors will review to assess compliance.  

 SCORE identifies the rating options available for the standard.

                CHAPTER 2 │ ADMINISTRATION AND HUMAN RESOURCES 

STANDARD REQUIRED ELEMENTS/ADDITIONAL INFORMATION SCORING PROCEDURE 
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standard 02.01.05.) 
 

 

02.01.07 Employee Evaluations.   1 = Compliant 
 2 =  Not Compliant 

This standard is not met as evidenced by: 
      

The ASC conducts an annual employee 
appraisal to identify the individual’s 
ability to perform job responsibilities.  
 
 
 

Employees should be encouraged to review and comment on their evaluation 
and be asked to sign the evaluation to verify that they have been informed of 
the evaluation contents. 

DOCUMENT REVIEW 

 Review policies on the annual 
assessment.  

 Verify employee evaluations are 
performed for all ASC personnel. 

 
 

02.01.08 Assessment of Staff 
Competency. 

  1 = Compliant 
 2 = Not Compliant 

This standard is not met as evidenced by: 
      

The ASC must have an objective 
process for assessing the competency 
of each provider of service.   

Competency is performed at least 
annually and at intervals as defined by 
the ASC. 

 

Competency assessments will be performed at least annually and will be 
based upon written criteria addressing important elements of the job the 
employee routinely performs.  
 

 
 
 

 

DOCUMENT REVIEW 

 Review policies on competence 
assessment.  

 Verify the ASC conducts staff 
competency assessments at least 
annually and in accordance with ASC 
policy. 

 
 

02.02.01 Administrative Processes:   
Required Policies. 

  1 = Compliant 
 2 = Not Compliant 

This standard is not met as evidenced by: 
      

The ASC leadership has established 
policies, including:  

1. Key administrative functions. 

2. Scheduling of appointments. 

3. Cancellation of appointments. 

4. Rescheduling of appointments. 

5. Process for handling telephone 
messages including documentation 

Polices should be sufficiently complete to serve as a ready reference for 
administrative personnel. 

The process for handling telephone messages specifically addresses: 

 Patient inquiries 

 Receiving messages 

 Recording messages  

 The timely forwarding of messages to the appropriate individual 

DOCUMENT REVIEW & INTERVIEW 
 Verify that the ASC has the required 

administrative policies.  

 Ask administrative staff if the policies 
cover all areas of need. 

 
 

1 2
3

4



iiiHFAP  |  ACCREDITATION REQUIREMENTS FOR AMBULATORY SPECIALTY SERVICES

Foreword

Scoring 

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

Compliant indicates that there is evidence that the organization meets the requirement.

Not Compliant indicates that there is less than full compliance with the requirement or no evidence of  
compliance with the requirement.

Not Applicable indicates that the standard cannot be applied to the organization being surveyed.

Reference to Days

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

Introduction
This manual is applicable to organizations  
providing ambulatory specialty services and  
seeking HFAP accreditation. 

HFAP accreditation is granted to organizations  
that meet eligibility requirements, submit a  
completed application with payment, demonstrate 
compliance with the relevant standards to an  
onsite survey team, and commit to maintaining 
compliance throughout a three year term of  
recognition. 

Other policies found in this section of the manual 
also apply. 

Standards
HFAP ambulatory specialty standards are  
presented in thematic chapters addressing the  
clinical and operational aspects of maintaining  
high quality patient care and safety.

Comments and Suggestions about  
the Standards

We welcome comments or suggestions at any time 
regarding the reasonableness or clarity of any of 
our standards. Email feedback to info@hfap.org.

Types of surveys
Initial Survey 

An Initial Survey may be conducted for a new  
organization or for an existing organization that  
is new to HFAP accreditation.

Reaccreditation Survey

Organizations providing ambulatory specialty  
care that are currently HFAP-accredited and seek 
continuation of accreditation must undergo a 
full survey at least every three years. (See also 
Continuation of Accreditation, page 6.)

Resurvey, Focused or Full

A Resurvey may be required when deficiencies 
cited are for serious concerns including infection 
prevention and control standards, credentialing 
standards, and quality improvement standards;  
a Plan of Correction (see page 5) that requires 
follow-up to assess completion; or multiple repeat 
deficiencies. The time frame for resurvey may  
be anytime within a three year term. A survey fee 
is assessed. 

Complaint Survey

When a complaint is received and initial review 
indicates a serious situation that could result in 
patient injury or harm, an onsite survey will be  
conducted to investigate the allegation of substantial 
non-compliance. A survey fee will be assessed. 

Extension Survey

An Extension Survey is performed when an  
accredited organization undergoes significant 
change outside of the regular application and  
survey cycle, for example, relocation of the  
business, major renovation of patient care areas, 
acquisition of a new building, the addition of a  
new service or a change in service capacity of  
25% or more. Contact your account manager 
(info@hfap.org or 312.920.7383) to discuss the 
scope of the change and its documentation.
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Accreditation Process: 
Before the survey
Eligibility for Accreditation

Before an application for accreditation will be  
considered, an ambulatory specialty care  
organization must meet the following criteria. 

The organization is:

n   Licensed or approved as meeting standards  
for licensing as required by the state/legal  
jurisdiction in which it is located, and compliant 
with all local licensing requirements.

The organization has or provides:

n   Professional care by qualified providers.

n   An effective governing body that is legally 
responsible for the conduct of the organization  
or, persons identified as legally responsible for 
its conduct.

n   An organized system of documenting and  
maintaining medical records appropriate to the 
scope and complexity of the services provided 
that is controlled by qualified personnel.

n   Anesthesia services under the direction of  
a qualified MD/DO, if it provides anesthesia  
services.

n   Surgical services under the direction of a qualified  
MD/DO, if it provides procedural services.

n   Personnel who are licensed or meet other  
standards that are required by relevant local laws.

The organization is prepared to:

n   Meet HFAP standards for environmental safety 
based on NFPA requirements for the relevant 
building occupancy type.

Application

By submitting an application for survey, new and 
renewing ambulatory specialty organizations:

1.  Attest to the accuracy and veracity of the 
statements in the application and of other 
information and documentation provided  
to HFAP and to the survey team during the 
survey process.

2.  Agree to comply with all applicable HFAP  
policies and procedures.

3.  Understand that HFAP may use the information  
supplied in the application and information  
collected during the survey for quality 
improvement purposes. Such information will 
not identify the organization from which it 
originated.

An organization’s completed application for  
survey, all supporting documents, and the non- 
refundable accreditation fee must be submitted 
before a survey will be scheduled. 

Initial Application

Contact an account manager (info@hfap.org  
or 312.920.7383) for the relevant accreditation  
fee and access to the electronic application.

Once the application and the accreditation  
fee have been received by the HFAP office,  
we will make every effort to be onsite within  
90 days to ensure that the organization’s  
application information remains current at the  
time of the survey.

If an organization’s survey is not conducted within  
six months of submitting its application due to  
the organization’s delay in fulfilling application 
requirements, the accreditation fee is forfeited. The 
organization must then submit a new accreditation 
fee and begin the application process anew.

If the organization provides surgical services, a 
minimum of 10 completed outpatient procedures  
is required for an Initial Survey.
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Reaccreditation Application

Organizations apply for reaccreditation by  
completing and submitting an electronic  
application and paying the accreditation fee  
(see Payment, this page).

We recommend submitting the application nine 
months prior to the accreditation expiration  
date. Our staff will review the application and may 
request clarification or additional information  
before it is accepted. The organization will be 
scheduled for survey within the 180 days preceding 
the expiration of its current accreditation, assuming  
that all application requirements have been met.

If a reaccreditation application is received  
fewer than six months prior to the accreditation  
expiration date, the result may be a lapse in 
accreditation due to insufficient time to process 
the application and schedule the survey team.  
If accreditation lapses, the organization will be 
required to submit an application for an Initial 
Survey.

HFAP reserves the right to reject an application or 
to end a survey in progress. Should a survey team 
arrive onsite but suspend survey activity before  
its completion, a deficiency report will be prepared 
to reflect any survey activities performed. Direct 
cost fees remain the responsibility of the applicant 
organization.

Payment

The cost of accreditation for an ambulatory  
specialty care center consists of two elements:  
the accreditation fee paid with the application and 
the direct costs of the on-site survey, invoiced 
after the survey has been completed. 

The direct costs of the survey include survey  
team transportation, meals, and lodging, surveyor 
honoraria and an administrative fee. 

Your account manager can provide the  
accreditation fee and an estimate of the direct 
costs.

Scheduling

Your survey team will be assembled from a list of 
surveyors who have undergone initial training and 
ongoing annual education, and who are privileged 
to survey ambulatory specialty care centers. The 
team may include any combination of physicians 
and registered nurses. The number and combination 
of surveyors, and the length of the survey in days 
will vary based on the size and complexity of your 
organization and the services it provides. Most  
ambulatory specialty care survey teams consist of 
two surveyors for two days.

The survey will be scheduled in consultation with 
the organization. For organizations that provide 
surgical services, the survey must be scheduled  
so that a survey team member can observe a  
procedure.

Responsibilities of the Applicant 
Organization

Information provided by an organization seeking  
accreditation or re-accreditation is critical to the 
assessment process. The accuracy and veracity  
of that information is essential to the integrity  
of our accreditation programs. Such information 
may be verbal in nature, obtained through direct 
observation by our surveyors, or derived from  
documents supplied by the organization.

We require that each organization enter into the 
accreditation relationship and process in good 
faith. Failure to participate in good faith from the 
time of application to the end of accreditation, 
including, but not limited to, the submission of  
falsified, inaccurate, or incomplete documents  
or information or failure to pay applicable fees, 
may be grounds for initial denial or revocation  
of an organization’s accreditation status, or for  
terminating an application.
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When an organization fails to act in good faith,  
it forfeits its right to appeal or reconsideration  
of any such action by HFAP. In the event that  
an application or appeal is terminated, HFAP is 
entitled to retain the accreditation and survey fees.

If an organization experiences significant changes  
after it submits its application for survey, but 
before an accreditation decision is reached, the 
organization must notify us in writing within 30 
days of this change. Failure to promptly notify 
HFAP may result in termination of an application 
for accreditation or revocation of accreditation.

Organizations with Multiple Service 
Locations

The organization must disclose all sites on the 
application.

Accreditation Process: 
During the survey
Each survey is tailored to the type, size, and range 
of services offered by the organization seeking 
accreditation. The length of the onsite visit is 
based on review of the information provided in the 
application and supporting documents submitted. 

Applicant organizations are provided with advance 
notice of documents and other information that 
must be available for surveyors. This allows the 
survey team to gather and review information 
with minimal disruption to the daily activities of the 
organization. Surveyors may, however, ask to see 
additional documents and may request additional 
information during the onsite survey.

Arrival of the survey team will be scheduled  
in coordination with the organization’s hours of  
operation. Surveyors will present appropriate  
personal identification and will announce that  
the survey is to begin.

The survey begins with an opening conference to 
provide an orientation to the onsite process. The 
conference should include any available leadership  
and may include others at the invitation of the 
CEO. Regardless of the availability of leadership, 
the conference will begin no later than 8:15 a.m. 
local time, unless another time is arranged during 
discussion of survey scheduling. A defined start time 
ensures that the survey performed is consistent 
with the agenda presented. The survey team will 
introduce themselves, review the survey agenda, 
confirm written documentation for which they 
anticipate a need, and ask for the names of key 
personnel who will provide information and access 
necessary to complete the survey. This is also a 
time for the organization’s team to ask questions. 

The organization is asked to make a workspace 
available for surveyor use that includes a telephone 
and internet access. This private area will be used 
to review polices, conduct interviews, and/or hold 
survey team meetings to discuss findings during 
the course of the on-site survey.

HFAP expects compliance with all applicable  
standards. Compliance is assessed through at least 
one of the following:

 1.  Written documentation. 

 2.   Responses to interview questions posed 
by surveyors.

 3.  Direct observation by surveyors.

Surveyors must observe the provision of care  
to patients. This includes observation of the  
beginning of a surgery or procedure, when relevant 
to the organization seeking accreditation. They 
will also observe various patient experiences from 
admission to discharge in order to review how  
policies and processes are implemented. 
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An organization’s failure to allow the survey to 
move forward, failure to provide information 
requested by HFAP or by its surveyors, or failure 
to allow surveyors to observe a surgery or  
procedure start, may be grounds for denying or 
revoking accreditation.

At the end of the onsite survey, the surveyors  
conduct an exit conference at which they present 
an overview of their findings. The surveyors will 
notify the organization of areas of noncompliance 
during this conference. 

The surveyors are “fact finders” and do not  
render the final accreditation decision, so no  
information regarding an accreditation decision  
is provided during this conference. Members of  
the organization’s governing body, providers,  
and administration are encouraged to take this 
opportunity to comment on the survey experience 
and to seek any needed clarification of preliminary  
survey findings. This exchange of information 
is designed to support the development of any 
required Plan of Correction (see below). 

In the unlikely event that the organization creates  
an environment that is hostile, intimidating, or 
inconsistent with the informal and preliminary 
nature of an exit conference, the survey team may 
choose to cancel or discontinue the conference.

Accreditation Process: 
After the survey
HFAP reserves the right to amend survey findings 
upon review and audit of the survey report  
that result in new identification, elimination, or 
modification of deficiencies reported verbally  
at the exit conference. The organization will 
receive a written deficiency report detailing any 
areas of noncompliance within ten business days  
of survey completion.

Plan of Correction

The organization must respond formally to each 
area of noncompliance with a written Plan of 
Correction (PoC) within ten days of receiving the 
deficiency report. Failure to respond to and correct 
deficiencies cited may result in delay or denial of 
accreditation. Our Standards Interpretation Team 
is available to respond to questions that support 
development of the PoC and can be reached by 
email (info@hfap.org) or phone (312.920.7383).

Accreditation Decision and Notification

Most organizations that have made a good faith  
effort to achieve and maintain accreditation are 
successful in reaching this goal. HFAP staff is  
available to provide assistance and guidance upon 
request at any point in the accreditation cycle.

Accreditation decisions are made by the Board or 
its delegated committee following review of the 
information gathered and documented during the 
survey, applicable supporting documents including 
approved Plans of Correction, and recommendations  
of staff. Documents reflecting the opinions or 
deliberations of any HFAP surveyor, staff member,  
committee member or director are privileged 
material and will not be disclosed to the organization  
seeking accreditation, or to any third party.

Decision types include:

a.  Accreditation — The organization demonstrates  
compliance with standards and accreditation 
is granted for three years with a resurvey 
required within one, two, or three years as 
specified in the decision letter.

b.  Denial of Accreditation — On an Initial  
Survey, the applicant organization has failed to 
demonstrate compliance with standards or has 
failed to meet other program requirements.

c.  Revocation of Accreditation — Revocation  
of existing accreditation is considered when  
an ambulatory specialty care organization  
has failed to demonstrate compliance with 
standards or has failed to meet other program 
requirements.
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An organization that has been granted accreditation  
is provided with a Certificate of Accreditation.

In the event that a decision is made to deny or 
revoke accreditation, the organization generally 
has an opportunity to provide additional information  
before a final decision is rendered, and the decision 
is subject to the organization’s right of appeal. 

HFAP may alter the accreditation status of an  
organization for just cause. Just cause includes,  
but is not limited to, failure to maintain compliance  
with accreditation requirements. In the event that  
a decision is made to revoke accreditation, the  
organization will be notified, including the effec-
tive date of the revocation. (See Revocation of 
Accreditation, page 7.)

When the accreditation decision is based upon 
findings from a survey, the decision is based on  
the organization’s compliance with the HFAP  
standards in effect at the time of the survey.  

Continuation of Accreditation
An accredited organization acts as an advocate  
for its patients and the community through  
the provision of quality patient care. Therefore, 
accredited organizations are required to maintain  
operations in compliance with the most current 
accreditation standards and policies throughout 
the period of accreditation. This involves  
correcting any deficiencies cited during a survey 
in a timely manner and implementing continuous 
quality improvements to maintain ongoing  
compliance. 

A random sample of accredited organizations may 
receive a mid-cycle survey as quality assurance 
that facilities maintain their compliance with  
HFAP requirements throughout the three-year 
accreditation period.

Continuation of Accreditation Following  
a Significant Change

Accredited organizations must notify HFAP in  
writing within 30 days of any significant  
organizational, operational, or financial changes 
including, but not limited to:

n   merger, consolidation, or acquisition.

n   change in controlling interest/ownership.

n   name change.

n   physical relocation.

n   additional services or locations.

n   major renovations.

n  expansion of services.

n   an interruption in delivery of health care service 
that exceeds 30 days.

n   adverse publicity or adverse media coverage 
related to the organization or its providers.

n   change in state license or other applicable 
license, e.g., business license, federal certification,  
or qualifying status.

n   bankruptcy or other significant change in  
financial viability.

n   governmental investigation, including local, 
state, or federal authorities involving, directly or 
indirectly, the organization or any of its officers, 
administrators, providers, or other staff, in their 
role within the organization.

n   criminal indictment, guilty plea or verdict in  
a criminal proceeding (other than a traffic  
violation) involving, directly or indirectly, the 
organization or any of its officers, administrators,  
providers, or other staff in their role within the 
organization.

An organization’s duty to provide this information  
continues from the time of application to the end 
of accreditation. In the event the organization is 
exercising its right to appeal, it must notify HFAP 
in writing within 30 days of any such changes. 
Failure to make this notification in writing may 
result in an immediate revocation of accreditation, 
or termination of the right to appeal.
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Accreditation is not automatically maintained when  
an accredited organization undergoes significant 
changes as described above. HFAP will determine 
whether the current accreditation term will be 
maintained and establish any conditions, which 
may include an Extension Survey. In the event  
of an Extension Survey, the direct costs fee will  
be assessed.

Revocation of Accreditation and  
Appeal Procedure

Revocation of existing accreditation is considered 
when any of the following occurs. The organization:

a.  fails to continue to follow HFAP policy and 
procedure.

b.  fails to continue to meet HFAP standards.

c.  fails to pay fees associated with accreditation 
in a timely manner.

d.  falsifies information submitted during the 
application process or during survey.

e. fails to permit the performance of a survey.

f.  fails to remove a serious threat to patient  
safety.

g.  fails to submit a Plan of Correction for  
noncompliance identified during survey.

h.  is unable to sustain compliance with  
standards after a second Full or Focused 
Resurvey.

Written notice of impending revocation of  
accreditation will be addressed to the president of 
the governing body and chief executive officer of 
the organization.

Revocation of accreditation becomes effective  
30 days after the decision if there is no appeal by 
the organization. However, we reserve the right to 
forego the 30-day period if there is evidence that 
the facility has failed to provide a safe environment  
of care or that the facility has failed to mitigate a 
situation that could pose an immediate threat to 
patient safety. 

Appeal Procedure

1.  The organization may appeal the action to 
revoke accreditation status to the HFAP 
Appeal Committee. This request must be  
in writing and must be filed within 30 days  
of receiving the decision letter revoking 
accreditation. The Appeal Committee is  
convened by teleconference within ten  
business days of receiving notification  
from the facility that it wishes to appeal  
the decision. The organization may petition 
the Committee and present their case at the 
meeting.

2.  The Committee will notify the facility in  
writing of the action taken within three  
business days of the Committee hearing.

3.  The facility may further appeal denial action  
by the Committee to the Board of Directors. 

4.  The Board will notify the facility in writing of 
the action taken within three business days  
of the Board hearing. This action is final.

End of Accreditation
When an organization’s accreditation has expired 
and it is not seeking reaccreditation or it is  
choosing to withdraw from the accreditation  
process prior to the accreditation expiration,  
it must:

n   Return all HFAP Certificates of Accreditation  
to HFAP.

n   Review internal information, e.g., letterhead, fax 
forms, and internal recorded phone messages, 
to ensure that the HFAP name and/or logo has 
been removed.

n   Review marketing materials, website, radio  
or television ads, telephone directory  
advertisements, and all other materials to ensure 
the removal of references to the HFAP name, 
logo, and accreditation status.
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01.00.01    Conform to State & Local 

Laws 

The Facility License must comply with 

state licenser requirements and conform to 
state, local, and accreditation laws, 

regulations and/or standards.   

Administrative policies outline the intent to 

conform to laws and standards and take 

appropriate, expeditious, remedial actions 

when noncompliance is noted. Findings and 

follow-up actions are noted and tracked in 

the minutes of the governing body. All 

clinic facilities have state and local health 

inspections as required.    

 DOCUMENT REVIEW 

Review past citations and accreditation 

findings for evidence of corrective 

action. Request and review all current 

licenses, accreditation findings or 

certifications (including, lab, Physician 
Performance Microscopy, waived testing, 

pharmacy), state and local fire, building, 

and health agency findings as applicable.   

  

  Compliant 
  Not Compliant 

 
COMMENTS: 

      

01.00.02    Governing Body & 

Management 

The Facility must have a governing body 

that assumes full legal responsibility for 

determining, implementing, and 

monitoring policies governing the facility 

total operation and for ensuring that these 

policies are administered so as to provide 

quality health care in a safe environment.       

The governing body may vary in selection, 

size and methods of functioning dependent 
upon ownership, size and other factors. If 

the facility is a corporation, the governing 

body operates as defined in the corporate 

bylaws. If the facility does not have an 

organized governing body, the person(s) 

legally responsible for the conduct of the 

facility must carry out the functions 

identified as those pertaining to the 

“governing body.” 

.DOCUMENT REVIEW 

Review the governing body articles of 

incorporation, bylaws, and governance 

policies. Ascertain the structure of 

governance. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 

      

01.00.03  Governing Body Bylaws 

The governing body maintains Articles of 

Incorporation, Bylaws (or Governance 

Policies), and records of deliberations 

(minutes) leading to actions in specific 

areas. 

The required documents are preserved and 

safe guarded so as to provide reasonable 

means of evaluating ethical and prudent 

business decisions impacting patient 

welfare and safety. Copies of the bylaws 

and all minutes of meetings are available to 

all governing body members. 

DOCUMENT REVIEW 

Review governing body minutes for the 

last 12 months, and policies for recording 

deliberations and decisions in such detail 
as to reveal pertinent business conducted.  

Review security procedures. 

 
  Compliant 
  Not Compliant 
  NA (no GB, solo 

practitioner) 
 
COMMENTS: 
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01.00.04 Governing Body Selection 

The governing body bylaws stipulate how 

members of the governing body are 

selected, the number of members, and 

their term in office, duties, and 

responsibilities. 

No additional information DOCUMENT REVIEW 

Review the governing body bylaws for 

compliance. 

 
  Compliant 
  Not Compliant 
  NA (no GB, solo 

practitioner) 
 
COMMENTS: 

      

01.00.05 Medical Staff Accountability 

The Medical Staff of the Ambulatory 

Care/Office Based Surgery Center must be 

accountable to the Governing Body to 

address meeting quorum accountability.   

 

 

 

 

The organization of the medical staff is left 

to the discretion of the Governing Body 
(membership on the Governing Body may 

include physician and nonphysician 

practitioners). Privileges granted, however, 

must be constant with the license to practice 

in the state. Meetings should occur at least 

as frequently as defined in the corporate 

bylaws. A quorum, as defined in the 

bylaws, must be present for that meeting to 

meet the intent of this standard.  

DOCUMENT REVIEW 

Review the corporate or organizational 

bylaws for required frequency of 

meetings and required attendance.  

Review copies of governing body 

minutes for the last 12 months for 

compliance. 

 

  Compliant 
  Not Compliant 
  NA (no GB, solo 

practitioner) 
 
COMMENTS: 
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01.00.06 Mission Statement 

The organization of the facility is based 

upon a stated Mission, Objectives and 

Organizational Values (MOV), which 
define scope of services and is known by 

staff.  

The mission statement, objectives and 

values are the foundation for the 

organizational plan for the provision of 

services.  Elements within the plan include 

identification of: 

1.  Governance and administration 

2.  Organizational relationships 

3.  Budget process, including staffing 

4.  Scope of services provided 

5.  Patient’s rights 

6.  Mechanism for planning 

OBSERVATION, INTERVIEW AND 

DOCUMENT REVIEW 

▪ Verify that there is a published 
mission statement, which covers the 

identified elements. 

▪ Ask for a definition of the 
organizational mission, objectives, 

and organizational values during the 

opening conference.  During walk 

around question various staff about 

the mission statement, values and 

objectives. 

▪ Note how the organization 

communicates its mission, objectives 

and values to patients, staff and 

visitors. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

01.00.07 Governing Body 

Responsibilities 

The governing body may delegate its 

routine oversight responsibilities through 
committees (officer and committee 

structure must be defined) or meet as a 

committee of the whole. 

Governing body bylaws must authorize and 

define the committee structure. The 

governing body as a whole remains 

responsible for all actions taken by its 

committees. Committee minutes or reports 

must be available to all members of the 

governing body. 

DOCUMENT REVIEW 

Review the bylaws to determine 

provisions for committee functions.  

Review all committee minutes and 

reports and verify that committee actions 

have been approved. 

 
  Compliant 
  Not Compliant 
  NA (no committees 
used) 

 
COMMENTS: 

      

01.00.08 Approval of Bylaws 

The governance bylaws and/or governing 

body approved policies define the 

responsibility for, at least, the following:  

1.  Adoption and periodic review of 

governance bylaws/governance 

policies 

2.  Implementing an effective fiscal 

Governance bylaws and/or facility policies 

effectively describe these functions. When 

requirements are found in bylaws, there 
must be a mechanism for informing all staff 

of policy and expected compliance. When 

direct responsibility is delegated to 

administrative or medical leaders, the 

governing body remains responsible for 

periodic (at least biennial) review and 

DOCUMENT REVIEW 

▪ Request copies of the facility policy 

and procedures manuals. Review each 

policy for intent in meeting the 

standard.   

▪ Review specific polices that apply to 

Blood Borne Pathogen Exposure, 

Hazardous Materials (HAZMAT) 

requirements, and compliance with 

 
  Compliant 
  Not Compliant 
  NA  

 
COMMENTS: 
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accounting system(s) 

3.  Review and initiation of appropriate 

action on all ethical matters as they 

relate to the facility and its staff 

4.  Establishing and ensuring compliance 

with a policy on patients’ rights 

5.  Establishing a policy of operation 

which excludes limitations due to 

race, creed, sex, or national origin 

6.  Ensuring compliance with federal, 

state, and local programs that protect 

the health and safety of patients, staff, 

and visitors. 

approval of each policy. the Americans with Disabilities Act 

(ADA).  Is there periodic review and 

approval by the governing body? 

01.00.09 Leadership 

The governing body selects individuals, 

qualified by experience and training to 

serve as chief executive officer and 

medical director. The position description, 

with well-defined management objectives, 

serves as the basis for evaluation criteria. 

These individuals are expected to 

effectively carry out the day-to-day 

direction of the facility, implement the 

policy decisions of the governing body and 

carrying out their duties as contained in the 

position descriptions. (Smaller facilities 
may determine that one or more of these 

positions are unnecessary. When they do, 

they are not relieved of the responsibility 

for oversight and direction as defined in 

these standards.) 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Interview CEO and Executive staff to 

determine the latitude allowed in 

carrying out day-to-day duties. 

▪ Request position descriptions, and 

governing board minutes as they 

pertain to these individuals. 

Determine that criteria for selecting 

and evaluating these individuals has 

been developed and followed. 

(Single-owner facilities may serve in 

the role of both primary positions if 

qualified). 

 
  Compliant 
  Not Compliant 
  NA (Single owner)  

 
COMMENTS: 
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01.01.01 Organizational Oversight 

The chief executive officer (CEO) will 

prepare periodic reports, including a 

summary of all significant occurrences 

monthly for the governing body’s review. 

While the CEO and executive team are 

responsible for the day-to-day operation of 
the facility, the governing body retains 

overall responsibility for the operations of 

the organization. 

DOCUMENT REVIEW 

Review the governing body minutes for 

inclusion of the CEO reports. 

 
  Compliant 
  Not Compliant 
  NA (Single owner)  

 
COMMENTS: 

      

01.01.02  Delegation of Responsibilities 

The governing body bylaws and/or 

approved policies provide for: 

1.  Defined organizational structure and 

functional relationships 

2.  A mechanism for effective 

communication at all levels of the 
organization including with 

professional service providers 

3.  An active risk management program 

 

The governing body may delegate these 

responsibilities; however, delegation does 

not relieve that body of the responsibility 

for assurance that standards are met. 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Ask for facility personnel policies 

and organization chart. Review risk 

management minutes or documents. 

Ask for the last fiscal audit executive 

report. 

▪ Seek comments from personnel 

during walk around relative to risk 

management functions as described in 

minutes.  

□ Is the organizational structure 

clear to all? 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 

      

01.01.03 Adequate Resources 

The governing body provides for adequate 

resources to implement the programs and 

services as defined in the mission 
statement, objectives and/or plan for 

services. 

Resources include but are not limited to 

equipment, supplies, physical environment, 

personnel, and other items needed to 

provide a therapeutic and safe environment. 

OBSERVATION, INTERVIEW AND 

DOCUMENT REVIEW 

▪ Review planning documents, staffing 

plans and other documents as 

appropriate. 

▪ Discuss adequacy of equipment, 

supplies, staffing, and space, with 

staff.  

□ Do they have concerns? 

▪ During walk-around, observe for 

adequacy of supplies, state of repair 

of equipment and buildings, and 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 

     . 
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adequacy of staff. 

 

01.01.04 Quality of Clinical Care 

The governing body is responsible for 

ensuring that all patients with the same 

medical need or receiving the same 

procedure must receive the same level of 

clinical care. 

Quality of clinical care throughout the 

organization will not vary due to practice 

location, assigned staff, or ability to pay. 

OBSERVATION, INTERVIEW AND 

DOCUMENT REVIEW 

▪ Review governing body policies for 

inclusion of this standard. During 

medical record reviews, review for 

the same level of care. 

▪ Ask the staff how they ensure that the 

same level of care is provided. 

▪ During facility visits, observe for a 

consistent level of care from area to 

area. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 

      

 

 

 

01.01.05 Contracted Services 

When services are provided through a 

contract with an outside resource, the 

facility must assure that these services are 

provided in a safe and effective manner.  

 

All contract services whether housekeeping, 

radiology, laboratory pharmacy, etc. must 

have documented review by the facility.  

Review may take the form of reviewing that 

organizations accreditation status, license of 

individual providing service, peer review of 

interpretations or internal quality control. 

The facility defines what an effective 

monitoring mechanism for each service is; 

however, the definition must be broad 

enough so as to ensure quality service. 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Obtain a list of all contract services 
and review facility defined 

monitoring for that service and 

documentation of compliance with 

that monitoring requirement. 

▪ Ask various personnel about 

contracted services; what services are 

used, quality, responsiveness, 

reliability, etc. 

 
  Compliant 
  Not Compliant 
  NA (No contracted 
services)  

 
COMMENTS: 

      

 

01.01.06 Patient Transfer Agreement 

The facility must have an effective 

procedure for the immediate transfer to a 

hospital, of patients requiring emergency 

medical care beyond the capabilities of the 

facility. The facility must have a written 

transfer agreement with a hospital, or all 

physicians performing surgery in the 
facility should have admitting privileges at 

Provisions for rapid transfer due to 

emergency conditions must be anticipated 

and pre-arrangements made. It is the 

governing body’s responsibility to see that 

these arrangements exist and are current. 

There should be policies and procedures for 

ambulance services and transfer of medical 

information. Such transfers should be 

infrequent.   

DOCUMENT REVIEW 

Review policies and signed agreements.  

Review the medical records of all or at 

least the last five patients experiencing 

emergency transfer. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
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such hospital. 

  

01.01.07 Professional Staff  

The governing body must provide for an 

organized professional staff structure. If 

the professional staff is organized into a 

specific body, there must be a process for 

the governing body to approve the bylaws, 

rules and regulations of that body and to 

hear appeals and conduct hearings from 

the professional staff members. 

 

The professional staff must meet the 

generally accepted standards for the 

specific type of facility, i.e. license and 

credentialing for physicians, dentists and 

allied health providers in medical or dental 
facilities, or license or certification for 

psychologists or counselors, trained in the 

area of care delivery for mental health or 

substance abuse centers. 

In all cases, providers licensed by the state 

in which the organization is located, and 

operating within the scope of their licenses, 

will oversee and approve all medical or 

dental care delivered. 

OBSERVATION, INTERVIEW, AND 

DOCUMENT REVIEW 

▪ Review facility policies that define 

the nature and structure of the staff. 

Review position requirements and 

descriptions. 

▪ Interview members of the 

professional staff and ask them how 

they function within the organization. 

Is this consistent with policies and/or 

position descriptions? 

▪ Observe for same information as in 

interviews. 

 
  Compliant 
  Not Compliant 
  NA (single provider)  

 
COMMENTS: 

      

 

01.01.08 Scope of Procedures 

The governing body, as appropriate, based 

upon recommendation of competent 

authority will determine the scope of 

procedures allowed and not allowed in the 

facility. The scope of procedures 

performed in the facility must be 

periodically reviewed and amended as 

appropriate.  

The governing body may use a 

medical/dental staff committee or other 

professional authority to help in 

establishing these policies. Policies must 
address all locations and all procedures that 

will place the patient’s life or limb at risk 

and include all procedures where moderate 

sedation (conscious sedation) or general 

anesthesia is used. The policies and 

procedure manual should state how often 

reappraisals are to be conducted.  

 

DOCUMENT REVIEW 

Review governing body minutes to 

determine that policies were based upon 

medical recommendations. Review for 

compliance during medical record 

review. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 

      

01.01.09 Establishing Policies 

The governing body, based upon 

recommendation of competent authority,  

will: 

1.  Establish the minimal frequency of 

The governing body may use a 

medical/dental staff committee or other 

professional authority to help in 

establishing these policies. 

 

DOCUMENT REVIEW 

Review the governing body minutes to 

determine that policies have been 

developed and that they were based upon 
medical recommendations. Is it clear that 

the governing body also took into 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
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monitoring and recording of critical 

physiological measures of patients 

before, during and after permitted 

procedures. 

2.  Determine which, if any, tissues 

removed during a procedure are 

exempt from pathological 

examination. 

3.  Establish discharge criteria for 

discharge from the post anesthesia 

observation for the registered nurse. 

4.  Determine which relevant diagnostic 

studies must be on the medical record 

prior to any procedure. 

5.  Set requirements for the resolution of 

abnormal diagnostic studies prior to a 

procedure. 

Monitoring may be specific for types of 

procedures, i.e. moderate sedation 

(conscious sedation) or general anesthesia, 

and / or may include additional 

requirements due to the age of the patient. 

Discharge criteria are to be specific and 

clear such to guide a registered nurse in 

safely determining that a patient is stable 

and may be released from care following 

post anesthesia care. NOTE: The use of 

discharge criteria does not relieve the 

requirement for all patients to receive post 

procedure evaluation by a physician. 

consideration, facility and personnel 

limitations, age of patients and other 

relevant data? Determine compliance 

with requirements during medical record 

review. 

      

 

01.01.10 Completion of History and 

Physical 

The governing body based upon 

recommendation of competent medical 

authority will: 

1. Determine the scope and time frame 

for when a complete history and 

physical must be completed 

2. Determine the scope and time frame 

for when follow up histories and 

physical must be completed 

The usual time frame is by the third visit.  

The scope is determined by the content of 

the history and physical. 

DOCUMENT REVIEW 

Review the governing body minutes to 

determine that policies have been 

developed and that they were based upon 

medical recommendations. Is it clear that 

the governing body also took into 

consideration, facility and personnel 

limitations, age of patients and other 

relevant data? Determine compliance 

with requirements during medical record 

review. 

 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
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01.01.11 Policies & Procedures 

The governing body, based upon the 

recommendation of  competent authority, 

will: 

1.  Define limitations on complexity of 

procedures to be performed in any 

given level of procedure room or 

suite. Procedures must be taken to 

protect the lives and safety of all 

individuals in the area. 

2.  Establish minimum staffing of 

personnel, and training requirements 

(for personnel) for each procedure 

room, suite, recovery unit, and other 

critical areas as determined by the 

facility. 

3.  Develop a working definition of 

“moderate sedation (conscious 
sedation)” consistent with generally 

accepted medical standards and 

enforce applicable standards of care 

for cases meeting this definition. 

4.  Design and equip each procedure 

room so that the type of surgery 

conducted can be performed in a 
manner that protects the lives and 

assures the health and safety of all 

individuals in the area.  

 

Consideration should be given to level of 

environmental control such as lead lining, 

isolation, and laminar flow hoods.  

Personnel requirements also differ with the 

complexity of cases, i.e. the requirements 

for scrub or circulating nurses and what 
level of training the individuals filling those 

positions must have. 

Various providers differ as to when the 

added monitoring and staffing requirements 

associated with “moderate sedation 

(conscious sedation)” are actually 

applicable. Each operating room should be 

designed and equipped for the types of 
surgery performed and free of hazards to 

patients and staff (e.g. sufficient space, 

adequate lightening, and necessary 

furniture). 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Review the governing body minutes 
to determine that polices were based 

upon medical recommendation. Did 

the governing body take into 

consideration all facility limitations? 

Is the definition for moderate 

sedation (conscious sedation) 

consistent with national standards? 

Determine compliance with 

requirements during medical record 

review. 

▪ Ask staff about procedures and 

staffing during tour. 

 
  Compliant 
  Not Compliant 
  NA (single provider)  

 
COMMENTS: 

      

01.01.12 Comprehensive Self-Assessment 

The governing body must ensure that the 

facility, with the active participation of the 

professional staff must conduct an 

ongoing, comprehensive self-assessment 

The governing body will receive reports of 

staff peer review activities, covering at least 

those areas identified in the standard.  

Recommendations should flow to the 

governing body and the quality 

DOCUMENT REVIEW 

1.  Review the governing body minutes 

for evidence of receipt of peer 

review reports with recommended 

improvements. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
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including: 

1.  The quality of care provided. 

2.  Medical necessity of procedures 

performed. 

3.  Appropriateness of care. 

4.  Use findings, when appropriate, in 

the revision of center policies and 

consideration of clinical privileges. 

assurance/continuous quality improvement 

function and result in modified policies and 

procedures as appropriate. Where 

procedures are infrequently performed, peer 

review documents addressing that 

procedure from another institution may be 
considered. There should be increased 

emphasis on systems and processes (rather 

than individual case reviews). 

 

2.  Ask for copies of improved policies 

or procedures that resulted from peer 

review. 

3.  Were there credentialing actions? 

      

 

01.02.01   Medical Staff 

Members of the medical staff must be 

legally and professionally qualified for the 

positions to which they are appointed and 

for the performance of privileges granted. 

The facility grants privileges in 

accordance with recommendations from 

qualified medical personnel. Medical staff 

privileges must be periodically reappraised 

by the facility.  

 

The governing body is responsible for 

establishing policies, procedures, and 

criteria whereby they appoint and reappoint 
all members of the medical/dental staff.  

The process may be accomplished directly 

or by delegation, as permitted by state law.  

If there is a formal medical staff function, 

that group may perform the process and 

make recommendations to the governing 

body. Reappointment must be 

accomplished at not greater than every 24 

months and credentials file will be 

established for each credentialed provider.  

DOCUMENT REVIEW 

Review the governing body polices to 

determine procedures that have been 

established for appointment and 

reappointment. Review 10% or at least 

10 credential files to determine that the 

governing body actually awarded all 

credentials. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 

      

01.02.02   Appointment & Reappointment 

The governing body must appoint and 

reappoint the professional staff. The 
facility establishes criteria for initial and 

reappointment to staff membership which 

includes current supporting documents of: 

a. License (including narcotics 

registration, if applicable). 

b. Training/education. 

c. Current competence including 

Completed applications should include the 

following information with current 

supporting documentation when applicable. 

NOTE: All members of the professional 

staff must meet the applicable requirements 

above and there will be an individual file 

maintained for each. Nonprivileged 

professional staff, i.e. Psychologists, 

counselors etc., are not required to be 

appointed by the governing body although 

it is suggested that they be so. 

DOCUMENT REVIEW 

Review minutes of deliberations by the 

competent medical authority for 
inclusion of all six items. Review 

multiple credentials files (10% but not 

less than 10 files) for inclusion of all 

identified items with current supporting 

documentation.   

Single practitioners must meet items A, 

B, C & D. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
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current peer evaluation. 

d. Health status. (A signed statement 

by the applicant relative to current 

physical and mental health.) 

e. A signed statement by the applicant 

stating that they agree to abide by 

the governing body (staff) policies 

including ethics. 

f. An explanation of any outstanding 

professional liability claims. 

Appointments to the professional staff 

are based upon the needs of the facility 

as determined by the governing body 

and/or its designated representative. 

 

01.02.03   Privileging 

In addition to the completed application 

and current supporting documentation, 
the governing body and competent 

authority will use additional available 

information when taking action on 

applications for appointment and 

reappointment and in awarding current 

privileges, including: 

a. Documentation of relevant 

continuing  education. 

b. Current information obtained from 

the National Practitioner Data Bank. 

c. Documentation of changes in board 

eligibility or certification status. 

d. Facility quality information and 

peer review evaluations. 

e. Voluntary or involuntary reductions 

The policies and procedures should state 

how often reappraisals are to be conducted. 
DOCUMENT REVIEW 

▪ Review governing body polices to 

determine if requirements of this 

standard are included.  

▪ Obtain minutes of deliberations by 

the competent medical authority and 

review for inclusion of all items.  

▪ Review recommendations from 

competent medical authority to the 

governing body, relative to individual 

provider’s appointment, 

reappointment, and current privileges.  

▪ Review 10 or 10% of credentials files 

for compliance. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
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or limitations in privileges or 

membership at any hospital, or the 

facility. 

f. Procedure logs from other facilities 

to support privilege requests for 

procedures not attested to in past.  

Medical staff privileges must be 

periodically reappraised by the 

facility. 

g. Criminal history background check. 

 

01.02.04  Allied Health Practitioners 

If the facility assigns patient care 

responsibilities to practitioners other than 
physicians it must have established 

policies and procedures, approved by the 

governing body for overseeing and 

evaluating their clinical activities.  

Allied Health Practitioners (AHP) 

privileges are consistent with federal and 

state regulations applicable to their 

specific profession. 

The governing body defines and establishes 

policies for each category of provider 

allowed to practice in the organization, 

determines the level of activities allowed 

for each category and the level of 

documented physician oversight or 

presence, if any, that is required for those 

activities.   

The governing body establishes polices for 

the above (i.e. independent practitioners, 

with admitting privileges (dentists, 
podiatrists etc.), co-admitting practitioners 

(when such a category exists), independent, 

non-admitting practitioners (nurse 

anesthetists) and other practitioners, 

physicians’ assistants or advanced nurse 

practitioners).  

Credentialing of AHPs must be consistent 

with standards applied to physicians. 

However, peer review must include AHPs 

of that discipline, if available, who are 

knowledgeable about the applicant’s 

performance. The policies and procedure 

manuals should state how often reappraisals 

DOCUMENT REVIEW 

▪ Review governing body’s definitions 

and policies for AHPs.  

▪ Review 10% or at least 10 AHP 

credential files for appointment, 

reappointment and privileging that 

are consistent with that applied to 

physicians.  

▪ Check for the presence of same 

discipline peer review, presence or 

absence of required physician 

oversight or presence when 

performing privileged processes and 

required documentation by the 

physician if oversight or presence is 

required.   

▪ Review at least 10 AHP medical 

records for compliance with 

standards. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 

      

19



 CHAPTER 1 │GOVERNING BODY AND MANAGEMENT 

 

STANDARD 
 

 

ADDITIONAL INFORMATION 
 

SCORING PROCEDURE 
 

SCORE 

 

2020 │Accreditation Requirements for Ambulatory Specialty Care                                                                                                                                                                1 - 13               

are to be conducted.   
 

01.02.05   Credentialing Policies 

If the facility uses credentialing and 

privileging documents from another 

healthcare institution (i.e. a local hospital) 

in their credentialing process, the 

governing body is responsible for 

establishing policies and procedures for 

independently verifying the accuracy of 

those documents and how they will be 

used in the credentialing process.  

When appropriate, facilities may adopt 

credentialing and privileging files from 

another institution. The governing body 

must ensure those documents meet the 

requirements of these standards and that 
they are current. Independent verification of 

critical documents as described in standard 

01.02.07 of this chapter is required. 

DOCUMENT REVIEW 

Determine if facility uses credentialing 

documents from another institution. If so 

review governing body requirements for 

primary verification. Review 50% of the 

identified credentials files for primary 

verification. Has the facility obtained the 

donor facility’s last accreditation report 

for credentials? 

 
  Compliant 
  Not Compliant 
  NA (No borrowed 

credentials are used)  
 
COMMENTS: 

      

01.02.06   Confirmation of Information 

The governing body must confirm the 

information (all six items) contained in the 
application for appointment or 

reappointment. 

 

Confirmation may be accomplished either 

by telephone or letter with a primary 

source; if done by telephone, proper 

notification should include name of caller, 

date called, name and position of person 

verifying information. Letters received 

must be made part of the application.  
Repeat verification process each time an 

item that was primarily verified expires, i.e. 

state license, time limited certification etc.  

When the facility uses documentation or 

credentials obtained from another 

healthcare institution, the facility remains 

responsible for assuring that primary 

verification is correct. 

DOCUMENT REVIEW 

During credentials review for standards 

above, check for current documentation 
with primary verification for the most 

recent: 

1.  Medical school graduation 

2.  Residency/internship certification 

3.  Other training certificates/letters for 

which privileges are to be granted 

4.  Current board certification 

5.  State license 

6.  Narcotics registration 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 

      

01.02.07   Contracted Professional Staff 

The governing body remains responsible 

for meeting the requirements of 01.02.01 - 

01.02.06 for all contracted or part time 

licensed professional staff. 

All providers who practice or perform 

duties for which they are licensed within 

facilities including contract and locum 

tenens providers are included. Exchange of 

remuneration is not a deciding factor.  

 

DOCUMENT REVIEW 

Review credential files of all consultants, 

contract providers and locum tenens 

providers. 

 
  Compliant 
  Not Compliant 
  NA (No contract or 

locum tenens providers)  
 
COMMENTS: 
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01.02.08 Policies on Nondiscrimination 

The governing body must establish 

policies addressing: 

1.  Assurance that the criteria for 

application/reapplication does not 

include sex, race, creed, national 

origin, handicap or other 

considerations not impacting the 
applicant’s ability to discharge the 

privileges for which he/she has 

applied. 

2.  Suspension of privileges with 

provision for corrective action where 

appropriate. 

3.  Provisions for a fair hearing. 

4.  A Code of Ethics. 

 

The governing board policies on 

appointment/reappointment contain a 

statement of nondiscrimination. 

Policies describe the type of activities that 
may invoke automatic and summary 

suspension and the corrective actions that 

may lead to the lifting of suspension. 

It outlines the circumstances under which a 
provider may request (or waive) this 

mechanism; denial, modification or changes 

in: 

1.  Appointment/reappointment 

2.  Initial or regranting of privileges 

The policies specify, at least, that in 

addition to adherence to applicable 

professional association or membership 

code of ethics there is probation for fee 

splitting activities. 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Review the governing body policies 

on these issues. Request records of 

lawsuits and/or complete reports for 

when suspensions or other actions 

have been taken. 

▪ During walk-around ask about cases 

where disciplinary action has been 

taken or when it has not been taken 

when they believe it should have. 

 
  Compliant 
  Not Compliant 
  NA (No GB because of 

solo practice)  
 
COMMENTS: 

     . 

 

01.03.01   Compliance Program 

There must be a standard of conduct with 

respect to billing and coding, patient care, 

documentation and payer relationships 

with written policies and procedures.  

The physician practices can request 

information on standard of conduct from 

professional associations. The standards of 

conduct should be specific to the practice. 

INTERVIEW 

Interview employees to verify that they 

have had an orientation to their 

responsibilities regarding the Compliance 

Program. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 

      

01.03.02   Compliance Manual 

There must be a written compliance 

manual, which is reviewed annually and 

updated as necessary to make sure the data 

is available with different levels of coding 

and is accessible for all employees. 

The compliance manual may have relevant 

CMS directives, carrier bulletins, and 

summaries of informative OIG documents 

(e.g. Special Fraud Alerts, Advisory 

Opinions, inspection and audit reports).  It 
could also include a summary of the 

DOCUMENT REVIEW 

verify that there is a written compliance 

manual accessible to all employees and it 

is updated annually. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
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relevant reimbursement requirements of 

federal and private payer plans (including 

those relating to reasonable and necessary 

services, coding and documentation). 
 

01.03.03    Fraud and Abuse 

There must be an assessment of potential 

risk areas related to fraud and abuse which 

may include but is not limited to; 

a) Coding and billing 

b) Reasonable and necessary services 

c) Documentation 

d) Improper inducements, kickbacks, 

and self-referrals 

 

The CPT and ICD-9 CM codes reported on 

the health insurance claims form should be 
supported by documentation in the medical 

record and the medical chart should contain 

all required information to link the 

diagnosis with the corresponding procedure 

code. OIG has Special Fraud Alerts and 

Advisory Opinions on its website that 

address the application of anti-kickback and 

physician self-referral laws to ensure that 

the policies reflect current positions and 

opinions. 

INTERVIEW AND DOCUMENT 

REVIEW 

Determine that there has been an 

assessment of the risk areas conducted. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 

      

01.03.04 Retention of Medical/ 

Compliance and Business Records 

There must be a section in the policies and 

procedures which requires the retention of 

compliance, business, and medical 

records. 

Federal and state statutes should be 

consulted for specific time frames of 

retention. Medical records should be 

secured. Policies and procedures should 

stipulate the disposition of medical records 

in the event the practice is sold or closed. 

DOCUMENT REVIEW 

Review the policies and procedures to 

determine that the requirement is met. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 

      

01.03.05 Compliance Officer 

There must be a responsible individual 

designated to oversee the compliance 

program. 

This person may have other duties and be 

the office manager or the primary biller. 

The facility can also outsource the function 

to a consultant or physician practice 

management company, independent 

physician association, billing company or 

professional association. 

DOCUMENT REVIEW 

Review the job description of the person 

responsible for the compliance program.  

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
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01.03.06    Compliance Education 

Education programs must be tailored to 

the physicians practice needs and include 

compliance training as well as coding and 

billing. 

The billing training should include the 

updated ICD-10, HCPCS and CPT 
manuals. The education can be onsite or 

outside seminars. 

INTERVIEW 

Interview the person responsible for the 

compliance program to determine how 

the education is completed to meet the 

requirement. 

 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 

      

01.03.07 Reporting Fraud & Abuse 

The compliance program must have an 

effective communication system which 

includes the following:                         

▪ The requirement that employees 

report conduct that a reasonable 

person would, in good faith, believe 

to be fraudulent or erroneous. 

▪ Creation of a user-friendly process, 

such as an anonymous drop box, for 

effectively reporting fraudulent or 

erroneous conduct. 

▪ Provisions in the policies and 

procedures that state that a failure to 

report fraudulent or erroneous 

conduct is a violation of the 

compliance program. 

▪ Development of a simple and readily 

accessible procedure to process 
reports of fraudulent or erroneous 

conduct. 

▪ Utilization of a process that maintains 

the confidentiality of the persons 
involved in the alleged fraudulent or 

erroneous conduct and the person 

making the allegation; and provisions 

in the policies and procedures that 

there will be no retribution for 

The OIG recognizes that protecting 

anonymity may not be feasible for small 

physician practices. However, the employee 

should know whom to turn to without fear 

of retribution. 

INTERVIEW 

Determine that the communication 

system meets all the elements by 

interviewing and reviewing policies and 

procedures. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
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reporting conduct that a reasonable 

person acting in good faith would 

have believed to be fraudulent or 

erroneous. 
 

01.03.08 Compliance Officer 

Responsibilities 

The person responsible for the compliance 

program must update any changes in the 

CPT codes and Government regulations. 

 

No additional information. INTERVIEW 

Interview the person responsible for the 

compliance program to determine how 

the requirement is met. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 

      

01.03.09 Periodic Self-Audits 

There must be periodic (at least yearly and 

more frequently if errors are found) self-

audits to determine whether:           

▪ Bills are accurately coded and 

accurately reflect the services 

provided. 

▪ Services or items provided are 

reasonable and necessary. 

▪ Any incentives for unnecessary 

services exist. 

▪ Medical records contain sufficient 

documentation to support the charge. 

There should be a baseline audit, which will 

establish a consistent methodology for 

selecting and examining records, and this 

methodology should serve as a basis for 

future audits. 

INTERVIEW 

Interview the person responsible for 

compliance to determine that the 

requirement was met. 

 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 

      

01.03.10 Disciplinary Action 

There must be enforcing and disciplinary 

procedures for individuals who violate the 

practice’s compliance standards. 

Disciplinary actions could include: 

▪ Warnings (oral) 

▪ Reprimands (written) 

▪ Probation 

▪ Demotion 

▪ Temporary suspension 

▪ Discharge of employment 

▪ Restitution of damages 

INTERVIEW 

Interview the person responsible for the 

program to determine that the 

requirement is met. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
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▪ Referral for criminal prosecution 
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02.00.01  Administrative Affairs 

If the facility is a part of a larger 

organization, the CEO must participate in 
the decision-making process of the larger 

organization, whenever the facility is 

considered in the larger organization. 

The CEO need not be a member of the 

parent organization’s governing body, or 

have a vote; however, he/she must have a 

voice in deliberations concerning actions 

taken, effecting the facility. 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ With the CEO, discuss the 

relationship with the parent 

organization and their role when 

actions taken affect the facility.   

▪ Discuss with the facility staff, their 

perceptions of how the facility is 

treated as a member of the parent 

organization.   

▪ Review minutes to note CEO input. 

 
  Compliant 
  Not Compliant 
  NA (Facility is not 

part of a larger 
organization)  
 
COMMENTS: 
      

02.00.02   CEO Responsibilities 

The CEO is responsible for carrying out 

all duties assigned or delegated to 

him/her by the governing board and for 

liaison between the governing board and 

the facility functional components.  

No additional information OBSERVATION, INTERVIEW AND 

DOCUMENT REVIEW 

During the review of the governing body 

minutes (last 12 months) look for specific 

directions given to the CEO, relative to 

CEO or other units in the organization. 

 

Track evidence that the above directions 

have been followed through by 

interviews with the CEO and/or involved 

staff, or through direct observation 

during walk-around, whichever is 
appropriate. 

 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

02.00.03  Organizational Oversight 

The CEO must provide for the 
organization of the day-to-day functions 

of the facility through delegation of 

duties, and the establishment of a formal 

means of accountability to subordinates 

as an executive team. 

 

The formal establishment of a “team 

approach” may vary with the size and 

structure of the organization; however, in 

all cases where there are other employees 

besides the CEO, there should be evidence 

of delegation and accountability. 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Review documents relative to the 

organizational structure (01.01.03). 

▪ Ask the CEO and executive team 

members how they delegate 
responsibility and establish 

accountability.  

▪ Ask various staff members about the 

delegation of duties and the 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
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accountability process. Track the 

examples. 

 

02.00.04   Organizational Communication 

The CEO and executive team must assure 
periodic and/or continuous cross-

functional, interdisciplinary, and 

bidirectional communications throughout 

the organization. 

There should have a specifically designed 

approach when geographically separate 

facilities are involved. 

 

Function specific communication, by its 

nature, may be more frequent; however, 

cross-functional communication must occur 

frequently enough so as to promote a well-

integrated organization.  

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Obtain and review, as appropriate, 

documents that relate to meetings or 

other communications (minutes, 

newsletters, interdepartmental 

memos, etc.). Look for specific 

evidence that remote locations are 

continuously informed. 

▪ During walk around, ask various 

levels and disciplines of staff about 

communication and how well they 

know what is happening at other 

levels or locations of the 

organization. Is cross-functional 

communication apparent? 

 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

02.00.05   Organizational Structure 

The CEO and executive team must 

ensure that the organizational lines of 

authority and communication are 

apparent and clear to patients, staff, and 

visitors. 

 

Staff should understand the organizational 

structure (at least as it relates to them) in 

order to function within the organization. 

Patients and visitors should have an 

explanation of the organizational structure 

to such an extent that they understand payer 

and referral procedures (see patient’s 

rights), know who is responsible for their 

care, understand how to request further 
information, lodge complaints and/or 

submit complementary comments. 

OBSERVATION AND INTERVIEW 

▪ Ask facility leadership how they meet 

this standard.  

▪ Ask selected staff about organizational 

lines of authority and communication.  

▪ Ask patients/visitors if they understand 

the organizational structure and how to 

communicate up that structure. 

▪ During walk around, look for 
examples of how the administration 

communicates information. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
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02.00.06   Organizational Plans 

The CEO and executive team, with input 

from the organizational staff and 

professional staff, and as appropriate, 

civic leaders, will develop and present to 

the governing board, long and short-term 

plans and goals. 

Short- and long-range planning is a 

governing body function; however, all 

levels of the organization should contribute.  

Professional staff input is critical. When 

organizational plans may adversely affect 
the community in which the facility is 

located, civic leader’s input is appropriate. 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Review examples of short- and long-

range planning input to the governing 

body. (Submitted documents and 

evidence of consideration in 

governing body minutes.) 

▪ Ask staff members how they have 

had input into the facility planning 

process. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

 

02.00.07   Operational Oversight 

An appropriate staff member who is 

designated, in writing, to be responsible 

for overseeing the operation of the 

facility must be on-site when the CEO is 

absent 

No additional information. INTERVIEW AND DOCUMENT 

REVIEW 

▪ Review policies addressing this 

standard and ask for specific periods 

when the CEO has been absent during 

the last 12 months. 

Ask various staff members:  

□ How do they know when the 

CEO is absent?   

□ Who is in charge when the CEO 

is absent?  

□ Who was in charge on the above 

dates of the CEO’s absence? 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

 

02.00.08   Quality Assessment 

Performance Improvement 

The CEO and/or selected members of the 

executive team, or the group as a whole 

serve on the QAPI committee. 

Demonstrated leadership support is a 

critical element of the quality improvement 

process. 

DOCUMENT REVIEW 

▪ Review the QAPI plan for inclusion 

of the CEO and/or executive team 

members. 

▪ Review minutes to support inclusion 

of CEO or Executive team. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
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02.00.09   Ethical Behavior 

The facility leadership has a process for 

monitoring and reviewing ethical 

behavior of all staff. 

Ethical behavior includes adherence to 

professional ethics as defined by 

professional bodies and organizational, and 

trade organizations to which the staff 

belong. 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Discuss compliance with leaders and 

staff. Is ethical behavior monitored? 

▪ Is there a policy and process in place? 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

02.00.10   Patient Rights 

The facility leadership must annually 

review its policy on patients’ rights with 

the entire staff and monitor for support of 

that policy. 

Reviews may be at staff or other meetings, 

which CEO, or other leadership addresses.  

Executive leadership must set the tone for 

compliance. 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Review documents that support 

leadership reviews and monitoring. 

▪ Discuss with the leadership how they 
meet the requirements of this 

standard.  

▪ Ask the staff how leadership supports 

patients’ rights. Are policies and 

procedures reviewed and monitored? 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

02.00.11   Policy on Students 

The facility leadership, in conjunction 

with the professional staff, must have a 

policy on students performing duties in 
any organizational facility. Students will 

wear nametags clearly identifying their 

status. 

 

Students must have appropriate supervision 

consistent with the duties they will perform.  

Patients must be aware that student training 

takes place in the organization and have the 

right to decline care provided by students.  

The facility should specifically address 

licensed or certified providers in internship, 

residency or fellowship programs. 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Review facility policies on student 

training and copies of training 

agreements. 

▪ Interview leaders on this standard. 

▪ Interview staff and students on how 

the facility has prepared them for 

student participation in the healthcare 

delivery process. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

02.00.12  Evaluation of Equipment 

The CEO and executive team must 

periodically use input from 

organizational members, facility records, 

and other information as available, to 

There should be a mechanism for 

periodically evaluating the adequacy, 
appropriateness, state of repair, and 

quantity of facility equipment and for 

planning and procuring equipment as 

OBSERVATION, INTERVIEW AND 

DOCUMENT REVIEW 

▪ Review policies for reviewing 

equipment and output from 

organizational reviews. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
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evaluate the quantity and quality of 

healthcare equipment as it relates to the 

organization’s ability to meet its mission 

statement and published scope of 

services.   

appropriate. ▪ Ask all levels of staff about their 

equipment needs and what input they 

have had in the equipment evaluation 

and procurement process. 

▪ During walk around, observe for 

adequacy and state of repair of 

equipment  

      

 

02.00.13   Biomedical Equipment 

There will be an established procedure 

for evaluating all biomedical equipment 

prior to being placed into service and on 

an initial and annual basis. 

All equipment (electrical and nonelectrical) 

that is used for the treatment and/or 

diagnosis of patients should be included in 

the preventive maintenance program.  The 

maintenance program must meet or exceed 

those requirements as stated by the 
manufacturers including calibration. 

OBSERVATION AND DOCUMENT 

REVIEW 

▪ Review polices on biomedical 

equipment review and maintenance.   

▪ Review documentation of initial and 

periodic reviews. 

▪ During walk-around check selected 

equipment for evidence of review, 

including date of last review. 

 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

02.01.01   Human Resources 

The facility must have a mechanism for 

routinely assessing the adequacy of staff 

to meet the level of services offered. 

The professional staff’s input will be 

sought as appropriate. Recruiting efforts 

will be instituted as appropriate. 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Review evidence of personnel 

reviews and recruiting efforts. 

▪ Interview all levels of staff 
concerning adequacy of staff and how 

staffing is assessed for patient’s 

needs. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

 

 

02.01.02   Staff Competencies 

Healthcare delivery or procedure 

performance for which specific staff 

competence is required will not be 

performed unless the staff are trained and 

available. 

Examples may include specialty trained 

technicians or nurses, or training in ACLS, 

BLS or other current certification. 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Review established policies for 

selected procedures and a list of those 

certified to participate in those 

procedures.  

▪ Review competency assessments for 

 
  Compliant 
  Not Compliant 
  NA (No procedures 

require training beyond 
the basic entry level)  
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those staff. 

▪ Ask designated staff about their level 

of training and experience. 

▪ Staff training, education and testing 

are documented. 

COMMENTS: 
      

 
 

02.01.03   Human Resource Policies 

and Procedures 

There must be written Human Resource 

(HR) policies and procedures.  

A copy of these policies must be made 

available to each employee. 

Policies will address all state and federal 

requirements and conditions of 

employment, including benefits, 

advancement and evaluations.  

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Review the HR policies.  

▪ During walk around, ask staff about 

familiarity with HR policies. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

 

02.01.04  Governing Body Approval of 

HR Policies and Procedures 

Human Resource policies, and all major 

revisions of such, must have documented 

dated approval by the governing body. 

Policies must have annual review which 

may be accomplished by the CEO or 

his/her designated representative if only 

minor changes have occurred. 

No additional information. 

 

DOCUMENT REVIEW 

Review the HR policies for initial and 
subsequent approvals. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

 

02.01.05   Excused from Procedures 

Human Resource policies must include a 

process, which does not adversely impact 

patient care, for excusing individual staff 

members from participating in patient 

care or procedures that violate their 

cultural or religious beliefs. 

Some elements of healthcare delivery may 

violate the personal or religious beliefs of 

staff asked to assist. The facility should 

anticipate this limitation and plan for this 

eventuality. 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Review the policy on this standard.  

▪ Ask for a list of personnel that have 

requested to be excused from given 

procedures. 

▪ Ask facility staff if they know of any 

procedures that any of the staff 

choose not to participate in. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
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02.01.06   Job Descriptions 

There must be written job descriptions 
for all facility personnel positions, 

including leadership, contract and 

professional employees. Position 

descriptions will include:  

a. Job title 

b. Tasks and responsibilities 

c. Skills, knowledge, training, 

education, license, and/or 

certification 

d. Experience required 

 

No additional information. INTERVIEW AND DOCUMENT 

REVIEW 

▪ Review copies of several job 

descriptions for inclusion of required 

items. 

▪ Ask selected staff about their jobs and 
compare actual duties to job 

descriptions 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

02.01.07   Licensed Personnel 

New providers provide services within 

the scope of Practice Acts. If the state or 

territory permits graduates to function as 

“license pending,” all mandated 
provisions are enforced. All providers 

whose license, certification or 

registration lapses or is placed under 

revocation, suspension, stipulation, etc., 

conform to all provisions. 

The facility executives are accountable for 
assuring that all such mandated provisions 

are enforced. Copies of current certificate 

or license must be maintained in personnel 

files. 

INTERVIEW AND DOCUMENT 

REVIEW 

Review 10 or 10% of the personnel files 

for individuals required to have licenser, 

certification or registration. Review for 
currency and any evidence of restriction. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

02.01.08   Orientation Program 

There must be a written orientation 

program, which orients the new 

employee to the organization and the 

specific duties they will perform.  

Organizational training must include 

ethics, patient’s rights, fire safety, quality 

improvement, infection control, 

compliance program and disaster 

planning. 

Job orientation will be organizational and 

job specific. Polices will define 

performance expectations that the 

employee must demonstrate to progress 

through and to complete the training, and 

the time period for observation following 

the training before the employee will be 
considered a full employee capable of 

independently performing their duties are 

defined. 

NOTE: Current employees changing jobs 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Review the facility orientation plan.  

Note requirements for five different 

positions. 

▪ Review the orientation program with 

staff from the five different positions 

NOTE: All staff hired within the last 12 

months must meet the requirements as 

listed. If no staff have been hired in the 

 
  Compliant 
  Not Compliant 
  NA (No staff hired in 

last 24 months)  
 
COMMENTS: 
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do not require organizational orientation. last 12 months, review documentation 

gong back 24 months. 

 
 

02.01.09   Annual Evaluation 

There must be an annual job and duties 

specific appraisal system to identify the 

employees’ ability to perform their job 
responsibilities.  

Employees should be encouraged to review 
and comment on their evaluation and asked 

to sign the evaluation to verify that they 

have been informed of the evaluations 

contents. 

INTERVIEW AND DOCUMENT 

REVIEW  

▪ Review policies on the annual 

assessment.  

▪ Review selected personnel files for 

copies of appraisals to determine if 

they are reviewed annually and 

signed. 

 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

02.01.10   Annual Competencies 

An objective process for assessing the 

competency of each provider of service is 

performed at defined intervals. 

Competency assessments will be performed 

at least annually and will be based upon 

written criteria addressing important 

elements of the job the employee routinely 
performs. Credentialed staff are addressed 

through the credentialing process. 

 

DOCUMENT REVIEW 

▪ Review policies on competence 

assessment.  

▪ Review selected personnel files for 

compliance. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

02.01.11   Personnel Records 

There must be personnel records 
maintained for each member of the 

facility staff. As appropriate, personnel 

and credentialing records for professional 

staff may be combined. 

Records will contain basic personnel 

information and ongoing information 

including such as current licenser, 

registration, assessments, training and 

evaluations. Records will be maintained so 

as to protect confidentiality of the 

information. 

DOCUMENT REVIEW  

Verify that all personnel, including 
contract and part time, have a personnel 

file. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

02.01.12   Continuing Education 

The facility will develop a plan for 

instituting a continuous process of on-

the-job training, in-service training, 

and/or continuing education based upon 

identified areas of staff need. 

Training may address results of  

competency assessments, quality reviews, 

peer review, personal requests, etc. 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Review copies of training plans, etc.  

(any documentation that relates to 

evaluation and training for 

personnel). 

▪ Review facility budget for training. 

▪ Discuss training needs and 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
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availability with selected personnel. 

02.01.13   Professional Resources 

The facility must provide appropriate 

reference and professional resources in 

the way of texts, journals, and computer 

material as agreed to by the 

administration, professional staff and the 

CEO. 

 

Library resources and other reference 

material provide a constant resource for 

staff. 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Review the current periodicals and 

reference material available to the 

staff. 

▪ Ask staff at all levels if they consider 

resources adequate. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

02.01.14   OSHA 

The facility will comply with training 

requirements and documentation as 

required by the Occupational Health and 

Safety Administration (OSHA) for all 

personnel whose duties involve 

occupational exposure to Bloodborne 

Pathogens. 

Occupational Health and Safety 

Administration Standard 1910.1030 (d) 

through (h) Bloodborne pathogens, subpart 

Z. 

OBSERVATION AND DOCUMENT 

REVIEW 

▪ Review organizational documents 

identifying positions that require 

training.   

▪ Review evidence that required 

training has occurred. 

▪ During walk-around verify that all 
positions requiring training have been 

identified. 

 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

02.01.15  MSDS 

All personnel whose workplace exposure 
require it, will have documented initial 

and periodic hazardous materials 

(HAZMAT) training. Material Safety 

Data Sheets (MSDS) for each hazardous 

material/chemical will be maintained in 

each workplace. 

Review Federal requirements at 

www.osha.gov. 
 

 

OBSERVATION, INTERVIEW AND 

DOCUMENT REVIEW 

▪ Review evidence of organizational 

inventory of hazardous materials for 

all workplaces.  

▪ Review documentation of training 

MSDS. 

▪ Ask personnel about HAZMAT 

training.  

▪ Look for chemical and hazardous 

materials and ask to see MSDS for 

each. 

 

  Compliant 
  Not Compliant 
  NA  

 
COMMENTS: 
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02.02.01   Adequate Staffing 

There is adequate staffing to support all 

administrative functions. 

 

Administrative functions include, but are 

not limited to: support for patient services 

such as, appointments, patient intake, 

clinical records retrieval and filing, and 

patient insurance support; support for 

clinical including minutes of meetings, 
letters, records dictation, referral activities; 

support for administrative functions 

including purchasing, billing, secretarial, 

functional administrative support; etc. 

OBSERVATION, INTERVIEW AND 

DOCUMENT REVIEW 

▪ Review documentation relating to 

staffing reviews. 

▪ Interview staff as to adequacy of staff 

and where backup occur.   

▪ During walk around look for delays 

in patient intake, at cashier or for 

follow up appointments. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

02.02.02   Administrative Policies 

There are administrative policies that 

adequately address all key administrative 

functions. 

Polices should be sufficiently complete so 

as to serve as a ready reference for 

administrative personnel. 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Review administrative policies. 

▪ Ask administrative staff if the 

policies cover all areas they need. 

 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

02.02.03   Scheduling Policies 

There are established policies that cover:  

a. Scheduling of appointments 

b. Cancellation of appointments 
c. Patient tardiness for appointments 

d. Rescheduling of appointments 

 

No additional information. DOCUMENT REVIEW 

Review administrative policies. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

02.02.04   Message Handling 

There is an established process for 
telephone message handling, which 

include receiving, recording, and timely 

forwarding to the appropriate individual. 

The process should specifically address 

patient inquires. 

DOCUMENT REVIEW 

Review administrative policies. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

 

02.02.05   Patient Satisfaction 

There is a mechanism for continuously 

monitoring patient and family 

satisfaction with services offered. 

There is a well-publicized means for 

patients and/or family to present complaints 

and/or concerns at the time they are raised.  

There is a formal process for the 

OBSERVATION, INTERVIEW AND 

DOCUMENT REVIEW 

▪ Review complaint procedures, and 

documentation of responses. 

 
  Compliant 
  Not Compliant 

 

35



 CHAPTER 2 │ ADMINISTRATION 
 

STANDARD 
 

 

ADDITIONAL INFORMATION 

 

SCORING PROCEDURE 

 

SCORE 

 

2020 │Accreditation Requirements for Ambulatory Specialty Care                                                                                                                                                            2 - 11               

 

organization to resolve the issue and notify 

the patient of its actions as soon as possible 

or at least within a published period of 

time. 

▪ Ask staff how they respond to and 

handle complaints 

▪ Look for signs or information that 

tells how to file a complaint or 

concern. 

COMMENTS: 
      

02.02.06   Quality of Care Survey 

The facility will formally survey patients 

and families as to the quality of care 

delivered, the environment of care, and 

the care giving process. 

Surveys will be no less than biannual and 

may include more detailed information then 

specified in this standard. Results will be 

used to improve services. 

DOCUMENT REVIEW 

Review documentation of policies on 

surveys, examples of surveys, and results 

of all surveys in the last 24 months.  

Review examples of how the 

organization has used the results of 

surveys. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

02.02.07   Quality Assessment 

Performance Improvement 

The organization will track, aggregate, 

and analyze patient complaints, which 

will be forwarded to the Quality 

Assessment Performance Improvement 

(QAPI) process for improvement where 

appropriate. 
 

Increasing trends in complaints or a sudden 

increase in complaints over a short period 

of time should serve to initiate at least an 

executive level review. 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Review documentation of complaint 

aggregation and analysis. 

▪ Ask leaders for examples of actions 

taken as a result of reviews. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

 

02.02.08   Patient Access to Facility 

There is a defined and published system 

for patients to access the organization’s 

services. 

Phone, appointments, referral etc. Leaders 

periodically evaluate the system for 

adequacy. 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Review policies on how patients 

access the treatment system and 
evidence that the system receives 

periodic review. 

▪ Ask patients how they access the 

system. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

 

02.02.09   Budgeting System 

There is a short and long-term budgeting 

system that adequately addresses the 

The organization is responsible for 

providing facilities, equipment and 

personnel to meet and provide advertised or 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Review the organizational budget and 

 
  Compliant 
  Not Compliant 
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resource needs of the organization based 

upon the published scope of services and 

is prepared according to generally 

accepted accounting principles. 

stated services. 

The facility may contract their financial 

management services including:  
1. Bookkeeping. 

2. Assistance in development of 

procedures for billing and accounting 

systems and/or development of an 

operating budget. 

3. Purchase of supplies in bulk form. 

4. The preparation of financial 

statements. 

 

discuss the financial planning process 

with the CEO and/or financial officer. 
 
COMMENTS: 
      

 

02.02.10   Accounting System 

There is an accounting system, as defined 

in the organizational bylaws, which 

includes periodic, independent review. 

The governing board will be provided the 

results of the annual review and will update 

the budgeting system as necessary.  

DOCUMENT REVIEW 

Review evidence of independent audits. 

 

  Compliant 
  Not Compliant 
  NA (No audits are 

required by bylaws) 
 
COMMENTS: 
      

02.02.11   Requirements for Grants 

If the facility receives federal or state 

grants or other forms of program 

reimbursement, they meet all 

requirements for participation. 

If sanctions or directives have been 

received the facility is making satisfactory 

(for the reviewing agency) progress in 

meeting identified deficiencies. 

DOCUMENT REVIEW 

Ask for results of all program reviews 

and documentation of required deficiency 

corrections. 

  Compliant 
  Not Compliant 
  NA (No program 

monies received) 
 
COMMENTS: 
      

02.02.12   Billing Policies 

The organization informs patients of 
rates and charges prior to delivery of 

nonemergency services, and of the 

mechanism of billing, how the 

organization interfaces between the 

No additional information. OBSERVATION, INTERVIEW AND 

DOCUMENT REVIEW 

▪ Review billing policies and how the 

facility informs patients of charges 

and collection of unpaid bills. 

▪ Observe intake procedures and 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
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patient and third-party payers, and 

procedures for collecting unpaid bills. 

discuss policies with intake and 

billing personnel. 

 

02.02.13   Dismissing a Patient 

The organization has a defined process 

for dismissing patients from the practice. 

There should be a clear and consistently 

applied process for identifying patients to 

be dismissed and initiating dismissal which 

includes a set period of time following 

notification for the patient to locate a new 
service provider. 

DOCUMENT REVIEW  

Review facility polices for dismissing 

patients. Ask for copies of the letter of 

dismissal for the last five patients 

dismissed. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

 

02.02.14   Eligibility to Return as a 

Patient 

When patients are dismissed, the patient 

will be informed under what, conditions 

the patient may be accepted back as a 

patient. 

Patients dismissed due to failure to pay bills 

may be eligible to return to the practice 

after making payments, whereas others, 

may be ineligible under any condition. 

DOCUMENT REVIEW  

Review facility polices for dismissing 

patients. Ask for copies of the letter of 

dismissal for the last five patients 

dismissed. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

 

02.02.15   Changing Providers 

There is a procedure whereby a patient 

may change providers, if other qualified 
providers are available, within the 

organization without changing 

organizations. 

Patient and providers are not always able to 

establish a therapeutic relationship.  

Patients should be able to change providers 

without adverse consequences. 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Review facility policies on changing 

providers. 

▪ Ask facility leadership how they 

handle patient requests to switch 

providers. 

 
  Compliant 
  Not Compliant 
  NA (Single provider 

practice) 
 
COMMENTS: 
      

 

02.02.16   Risk Management 

There is a risk management (RM) 

program which addresses and limits risk: 

1. To staff and patients due to services 

offered 
2. To staff and patients due to the 

physical environment 

3. Risks to leaders in the performance 

of their duties 

This program may operate as a function of 
a larger committee. There must be clearly 

defined processes (incident reports, 

medication error reports, review of patient 

complaints, malpractice action reviews etc.) 

for gathering data. This process should 

interphase with the QAPI process for 

analysis and improvement. 

DOCUMENT REVIEW 

Review policies for and minutes of the 

Risk Management program for evidence 

of data collection, analysis, and action. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
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4. To the organization 

5. Periodic review of liability insurance 

 

02.02.17   Safety Program 

There is a safety program. 

This program may operate as a function of 

a larger committee. The safety program is 

responsible for reviewing and assessing all 

safety issues either as they occur or on a 
routine, periodic basis. The safety (or other 

designated committee) program will review 

all incident reports, safety reports and other 

input as appropriate. There is also a process 

for proactively inspecting or reviewing 

facilities and processes and initiate 

appropriate actions directly or through the 

QAPI process. 

OBSERVATION AND DOCUMENT 

REVIEW 

▪ Review policies for and minutes of 

the safety program for evidence of 

data collection, analysis and action. 

▪ Look for hazards, unsafe practices or 

equipment and an unsafe environment 

during walk around. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

 

02.02.18   Fire & Disaster Plans 

There will be fire and disaster plans for 

each organizational building. Evacuation 

routes will be clearly posted for 

occupants and evacuation plans will be 

reviewed and/or activated as drills at 

least biennially. 

 

Evacuation plans should clearly indicate 

where the individual is at when they read 

the route and illustrate two routes of 

evacuation from that location as well as any 

other actions they should take. Disaster 
plans should address all events that are 

likely to occur in the facility’s local, and 

address actions that should be taken. As 

appropriate, plan should be coordinated 

with local authorities. 

OBSERVATION, INTERVIEW AND 

DOCUMENT REVIEW 

▪ Review fire and disaster plans. 

▪ Review evidence that disaster plans 

have been exercised or tabletop 

exercises have taken place involving 

all personnel at least quarterly. 

▪ Ask personnel what they would do in 

case of a fire and/or a likely disaster. 

▪ Look for fire evacuation routes and 

disaster plans displayed in 

conspicuous places in all facilities. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

 

 

02.02.19   Ongoing Services 

The facility, as appropriate, should have 

a plan for how ongoing patient services 

will be provided in case the current 

facility service becomes inoperable.  

The organization should provide for 
ongoing services for patients on a set 

schedule at least for a period of time until 

new provider service arrangements can be 

made. If arrangements involve providers 

other than under the facility leadership, the 

DOCUMENT REVIEW 

Review contingency plans for providing 

services. Are service agreements with 

outside organizations signed? 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
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plan should include a signed statement that 

that organization agrees to provide, at least 

interim, services. 

 

02.02.20   After-Hours Access 

The organization will inform patients of 

the days and times services are available 

and where to go or what to do in case of 

an after hour emergency. 

Notification will be plainly posted and 

should be visible when the facility doors 

are closed and/or locked. The facility need 

not have a signed service agreement with 
the referral source (although it is advised 

that one exist); but services must be 

available during the hours the facility is 

closed.  

 

 

 

 

OBSERVATION 

▪ Look for posted hours of operations 

and suggested location to go to for 

after-hours care.  

□ Notices must be posted on all 

main entrance doors of all clinic 
or service buildings. Medical 

records/Discharge plans have 

items included. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

 

02.02.21   Answering Services 

After-hours, telephone-answering 

devices will be routinely checked for 

proper functioning and will include 

sufficient information for the patient to 

understand how to access the system for 

routine care and how to respond for 

emergency care. 

 

Answering services should also be 

routinely monitored. 

OBSERVATION AND DOCUMENT 

REVIEW 

▪ Review polices for checking system. 

▪ Phone the facilities main number 

after hours to check for compliance. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
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03.00.01   Approved Surgical 

Procedures 

Surgery  procedures performed in the 

physician/dentist office must be limited to 

those approved by the Governing Body 

based upon recommendation by competent 

medical authority, and must address:  

1. Age specific criteria 

2. Surgical risk 

3. Limitations based upon assigned 
personnel and/or equipment 

 

Surgeries performed in the 

physician/dentist office should be within 

the scope and competency of the personnel 

and equipment available. There should a 

reasonable expectation that the patient 

should undergo the entire procedure in the 
physician/dentist office and not require 

unplanned transfer to a hospital. 

DOCUMENT REVIEW 

▪ Review the physician/dentist office 

policies and procedure manuals for 

definitive policies. Policies should 

flow from the Governing Body either 

directly or by periodic review and 

approval.   

▪ Look for compliance with policy 

during medical record review.  

▪ Review the privilege list in surgery. 

□ Are all privileges granted and 

allowed by the physician/dentist 

office? 

 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

 

03.00.02   Surgical Procedures 

Performed Safely 

Surgical procedures must be performed in 

a safe manner by qualified physicians who 

have been granted privileges by the 

Governing Body of the physician/dentist 

office in accordance with approved 

policies and procedures of the 

physician/dentist office. 

“In a safe manner,” means that the 

equipment and supplies of surgery 

conducted can be performed in a manner 

that will not endanger the health and safety 

of the patient; access to operative and 

recovery areas are limited; all individuals in 
the surgical area are to conform to aseptic 

techniques; appropriate cleaning is 

completed between surgical cases; suitable 

equipment is available for rapid and routine 

sterilization of surgical supplies; sterilized 

instruments are packaged, labeled and 

stored in a manner to ensure sterility and 

that each item is marked with the expiration 

date; procedure room attire is suitable for 

the kind of surgical cases performed.  

(Persons working in the procedure room 
must wear clean surgical costumes in lieu 

of their ordinary clothing. Surgical 

costumes are to be designed for maximum 

skin and hair coverage.)  

 

DOCUMENT REVIEW 

Policies and procedures should contain at 

a minimum:  

▪ Resuscitative techniques 

▪ Aseptic technique and scrub 

procedures 

▪ Care of surgical specimens 

▪ Appropriate protocols for all surgical 

procedures, specific or general in 

nature, and include a list of 
equipment, materials, and supplies 

necessary to properly carry out job 

assignments 

▪ Procedures addressing the cleaning of 

procedure room after each use 

▪ Sterilization and disinfection 

procedures 

▪ Acceptable procedure room attire 

▪ Care of anesthesia equipment 

▪ Special provisions for infected or 

contaminated patients 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

 

41



               CHAPTER 3 │ SURGICAL SERVICES 

 

STANDARD 
 

 

ADDITIONAL INFORMATION 

 

SCORING PROCEDURE 

 

SCORE 

 

2020  │Accreditation Requirements for Ambulatory Specialty Care                                                                                                                                                          3 - 2               

 

Check to see that policies and procedures 

should contain at least; resuscitative 

techniques, aseptic techniques and scrub 

procedures and care of surgical 

specimens.  

    

03.00.03   Anesthetic Risk and Evaluation 

A physician must examine the patient 

immediately before surgery to evaluate the 

risk of anesthesia and of the procedure to 

be performed.  

 

The evaluation will include at least: 

1. Physical and emotional status. 

2. Relevant medical history. 

3. A risk assessment based upon the 

level of anesthesia and the procedure 

planned. 

 

Depending on the planned level of 

anesthesia, either an anesthetist, or for 

local, IV sedation, inhaled, or regional 

block, the operating surgeon may evaluate 

the patient. If laboratory studies were 

ordered as part of patient evaluation, the 

report should be part of the medical record 

or notation of the findings recorded on the 

chart.   

DOCUMENT REVIEW 

▪ Review policies for the requirement 

of this evaluation.  

▪ Review medical records, involving all 

types of anesthesia, to determine that 

the patients’ condition is assessed 

immediately prior to surgery and 

noted. The procedure report should 

contain documentation that a 

preanesthesia assessment was 

conducted prior to surgery. 

▪ If laboratory studies were ordered as 

a part of patient evaluation, the report 
should be part of the medical record 

or notation of the findings recorded 

on the chart. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

 

 

03.00.04   Evaluation for Anesthesia 

Recovery 

Before discharge from the facility, each 

patient must be evaluated for proper 
anesthesia recovery, by a physician, 

dentist or qualified individual in 

accordance with applicable state health 

and safety laws, standards of practice, and 

physician/dentist office policy, and 

approved by the governing body to assess 

for recovery.  

(b) Definitions. For purposes of this part— 

Anesthesiologist's assistant means a person 
who— 

(1) Works under the direction of an 
anesthesiologist. 

(2) Is in compliance with all applicable 
requirements of state law, including any 
licensure requirements the state imposes on 
nonphysician anesthetists. 

(3) Is a graduate of a medical school-based 
anesthesiologist's assistant educational 
program that— 

DOCUMENT REVIEW 

▪ Review the medical record making 

sure the physician/anesthetist has 

documented the patient’s condition 

post anesthesia.  

Depending on the type of anesthesia 

and length of surgery, the 
postoperative evaluation should 

include some or all of the following: 

□ Level of activity 

□ Respirations 

□ Blood pressure 

□ Level of consciousness 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
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i. Is accredited by the Committee on 
Allied Health Education and 
Accreditation. 

ii. Includes approximately two years of 
specialized basic science and clinical 
education in anesthesia at a level that 
builds on a premedical undergraduate 
science background. 

Certified registered nurse anesthetist means a 
registered nurse who: 

(1) Is licensed as a registered professional 
nurse by the state in which the nurse 
practices 

(2) Meets any licensure requirements the State 
imposes with respect to non-physician 
anesthetists 

(3) Has graduated from a nurse anesthesia 
educational program that meets the 
standards of the Council on Accreditation 
of Nurse Anesthesia Programs, or such 
other accreditation organization as may be 
designated by the Secretary 

(4) Meets the following criteria: 

i. Has passed a certification examination 
of the Council on Certification of 
Nurse Anesthetists, the Council on 

Recertification of Nurse Anesthetists, 
or any other certification organization 
that may be designated by the 
Secretary. 

□ Patient color 

 

03.00.05   Administration of Anesthesia 

Anesthetics must be administered by only: 
1. A qualified anesthesiologist. 

2. A physician qualified to administer 

anesthesia, a certified registered nurse 

anesthetist (CRNA) or an 

anesthesiologist’s assistant, or a 

The physician/dentist office should have a 

copy of the state licensing regulations. Each 

state may have different requirements.  

Certain types of IV sedation, low 

concentration inhalation and local 

anesthetic may be administered by or under 

the direction of a physician or dentist not 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Review credentials for a variety of 

those administering anesthesia. 

▪ Review the relevant office policy. 

▪ Ask staff about policies particularly 

when moderate (conscious) sedation 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
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supervised trainee in an approved 

educational program.  In cases in 

which a non-physician administers the 

anesthesia, the anesthetist must be 

under the supervision of the operating 

physician, and in the case of an 
anesthesiologist’s assistant, under the 

supervision of an anesthesiologist. 

 

 

credentialed for general anesthesia. The 

physician/dentist office indicates those 

persons qualified to administer anesthesia. 

An approved educational program is a 

formal training program leading to 

licensure or certification in anesthesia that 
is recognized by the state.   

If CRNAs practice independently of 

physicians, this should comply with state 

regulations. 

is used. 

    

03.00.06   For future use 

 

   

03.00.07   For future use    

03.01.01   Invasive Procedures  

Performed in Appropriate 

Environment 

Physician/dentist office invasive 

procedures must be performed in an 

appropriate procedure room. The 

Governing Body, based upon 

recommendation of competent medical 

authority, must define for each location 

where invasive procedures are performed: 

1. The type of procedure(s) that may be 
performed in that location. 

2. The level of monitoring required for 

that procedure/location. 

3. Minimum personnel requirements for 

that location/procedure. 

 

Procedures involving various levels of 

invasion and/or sedation should only be 

performed in locations where adequate 

sepsis monitoring and personnel are 

available. 

INTERVIEW AND DOCUMENT 

REVIEW 

Review the policy and procedure manual 

for each invasive procedure location for 

inclusion of all required elements. 

Question personnel during visits to each 

location concerning policies. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
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03.01.02   Procedure Room Log 

A procedure room log must be complete 

and up-to-date covering all invasive 

procedures performed in the surgical 

center.   

The register(s) will include at least: 

1.  Patient’s name 

2.  Patient’s identification number 
3.  Date of procedure 

4.  Inclusion of the total time of the 

procedure 

5.  Identity of the surgeon and assistants 

6.  Name of nursing personnel (scrub and 

circulating) 

7.  Type of anesthesia used and name of 

person administering it 

8.  Procedure performed 

9.  Type of suture or implant, if 

applicable 

10.  Whether the register (s) is/are manual 
journals or electronic logs, the data 

are consistent 

 

The procedure room log must be initiated 

when deep sedation/general anesthesia is 

performed. When local/topical minimal 

sedation or moderate (conscious) sedation 
is performed the log is not required.   

 

 

DOCUMENT REVIEW 

Verify that the log or equivalent record 

which lists all surgical/invasive 

procedures performed is current and 

includes the items specified. 

 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

03.01.03   For future use    

03.01.04 Standards of Practice 

including Sanitary Environment 

The physician/dentist office must abide by 

acceptable standards of practice that are 

incorporated in the physician/dentist office 

policies and procedures to achieve a high 

standard patient care. These standards 

relate at a minimum to:   

▪ Infection control-environment 
▪ Infection control-contaminated case 

▪ Disinfection/sterilization 

The physician/dentist office should have 

policies and procedures to cover at least the 

12 elements. The physician in charge, the 

surgical supervisor or Registered Nurse 

(RN) in charge of the physician/dentist 

office should sign the policies and 

procedures. Policies and procedures should 

be current and updated as new services are 

added to conform to state regulations.  
Standards of practice to follow are AORN, 

ACOS, AMS, CDC and ADA.   

OBSERVATION, INTERVIEW AND 

DOCUMENT REVIEW 

▪ Review policies and procedures to 

determine the requirement was met. 

▪ Interview the medical director and 

nurse in charge to determine how the 

requirements were met.   

▪ Look for observable ways in which 

requirements are met such as traffic 

control and supply storage.  

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
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▪ Traffic control 

▪ Staff duties-scrubs/circulators 

▪ Nursing assessment, planning 

implementation and evaluation of care 

▪ Informed consents 

▪ Scheduling 
▪ Cancellation policy 

▪ Documentation of the surgical 

procedure including disposition of 

specimens 

▪ Pain management and treatment with a 

visual scale for perioperative 

▪ Surgical garb 

Some facilities address all these items in a 

practice policy manual.  Other facilities 

may address these items in several separate 

documents. 

▪ Observe that the facility has all the 

required elements in some form. 

 

03.01.05   For future use    

03.02.01   Care of the Patient Conforms 

with Governing Body Policies 

The care of the operative patient must 

conform to the Governing body’s policies.  

The Governing Body should establish 

which cases require a nonphysician 

assistant and when no assistant other than 

a scrub is required. Assisting staff, 
regardless of employer, must be noted in 

the operative records. 

No additional information. DOCUMENT REVIEW 

▪ Review policies and procedures for 

definite policy.  

▪ Review compliance through medical 

record review. 

 

 

 

 

 

 
 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

03.02.02   For future use    
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03.02.03   RN Performs Circulating 

Duties 

A qualified RN performs circulating duties 

for any surgical or invasive procedure. If 

permitted by law, and the Governing Body 

approves, Licensed Practical 

Nurses/Licensed Vocational Nurses 

(LPNs/LVNs/surgical technologists) may 

be permitted to assist in circulating duties 

under the supervision of a qualified RN 
whenever there is a patient in the 

physician/dentist office. 

 

“Available” means on the premises and 

sufficiently free from other duties, enabling 

the individual (RN) to respond rapidly to 

emergency situation. Functions, 

qualifications and patient care 

responsibilities should be delegated for all 
nursing personal. An RN must circulate to 

be free in an emergency.   

 

This may be excluded if the anesthesia used 

is topical, local or no IV sedation. 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Verify that orientation and continued 

competency requirements have been 

accomplished. See standards 02.01.08 

- 10.  

□ Review area-specific orientation. 

▪ Verify that if a case is circulated by 

other than an RN, that an RN is 

available. 

  Compliant 
  Not Compliant 
  NA (not req’d for 

topical or local 
anesthesia with no IV 
sedation) 
 
COMMENTS: 
      

03.02.04   Monitoring Patients under 

Moderate (Conscious) Sedation 

When only moderate (conscious) sedation 

is implemented, a RN or other provider 

licensed by the state must monitor the 

patient. Check the state law requirements.  

During moderate (conscious) sedation, a 

physician supervises or personally 

administers sedative and/or analgesic 

medications. When there is moderate 

(conscious) sedation there should always be 

a qualified RN circulating who is qualified 

to monitor and give sedation. Obtain copy 

of the State Nurse Practice Act. Assure RN 

is qualified through in-services for 

moderate (conscious) sedation, medications 
and certification for ACLS/PALS (if 

pediatric patients).    

INTERVIEW AND DOCUMENT 

REVIEW 

Determine through interviews, in-service 

records, and licenses that the 

requirements were met.   

  

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

03.03.01   Storage and Administration 

of Blood & Blood Products 

Written procedures have been developed 

for procurement, storage and 

administration of blood or blood 

components, as indicated for the type of 

procedure.  

No additional information.  DOCUMENT REVIEW 

Review policies and procedures for the 
procurement and administration of blood 

and/or blood components.   

 
  Compliant 
  Not Compliant 
  NA (No blood or 

blood products used) 
 
COMMENTS: 
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03.03.02   For future use    

03.04.01   Adequate Instrumentation in 

Procedure Rooms 

Instruments, supplies and equipment must 

be in sufficient quantity and located so 

that movement is minimized during cases. 

Processed instruments are protected from 

surface/airborne contamination. 

No additional information  OBSERVATION 

▪ Evaluate compliance based on 

observation. 

. 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

03.04.02 For future use 

 

   

03.05.01 Anesthesia Administrator’s 

Qualifications 

Only physicians, dentists or podiatrists 
who are qualified by education, training 

and licensure to administer moderate 

(conscious) sedation should supervise the 

administration of moderate (conscious) 

sedation.*   

 

DEFINITIONS 

Anesthesia Professional: An 

anesthesiologist, certified registered nurse 
anesthetist (CRNA) or anesthesiologist 

assistant (AA).  

Nonanesthesiologist Sedation Practitioner:  

A licensed physician (allopathic or 
osteopathic ), dentist or podiatrist who has 

not completed postgraduate training in 

anesthesiology but is specifically trained to 

personally administer or supervise the 

administration of moderate (conscious) 

sedation. 

Supervised Sedation Professional:  A 

licensed registered nurse, advanced practice 

nurse or physician assistant who is trained 

to administer medications and monitor 

patients during moderate (conscious) 
sedation under the direct supervision of a 

nonanesthesiologist sedation practitioner or 

an anesthesiologist. 

*STATEMENT on Granting Privileges for 
Administration of Moderate (conscious) 

DOCUMENT REVIEW 

Verify that all anesthesia administrators 

meet the qualifications indicated to the 

left. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
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sedation to Practitioners Who are Not 

Anesthesia Professionals – American 

Society of Anesthesiologists © 2006 – 

Standards, Guidelines and Statements  

I. Nonanesthesiologist Sedation 

Practitioners: Only physicians, dentists 
or podiatrists who are qualified by 

education, training and licensure to 

administer moderate (conscious) sedation 

should supervise the administrative of 

moderate (conscious) sedation. 

Nonanesthesiologist sedation 

practitioners may directly supervise 

patient monitoring and the administration 

of sedative and analgesic medications by 

a supervised sedation professional.  

Alternatively, they may personally 

perform these functions, with the proviso 
that the individual monitoring the patient 

should be distinct from the individual 

performing the diagnostic or therapeutic 

procedure (see ASA guidelines for 

Sedation and Analgesia by 

Nonanesthesiologists). 

 

03.05.02    Preanesthesia Evaluation   

When a topical anesthetic or local block is 

used: 

▪ Patient interview to assess: 

□ Allergy history 

When moderate (conscious) sedation 

through general anesthesia is used: 

▪ Patient interview to assess: 

□ Medical history 

□ Anesthetic history 

□ Medication history 

An anesthesiologist or nonanesthesiologist 

physician shall be responsible for 

determining the medical status of the 

patient and developing a plan of anesthesia 

care. This is performed whether the 

anesthetic is topical, regional, moderate 

(conscious) sedation, or general anesthesia.  

The evaluation can be performed 
immediately prior but no greater than 48 

hours prior. 

 

DOCUMENT REVIEW 

▪ Check policies and procedures 

governing this function.  

▪ Review anesthesia records for 

compliance. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

49



               CHAPTER 3 │ SURGICAL SERVICES 

 

STANDARD 
 

 

ADDITIONAL INFORMATION 

 

SCORING PROCEDURE 

 

SCORE 

 

2020  │Accreditation Requirements for Ambulatory Specialty Care                                                                                                                                                          3 - 10               

 

▪ 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 of the plan 
with the patient or the patient’s legal 

representative. 

 

The anesthesiologist/CRNA/ non-

anesthesiologist physician (depending on 

state law), before the delivery of anesthesia 

care, is responsible for : 

1. Reviewing the available medical record. 

2. Interviewing and performing a focused 
examination of the patient to: 

a. Discuss the medical history, 

including previous anesthetic 

experiences and medical therapy. 

b. Assess those aspects of the patient’s 

physical condition that might affect 

decision regarding perioperative risk 

and management. 

3. Ordering and reviewing pertinent 

available tests and consultations as 

necessary for the delivery of anesthesia 

care. 
4. Ordering appropriate preoperative 

medications. 

5. Ensuring that consent has been obtained 

for the anesthesia care.   Documenting 

in the chart that the above has been 

performed. 

 
 

03.05.03   Intraoperative/Procedural 

Anesthesia (Time-Based Record of 

Events)  

a. When a topical anesthetic or local 

block is used:  

Immediately prior to initiation of the 

topical anesthetic or local block, the 

patient will be assessed.   

After initial administration and prior 

to initiation of the laser/surgical 

procedure or treatment, determination 

of the effectiveness of the topical 

When moderate (conscious) sedation 
through general anesthesia is used: 

1. Qualified anesthesia personnel shall be 

present in the room throughout the 

conduct of all general anesthetics, 

regional anesthetics and monitored 

anesthesia care. 

2. During all anesthetics, the patient’s 

oxygenation, ventilation, circulation 

and temperature shall be continually 

evaluated. 

A. Oxygenation monitored via 

DOCUMENT REVIEW 

Review anesthesia intraoperative records. 

 
  Compliant 
  Not Compliant 
  NA (Only topical or 

local block used) 
 
COMMENTS: 
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anesthetic or local block. 

b. When moderate (conscious) sedation 

through general anesthesia is used: 

There is an anesthesia event which 

reflects the management of the 
patient during the anesthetic 

administration including the 

following parameters: 

A. Immediate review prior to 

initiation of anesthetic procedures: 

• Patient re-evaluation 

• Check of equipment, drugs 

and gas supply 

B. Monitoring of the patient** (e.g., 

recording of vital signs). 

C. Amounts of drugs and agents 

used, and times of administration. 
D. The type and amounts of 

intravenous fluids administered if 

administered, including blood and 

blood products, and times of 

administration. 

E. The techniques(s) used. 

F. Unusual events during the 

administration of anesthesia. 

G. The status of the patient at the 

conclusion of anesthesia. 

 

inspired oxygen concentration as 

well as blood oxygenation by the 

use of pulse oximetry. 

B. Ventilation monitored by chest 

excursions, observation of the 
reservoir breathing bag and 

auscultation of breath sounds are 

useful. Continual monitoring for 

the presence of expired carbon 

dioxide shall be performed 

unless invalidated by the nature 

of the patient, procedure or 

equipment.  Quantitative 

monitoring during all anesthetics 

of the volume of expired gas and 

end expiratory CO2. 

C. Circulation monitoring to ensure 
the adequacy of the patient’s 

circulatory function. 

1) Every patient receiving 

anesthesia shall have the 

electrocardiographic 

monitoring continuously 

displayed from the 

beginning of anesthesia until 

preparing to leave the 

anesthetizing location.* 

2) Every patient receiving 
anesthesia shall have arterial 

blood pressure and heart rate 

determined and evaluated at 

least every five minutes.* 

3) Every patient receiving 

general anesthesia shall 

have, in addition to the 

above, circulatory function 

continually evaluated by at 
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least one of the following: 

palpation of a pulse, 

auscultation of heart sounds, 

monitoring of a tracing of 

intra-arterial pressure, 
ultrasound peripheral pulse 

monitoring, or pulse 

plethysmography or 

oximetry. 

D. Body Temperature Monitoring. 

 

03.05.04   Postanesthesia Evaluation  

a. When a topical anesthetic or local 
block is used: 

Patient assessment for pain and range 

of motion if appropriate. 

b. When moderate (conscious) sedation 

through general anesthesia is used: 

A. Patient evaluation on admission 

and discharge from the 

postanesthesia care unit. 

B. A time-based record of vital signs 

and level of consciousness. 

C. A time-based record of drugs 

administered their dosage and 
route of administration. 

D. Type and amounts of intravenous 

fluids administered, if 

administered, including blood 

and blood products. 

E. Any unusual events including 

post anesthesia or postprocedural 

complications. 

F. Postanesthesia visits. 

When moderate (conscious) sedation 

through general anesthesia is used: 

All patients that have received general 

anesthesia, regional anesthesia or 

monitored anesthesia care shall receive 

appropriate post anesthesia care by an 

appropriately licensed practitioner in a Post 

Anesthesia Care Unit (PACU) or the 

equivalent location (ICU, CCU, SICU).  

At least one RN or MD/DO in PACU when 

a patient is present must have ACLS/PALS 

(if pediatric patients). 

A patient transported to the PACU shall be 

accompanied by an Anesthesia Care Team 

member who is knowledgeable about the 

patient’s condition and shall monitor the 

patient during transport. 

Upon arrival to the PACU the patient shall 

be re-evaluated and a verbal report on the 

patient’s status will be given to the PACU 

nurse. 

The patient’s condition will be continually 

monitored in PACU. 

A physician is responsible to discharge the 

patient from the PACU. If approved 

DOCUMENT REVIEW 

When a topical anesthetic or local 

block is used: 

▪ Review record for pain assessment 

and range of motion if appropriate. 

When moderate (conscious) sedation 

through general anesthesia is used:  

▪ Review anesthesia records for PACU 

care requirements. 

▪ Depending on the type of anesthesia 

and length of surgery, the 

postoperative check should include 

some or all of the following: 

□ Level of activity 

□ Respirations 

□ Blood pressure 

□ Level of consciousness 

□ Patient color 

▪ Review documentation of staff files 

for ACLS/PALS. 

 

 

  Compliant 
  Not Compliant 
  NA (Only topical or 

local block used) 
 
COMMENTS: 
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discharge criteria are met the PACU nurse 

can discharge the patient but the name of 

the responsible physician will be noted. 

 

03.06.01   Governing Body Defines 

Moderate (Conscious) Sedation & 

Providers 

The Governing Body, based upon 

competent medical advice, has defined 

moderate (conscious) sedation and the 

concentration of inhalation sedation. Only 

providers properly credentialed to do so 

employ these techniques. 

The physician/dentist office has established 

a working definition for these techniques 

and credentialed individuals based upon 

training and experience. Moderate 

(conscious) sedation shall only be 

administered by those persons qualified to 
administer anesthesia. An approved 

educational program is a formal training 

program leading to licensure or certification 

in anesthesia that is recognized by the state.  

IF CRNAs practice independently of 

physicians, this should comply with state 

regulations. RN’s who give moderate 

(conscious) sedation must have a formal 

class on the current medications.   

DOCUMENT REVIEW 

Review medical records for providers 

administering these techniques and 

compare against credentials files. 

 
  Compliant 
  Not Compliant 
  NA (Only topical or 

local block used) 
 
COMMENTS: 
      

03.06.02   Anesthesia Supervision. 

Anesthesia services must be supervised by 

a physician appointed by the Governing 

Body. Responsibilities are defined. 

The appointed individual should be the 

medical director or other individual with 

adequate knowledge in anesthesia. 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Review letter of appointment or 

minutes and a copy of the job 

description.  

▪ Discuss anesthesia coordination 

during walk-around. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

03.06.03   Anesthesia Services Policies & 

Procedures 

Anesthesia services must be provided 

under established policies and procedures, 

which govern staffing, equipment 

(including safety precautions and infection 

control), patient assessment and consent, 

and clinical management. 

 

The anesthesia standards of practice (policy 
manual) address these issues consistent 

with federal, state, and other regulations. 

This manual reflects review and/or update 

so that it conforms with any regulatory or 

practice changes. 

 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Review polices. 

▪ Discuss policies and practice with 

staff. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
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03.07.01 Operative Report. 

A dictated operative report, or written 

progress note describing the techniques 

used, techniques used findings and tissues 

removed and must be executed 
immediately after the procedure by the 

surgeon.   

Any implants placed during the procedure 

must be fully identified in the operative 

report. 

 

The operative note should include enough 

detail so as to facilitate the postoperative 

care of the patient up through discharge. 

DOCUMENT REVIEW 

▪ Review medical records for the 

presence or absence of an operative 

procedure report. 

▪ Determine if any implants are fully 

identified. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

03.07.02   Anesthesia Event Record  

There must be an anesthesia event record.  

The record accurately reflects critical 

techniques, management and patient 

responses including condition throughout 

the procedure and at the end of the 

anesthetic. 
This record will document: 

1.  Patient evaluation immediately prior 

to the anesthetic event 

2.  Induction methods 

3.  Placement of lines/devices 

4.  Dosage route and time of drugs 

5.  Medical gases including oxygen and 

anesthetic agents 

6.  Fluids including blood products 

 

At minimum, pulse oximeter readings will 

be recorded. For general anesthesia, there 

will be: 

1. Continuous recording (electronic, 

manual or combination) of status to 

include blood pressure, cardiac 

rate/rhythm, respiratory rate, oxygen 
saturation and end tidal CO2 

(endotracheal intubation) 

2. Effects of medications, agents and 

interventions to include untoward 

outcomes 

3. Condition at end of the procedure and 

transfer to next level of care 

DOCUMENT REVIEW 

Review medical records to determine 

compliance with required techniques, 

management and responses. 

 

  Compliant 
  Not Compliant 
  NA (Only topical or 

local block used) 
 
COMMENTS: 
      

 

03.08.01   Adequate RN Staff Prior to 

Anesthesia 

Prior to the administration of general 

anesthesia, there must be an adequate 

number of nursing staff (other than the 

anesthetists and surgeon) available to 
accommodate circulating and other similar 

duties. 

No surgery must commence with only the 

surgeon and anesthetist present. 

DOCUMENT REVIEW 

Review surgery registers and policy 

manuals. 

 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
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03.08.02   Maintenance of Anesthesia 

Equipment 

All anesthesia equipment utilized must be 

maintained to conform to Safe Medical 

Devices/Food & Drug Administration 

requirements. 

Anesthesia machines and related 

equipment are maintained under regular, 

documented routine preventive 

maintenance to include:  

1.  Daily checkout 

2.  At least quarterly P.M's 

3.  Semiannual waste gas analysis 

4.  At least semiannual electrical 

grounding/leakage/safety precautions 

 

No additional information DOCUMENT REVIEW 

▪ Review anesthesia event record for 

documentation of the machine 

number and that it was checked prior 

to use. 
▪ Request evidence of require 

maintenance. 

 
  Compliant 
  Not Compliant 
  NA (Only topical or 

local block used) 
 
COMMENTS: 
      

03.09.01   Security of Supplies and 

Equipment 

Adequate provisions must be made to 

assure security of drugs, medical devices, 

and gasses. 

Check to see that medication carts are 

locked when not in use and double locked 
the fixed cabinets.  

 

 

OBSERVATION AND DOCUMENT 

REVIEW 

Review policy manuals and practice 

during walk-around. 

 

 
  Compliant 
  Not Compliant 
  NA (Only topical or 

local block used) 
 
COMMENTS: 
      

03.10.01   Laser Procedures. 

The facility must have policies and 
procedures for each type of laser 

procedure. 

 

No additional information DOCUMENT REVIEW 

Review the policies and procedures to 

determine the requirement was met. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

03.10.02   Laser Procedures 

Competencies 

Professionals using lasers must have 

Physicians and personnel should have 

attended a laser certification course and 

have a certificate in their file. 

DOCUMENT REVIEW 

Review files of the physicians and 

personnel assisting, to determine the 

 
  Compliant 
  Not Compliant 
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education, training, and be credentialed to 

use lasers. 

 

requirement was met. 

 
 
COMMENTS: 
      

 

03.10.03   Laser Procedure Privileges 

The Governing Body of the 

physician/dentist office grants privileges 

to authorized, competent physicians and 

personnel for laser procedures. 

 

The governing body ensures that privileges 

are granted for each specific device.   

DOCUMENT review 

Review the document that has granted 

privileges to physicians and authorized 

personnel by the Governing Body. 

 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

03.10.04   Laser Procedures - Safe & 

Sanitary Procedure Rooms 

The physician must assure a safe and 

sanitary room for laser procedures. 

 

No additional information. OBSERVATION 

Observe the room to determine the 

requirement was met. 

 

 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

03.10.05   Laser Procedures - Safety 

Features 

The physician/dentist office must assure 

that there are patient and employee safety 

features such as;  

a) Protective equipment according to the 

manufactures guidelines 

b) Protective shields for any exposed 
areas as well as the eyes 

c) Instruments that are non-reflective 

d) Shields for windowed doors 

e) Signage on the door that states 

admission only to authorized 

personnel 

f) Fire extinguishers for electrical 

equipment 

g) Sink and running water in the laser 

No additional information. OBSERVATION, INTERVIEW AND 

DOCUMENT REVIEW 

▪ Observe the room to determine 

everything in the requirement was 

met. 

▪ Interview the person responsible for 

the laser room to determine how the 

requirement was met. 
▪ Look for service contract for routine 

maintenance. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
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room 

h) Peak performance calibration 

 

03.10.06   Laser Procedures – Patient 

Education 

The physician/dentist office must provide 

patient education on the laser procedures 

for the patient, significant other or family 

when appropriate. 

 

No additional information. DOCUMENT REVIEW 

Review the patient education material for 

patients and significant other or family to 

determine the requirement was met. 

 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

03.10.07   For future use    

03.10.08 Laser Procedures – QAPI. 

The physician/dentist office must include 

a review of laser procedures in the Quality 

Assessment Performance Improvement 

plan. 

 

No additional information. DOCUMENT REVIEW 

Review the Quality Assessment 

Improvement plan to determine the 

requirement was met. 

 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

03.11.01   For future use    

03.11.02   Adequate Postanesthesia 

Staffing 

There are adequate provisions for staffing 

the post-anesthesia care unit/area.  

Competent registered nurses must be 

available for patient care in the PACU.   

At least one RN or physician present must 

be trained in ACLS/PALS (if pediatrics). 

All RN’s in the PACU must be 

ACLS/PALS (if pediatrics) certified. 

Staffing reflects consistent assignment of 

oriented and competent staff. Ratios 
consider standards promulgated by the 

American Society of Post Anesthesia 

Nurses. Staffing and training is based upon 

patient acuity, age specific criteria and 

procedures performed. The nursing services 

of the physician/dentist office must be 

directed and staffed to assure that the 

nursing needs of all patients are met.   

 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Discuss issues with staff during walk 

around. 

▪ Check documentation to verify 

appropriately trained personnel 
present with patient. 

 
  Compliant 
  Not Compliant 
  NA (Only topical or 

local block used) 
 
COMMENTS: 
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03.11.03   For future use    

03.11.04   PACU Staff Qualifications 

In addition to license verification, there is 

evidence that staff have completed post 

anesthesia orientation appropriate to the 
types of cases received in that area. 

Anesthesia staff must have ACLS/PALS 

(if pediatrics). 

 

 

There should be a period of initial training, 
continued training as appropriate, formal 

periodic review and post review training as 

indicated. The training plan should reflect 

all relevant patient specific factors. 

INTERVIEW 

Discuss orientation and competency 

assessment and training with staff during 

area visit. 

 
  Compliant 
  Not Compliant 
  NA (Only topical or 

local block used) 
 
COMMENTS: 
      

03.12.01   Adequate Inventory – PACU 

The postanesthesia recovery area must 

maintain an adequate inventory of 

instrumentation, supplies and equipment. 

At a minimum the following equipment is 

available: 

1.  Communication/call-system 

2.  Cardiac monitor 

3.  Defibrillator 

4.  Vacuum/suction 

5.  Ventilator 

6.  Tracheotomy set 
7.  Cricothyrotomy kit 

8.  Laryngoscope and endotracheal tubes 

Systems should be available for emergency 

communication and for patient care crisis.  

The following should be available to meet 

the assessed needs of patients: 

1.  Oxygen, humidified 

2.  Pulse oximetry 

3.  Patient temperature monitoring 

4.  Rewarming mechanism 

5.  Immediate access to supplies to 

manage a malignant hyperthermia 

crisis 

 
 

 

OBSERVATION AND INTERVIEW 

Verify that all equipment and systems are 

working and available upon identified 

need. Verify readiness records for 
equipment. 

 

  Compliant 
  Not Compliant 
  NA (Only topical or 

local block used) 
 
COMMENTS: 
      

03.12.02   Postanesthesia Standards of 

Practice 

Postanesthesia care standards of practice 

(policies) provide for the achievement and 

maintenance of high standards of medical 

practice and patient care. These standards 

relate, at a minimum to: 

1.  Infection control/environment 

2.  Infection control - contaminated cases 

There is a policy manual governing 

activities in the PACU. Policies are 

developed through a collaborative effort 

and are approved by Governing Body, and 

are updated to conform with changing 

technologies, procedures, relations or ASC 

policy, but no less often than biannual. 

Some facilities address these items in a 

practice policy manual. Other facilities may 

DOCUMENT REVIEW 

Determine that the PACU policy manual 

is consistent with current practice and has 
been up dated as required. 

 

Observe that the facility has all the 

required elements in some form. 

 
  Compliant 
  Not Compliant 
  NA (Only topical or 

local block used) 
 
COMMENTS: 
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3.  Disinfection/sterilization of reusable 

equipment 

4.  Traffic control 

5.  Staff ratios/duties 

6.  Nursing assessment, planning, 

implementation and evaluation of care 
7.  Medical staff responsibilities; 

including assessments, progress notes, 

discharge of patients, emergency 

management, etc. 

8.  Procedure protocols to include 

equipment, supplies and materials 

necessary to carry out job 

assignments. 

address these items in several separate 

documents. 

 

03.13.01 Discharge 

The physician/dentist office must: 

1. Provide each patient with written 

discharge instructions 

2. Ensure the patient has a safe 

transition to home and that the post 

surgical needs are met 

3. Ensure each patient has a discharge 

order, signed by a physician or the 

qualified practitioner who performed 

the surgery or procedure unless 

otherwise specified by state law. 

The discharge order must indicate that the 

patient has been evaluated for proper 

anesthesia and medical recovery. 

No additional information. DOCUMENT REVIEW 

Review the medical record to determine 

that all required elements are 

documented: 

▪ Written discharge instructions 

▪ Safe transportation home and 

postsurgical needs met 

▪ Signed discharge order 

▪ Postoperative assessment 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

03.13.02   Discharge Assessment 

Assessment and evaluation for discharge 
must be documented by a physician.  

Rules and regulations approved by the 

Governing body, define the discharge 

The patient shall have a documented 

evaluation by a physician which must be 
sufficient for evaluating the patient’s 

recovery process. 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ During medical record review 

observe for the presence/absence of 

consistent data to determine discharge 

 
  Compliant 
  Not Compliant 
  NA (Only topical or 

local block used) 
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criteria from PACU. These, if used in lieu 

of a practitioner assessment/order, are 

consistently applied whenever 

postanesthesia recovery occurs, even when 

the above rules are used.   

readiness from PACU.  

▪ Review discharge criteria with staff 

during the walk-around and how they 

apply them. 

 

 
COMMENTS: 
      

 

03.13.03   Discharge & Transportation 

All patients that have received 

conscious/deep sedation and general 

anesthesia are discharged in the company 

of a responsible adult, except those 

exempted by the attending physician.  

The outpatient who has had anesthesia may 

have delayed responses to these agents. It is 

essential that adequate provisions for 

transportation and caretakers be made.   

 

The responsible adult that the patient is 
released to should be identified in the 

medical record. 

INTERVIEW AND DOCUMENT 

REVIEW 

Review discharge criteria and assure that 

those criteria do not violate the 

requirement for physician evaluation. 

 

 

 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

03.13.04   Discharge Instructions 

Physician/dentist office surgery patients 

and their families - companions as 

appropriate, are provided with instructions 

regarding post procedure management in 

language that the patient or accompanying 

responsible person can understand. 

Postprocedure instructions include at least: 

1.  Signs/symptoms of postprocedure 

feelings that are “normal.” 

2.  Signs/symptoms of post procedure 

problems that require immediate 

attention/notification of the provider. 

3.  The mechanism to utilize in the event 

of post procedure problems when the 

physician cannot be notified. 

4.  The date and time to next see a health 

care provider. 
5.  Changes in diet/medications. 

6.  Pain management. 

7.  Alterations in activity. 

8.  Management of wounds or devices. 

9.  Management of pain including 

assessment and treatment utilizing a 

visual scale of one to ten or faces for 

children. 

INTERVIEW AND DOCUMENT 

REVIEW  

▪ During medical record review, 
determine that copies of these 

instructions are present, or 

documentation in progress notes that 

instructions were given. 

▪ During walk-around, discuss how 

instructions are provided for patients.   

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
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03.13.05   Patient Follow-Up 

Physician/dentist office surgery patients 

are contacted, when possible, by the 

physician/dentist office within a 24- to 72-
hour time frame after the procedure. The 

findings must be reviewed in the QAPI 

process. 

Mechanisms are established to determine 

patient status following discharge. Patient 

satisfaction with the physician/dentist 

office and the services can also be assessed. 
The physician/dentist office may determine 

the best time frame for the patient 

population. 

INTERVIEW AND DOCUMENT 

REVIEW  

Determine how the physician/dentist 

office has implemented this standard.  

The physician/dentist office with high 

volumes may decide to sample some 

patients with simpler procedures while 

calling all high-risk patients. Interview 
staff to determine process and review 

results. Review QAPI minutes for 

evidence of involvement. 

 

Scoring deferred to 

13.00.08 
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04.00.01   Quality Assessment & 

Performance Improvement 

The physician/dentist office must develop, 

implement and maintain an ongoing, data-

driven quality assessment and performance 

improvement (QAPI) program.  

 

Evaluation of quality of care is a rapidly 

evolving area. Major changes have occurred 

in the field of Quality Assessment 

Performance Improvement, primarily in 

terminology and the methods used to monitor 

care. Some of the changes include:   

a) Increased emphasis on organizational 

systems and processes (rather than 

individual case review) 

b) Increased recognition of the need for 

objective data. 

c) Increased use of quality indicators or 

performance measures with which to 

analyze patient care processes and 

outcomes 

d) Increased emphasis on quality monitoring 

for identifying opportunities to improve 

care (rather than focusing only on problem 

identification).  

Indicators are tools that monitor important 

clinical, management, support, and 

governance processes and outcomes.  Ongoing 

monitoring of important processes and 

outcomes allows the physician/dentist office 

to measure performance in key areas and 

identify opportunities to improve care. 

DOCUMENT REVIEW 

▪ Determine how and when QAPI 

monitoring is conducted.   

▪ Determine what key indicators of 

quality or performance measures are 

monitored.   

▪ Determine what role the medical staff 

plays in QAPI.  

▪ Determine if policies and procedures 

have been reviewed or changed due to 

QAPI.   

▪ Determine how the physician/dentist 

office staff became aware of a particular 

opportunity to improve care. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

04.00.02   Program Scope 

The program must include, but not be 

limited to, an ongoing program that 

demonstrates measurable improvement in 
patient health outcomes and patient safety 

by using quality indicators or performance 

measures associated with improved health 

outcomes and by the identification and 

reduction of medical errors.  

Increased recognition of the need for objective 

data and increased use of quality indicators or 

performance measures with which to analyze 

patient care processes and outcomes and 

emphasis of quality monitoring for identifying 

opportunities to improve care (rather than 

focusing only on problem identification).  

Indicators or performance measures are tools 

that monitor important clinical management 

support and governess processes and 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Review examples of measures and 

verify that results are used as stated. 

▪ Interview staff about an identified 

opportunity to improve patient care 

process or outcomes in the office. 

▪ Determine how the facility became 

aware of the particular opportunity to 

improve patient care. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
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outcomes to allow the physician/dentist office 

to measure performance in key areas and 

identify opportunities to improve care.  

 

04.00.03   Track Quality Indicators 

The physician/dentist office must measure, 

analyze, and track quality indicators, 
adverse patient events, infection control and 

other aspects of performance that includes 

care and services furnished in the 

physician/dentist office.   

 

Reviews by the professional staff should be 

used in the quality assessment and 

performance improvement activities and by 

the Governing Body in the awarding of 

renewed privileges.   

DOCUMENT REVIEW 

▪ Review the Quality Indicator(s) tracking 

reports.  

▪ Review the use of quality indicator data 

by the Governing Body in the awarding 

or renewal of privileges. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

04.00.04   Program Data 

The program must incorporate quality 

indicator data including patient care and 

other relevant data regarding services 

furnished the physician/dentist office. 

Quality indicator data relating to the care of 

physician/dentist office patients and other 

relevant physician/dentist office services 

needs to be incorporated into the QAPI 

program. 

DOCUMENT REVIEW 

Review the QAPI program (plan) to 

determine if the collection of quality 

indicator data relates to patient care and 

other relevant physician/dentist office 

services. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

04.00.05   Use of Data 

The physician/dentist office must use the 

data collected to:  

▪ Monitor the effectiveness and safety of 

its services, and quality of its care.  

▪ Identify opportunities that could lead to 

improvements and changes in its patient 

care.   

 

Data needs to be analyzed to assess the 

physician/dentist office’s effectiveness and 

safety of its services and quality of care.  

Analysis of data should be used in the 

identification of opportunities for 

improvement in the effectiveness, safety of 

services and quality of patient care.  

DOCUMENT REVIEW 

Review QAPI data for analysis and 

identification of opportunities for 

improvement. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

04.00.06   Program Activities 

The physician/dentist office must set 

priorities for its performance improvement 

activities that:  

▪ Focus on high risk, high volume and 

problem-prone areas.  

▪ Consider incidence, prevalence and 

severity of problems in those areas.  

No additional information. DOCUMENT REVIEW  

▪ Review QAPI program (plan) for list of 

PI activities.   

▪ Review QAPI program (plan) for 

prioritization of PI activities. 

 

 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
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▪ Affect health outcomes, patient safety 

and quality of care.  

 

04.00.07   Adverse Patient Events 

Performance improvement activities must 

track adverse patient events, examine their 

causes, implement improvements and 

ensure that improvements are sustained over 

time.  

 

The tracking of adverse patient events and the 

identification of opportunities for 

improvement, implementation and sustained 

improvements are essential to providing 

quality patient care. 

DOCUMENT REVIEW 

▪ Review documentation of adverse 
patient event tracking, analysis, and 

implementation and sustained 

improvements.  

▪ Review adverse patient events logs 
which include causes and implement 

improvement. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

04.00.08   Review of All Deaths in 

Physician/Dentist Office 

The physician/dentist office must review all 
deaths occurring in the physician/dentist 

office and determine if appropriate care and 

evaluation had been rendered. 

 

In single provider practices, another provider 

of similar training and credentials should 

accomplish this review. 

INTERVIEW AND DOCUMENT 

REVIEW 

Discuss procedures with medical director 
and ask for examples of activity or minutes 

to verify activity. 

 

  Compliant 
  Not Compliant 
  NA (no deaths)  

 
COMMENTS: 
      

04.00.09   Preventive Strategies 

The physician/dentist office must 

implement preventive strategies throughout 

the facility targeting adverse patient events 

and ensure that all staff is familiar with 

these strategies.   

 

Preventive strategies targeting adverse patient 

events need to be implemented and staff need 

to receive training regarding these strategies.  

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Review documentation of the 

implementation of preventive strategies 

targeting adverse patient events. 

▪ Review documentation of staff training 

regarding the implemented preventive 

strategies. 

▪ Discuss with staff regarding the 

implementation of strategies targeting 

adverse patient events. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
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04.00.10   Performance Improvement 

Projects 

The number and scope of distinct 

improvement projects conducted annually 

must reflect the scope and complexity of the 

physician/dentist office’s services and 

operations.  

 

No additional information. DOCUMENT REVIEW 

Review the QAPI program (plan) for 

documentation of the annual PI projects.  

Projects must reflect the scope and 

complexity of the physician/dentist office’s 

services. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

04.00.11   Documentation of Projects 

The physician/dentist office must document 

the projects that are being conducted. The 

documentation at a minimum must include 

the reason(s) for implementing the project, 

and a description of the projects results.  
 

No additional information. DOCUMENT REVIEW 

Review documentation of PI projects.  

Documentation must include at a minimum 

reason for implementation and description 

of projects results. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

04.00.12 Governing Body 

Responsibilities 

The governing body must ensure that the 

QAPI program: 
▪ Is defined, implemented and maintained 

by the physician/dentist office.  

▪ Addresses priorities and that all 

improvements are evaluated for 

effectiveness.   

▪ Specifies data collection methods 

frequency and details.   

▪ Clearly establishes its expectations for 

safety.   

▪ Adequately allocates sufficient staff, 

time, information systems and training 

to implement the QAPI program.   

 

The governing body is responsible for the 

physician/dentist office’s quality assessment 

and performance improvement program.  The 

QAPI approach provides the physician/dentist 

office with a systematic view of its 

performance and enables it to create a strategy 

to continuously evaluate and improve its 

performance.  The governing body is 

responsible for approval of the QAPI 

program.  

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Review the QAPI program (plan) to 

determine it meets the requirements and 
that the governing body has approved 

the QAPI program. 

▪ Interview members of the governing 

body regarding their involvement in the 

QAPI program. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
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04.00.13 Quality Assessment 

Performance Improvement 

The physician/dentist office must have a 

Quality Assessment and Performance 

Improvement (QAPI) Program covering all 

major activities outlined in the Quality Plan 

with approval of the Governing Body. 

The plan should outline the major activities 

and approaches to be covered by the program 

and how the program will be deployed 

throughout the organization to ensure a 

multidisciplinary approach.  The plan will 
define, as appropriate, the responsibilities of 

all involved individuals (by position), 

departments, leaders, medical staff and the 

Governing Body. 

INTERVIEW AND DOCUMENT 

REVIEW  

▪ Review the plan for inclusion of all 

defined areas. 

▪ Have the Director of the Quality 

Program brief the quality program to the 

survey team the first day of the survey. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
     . 

04.00.14 Individual Trained in Quality 

Principles 

There must be an individual trained in 

quality principles and appointed by the 

physician/dentist office leadership in charge 

of the Quality Assessment Performance 

Improvement (QAPI) Program. 

Depending on the complexity of the 

organization, the individual in charge of the 

quality program may have other assigned 

duties, however, there must be sufficient time 

involved in the program so as to support all 

areas of this section.  There should be 

documentation of formal training or 

experience in quality-related matters sufficient 

to prepare the individual for their expected 
duties. 

INTERVIEW AND DOCUMENT 

REVIEW  

▪ Review documentation of the amount of 

time the individual spends in the 

program and documentation of all 

formal quality training programs and 

experience the individual has attained. 

▪ Interview the Quality Director as to time 

spent in the program, nature of past 

quality training and their plans for future 

training. 

 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
     . 

04.00.15 Annual QAPI Plan 

There must be an annual quality plan which 
details all planned activities for that year, 

defines those involved and approved by the 

QAPI Committee, administration and the 

Governing Body. 

The annual plan goes into detail describing 

month-by-month activities for each 

department or group within the 

physician/dentist office.  In smaller 

organizations, the plan may organize how the 

physician/dentist office will gather data as 

specified in these standards, analyze that data 

for improvement opportunities, then 

implement improvements. 

INTERVIEW AND DOCUMENT 

REVIEW  

▪ Review the annual plan for breadth of 

coverage and specific requirements for 

various departments, groups and 

committees. 

▪ Interview departments and committees 

for understanding of their involvement 

and ask for examples of their activities. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
     . 

04.00.16 QAPI Committee 

There must be a multidisciplinary QAPI 

Committee. 

The Quality Committee must include at least:  

1. Administration 

2. Medical staff 

3. Nursing 

DOCUMENT REVIEW 

Review documents supporting required 

individuals are appointed to the committee. 

 
  Compliant 
  Not Compliant 
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4. Ancillary staff  

5. Others as defined by the organization. 

The organization will define minimum 

attendance at meetings. In small 

physician/dentist office (s) this committee 

may meet as a function of a larger 

committee. 

COMMENTS: 
     . 

 

04.00.17 QAPI Committee Meetings 

The QAPI Committee must hold formal 

meetings at least quarterly. 

No additional information. DOCUMENT REVIEW  

Review minutes for compliance. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
     . 

04.00.18 QAPI Meeting Minutes 

There must be minutes kept for all QAPI 
meetings. 

Minutes must be kept in sufficient detail to be 

able to track the progress of the quality 

program. Undiscoverable meeting notes may 

be kept as separate attachments but must be 

available for review by the Governing Body. 

DOCUMENT REVIEW  

Review samples of QAPI minutes and track 
samples of activities forward through time 

for evidence of resolution. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
     . 

04.00.19 QAPI Committee Reviews 

Data 

The QAPI committee must review input 

from various sources within the 

physician/dentist office to include but not 

limited to:  

1. Results of required peer review 

activity. 

2. Input from patient surveys and 

complaints.  

3. Items  from the safety, risk  

Management.  

4. Reviews documentation of pain 
monitoring on a visual scale such as the 

Medical input and identified opportunities for 

improvement in the quality, efficacy and 
efficiency of professional care should be 

sought QAPI. Committee activities are 

disseminated, as appropriate, throughout the 

organization.  The visual analog scale is an 

assessment tool from 1 to 10.  Ten is the worst 

pain and the staff asks the patient what degree 

of pain they are experiencing.  For children 

you ask the child to point to the face that 

describes the pain. 

 

 
 

 

DOCUMENT REVIEW  

Review QAPI committee minutes for 

inclusion of all required items in the 

standard. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
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visual analog scale or faces for 

children. 

 

 

04.00.20 QAPI Annual Report 

There must be an annual report based upon 

the annual plan which details all quality 

activities and their progress or resolution 

during the year.  The report must be 

submitted to the Governing Body for review 

and approval. 

The annual report should include the CEO’s 

review, including a review of senior 

leadership’s activities in support of the 

program.  This review serves as the basis for 

development of the subsequent year’s annual 

plan. 

DOCUMENT REVIEW 

Review the last three annual reports for all 

required summaries and for the governing 

bodies’ review and conclusions. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
       

04.00.21 QAPI Education Program 

There must be a planned, physician/dentist 

office -wide, quality education program.  

Training must include general quality 

approaches and, where appropriate, team 

and individual approaches. 

The education program doesn’t have to have 

reached all individuals at the time of the 

survey however there should be an education 

plan which details of how the 

physician/dentist office will accomplish their 
education program within one year from the 

date of the quality plan. The education plan 

must include the executive staff, the 

governing body, the medical staff and all non-

temporary staff. 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Review the education plan and 

documentation of staff training.   

▪ Compare names of selected individuals 

for inclusion on the training 

documentation lists. 

▪ Interview selected individuals about the 

quality and content of training. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

04.00.22 Outcome Data Collected 

The physician/dentist office must collect 

outcome data from clinical activities and 

care, analyze and, as appropriate, compare 

their results to similar organizations. 

The organization should use a 

physician/dentist office specific approach to 

these activities based upon the volume and 

risk of procedures or activities and potential 

benefit for the patient and the organization. 

DOCUMENT REVIEW 

Review examples of outcome data and 

appropriate comparison to other 

physician/dentist office (s) or literature 

reports. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

04.00.23 Outcomes Data Used to 

Improve Quality 

The physician/dentist office, based upon 
analysis of their outcome data, must identify 

and implement opportunities for 

improvement. 

No additional information. DOCUMENT REVIEW 

Review examples of identification and 

implementation of improvement 
opportunities. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
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04.00.24 Physician/Dentist Office 

Implements Improvement Activities 

The physician/dentist office must review 

implemented improvement activities for 

actual improvement in the process. 

Quality improvement involves a continuous 

cycle of analysis and improvement until a 

defined goal is reached.  The organization 

may choose any accepted quality 

improvement format, however, the continuous 
cycle should be evident. 

 

DOCUMENT REVIEW 

Review documentation of improvement 

efforts. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

 

04.00.25 Review of Unplanned 

Transfers  

The physician/dentist office must review all 

unplanned transfers to a higher level of care 

to determine if appropriate care and 
evaluation had been rendered. 

In single provider practices, another provider 
of similar training and credentials should 

accomplish this review. Refer to transfer 

standard 01.01.06. 

INTERVIEW AND DOCUMENT 

REVIEW 

Discuss procedures with medical director 

and ask for examples of activity or minutes 

to verify activity. 

 

  Compliant 
  Not Compliant 
  NA (No transfers) 

 
COMMENTS: 
      

04.00.26 Periodic Focused Clinical 

Record Reviews 

The physician/dentist office must 

periodically (at least annually) perform 

general or focused clinical record reviews to 

address adherence to established policies for 

documentation, completion, legibility.  

Focused reviews may be based upon prior 

identified areas for improvement. A sample of 

records for all providers should be included. 
Findings will be forwarded to the QAPI 

committee the CEO and the Governing Body.  

INTERVIEW AND DOCUMENT 

REVIEW 

Discuss procedures with medical director 

and ask for examples of activity or minutes 

to verify activity. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

 

04.00.27 Review of Transfusions & 

Transfusion Reactions 

The physician/dentist office must review all 

transfusions and transfusion reactions. 

Reviews should include adherence to program 

expectations and include recommendations for 

improvement in transfusion procedures, if 

appropriate. In single provider practices, 

another provider of similar training and 
credentials must accomplish this review. 

 

INTERVIEW AND DOCUMENT 

REVIEW 

Discuss procedures with medical director 

and ask for examples of activity or minutes 

to verify activity. 

 

  Compliant 
  Not Compliant 
  NA (No transfusions 

performed)  
 
COMMENTS: 
     . 
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05.00.01 Environment 

The physician/dentist’s office must have 

a safe and sanitary environment, properly 

constructed, equipped, and maintained to 

protect the health and safety of patients. 

 

No additional information. OBSERVATION 

Tour the facility and annotate on the 

survey report form whether the facility is 

adequately designed and equipped, clean 

and orderly, and free of hazards. 

 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

05.00.02 Physical Environment 

The physician/dentist’s office must 
provide a functional and sanitary 

environment for the provision of surgical 

services.   

 

No additional information. OBSERVATION 

Each procedure room should be designed 
and equipped for the types of surgery 

performed and free of hazards to patients 

and staff (e.g., sufficient space, adequate 

lighting, and necessary furniture). 

 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

05.00.03 Procedure Room Design 

Each procedure room must be designed 

and equipped so that the types of surgery 

conducted can be performed in a manner 

that protects the lives and assures the 
physical safety of all individuals in the 

area. 

 

Each procedure room shall be designed and 
equipped for types of surgery performed 

and free of hazards to patients and staff 

(e.g. sufficient space, adequate lighting, and 

necessary furniture). The license should be 

current for the state in which the surgery 

center is located. Practitioners may only 

perform surgical procedures for which they 

have been credentialed to do. 

OBSERVATION 

▪ Observe for compliance with all 

aspects of the standard.  

▪ Determine if there is an unrestricted 

area, semi-restricted area and 

restricted area.   

□ What is the traffic pattern?   

□ Where are the scrub sinks?   

□ Is there a clock to time scrubs? 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

05.00.04 Recovery Room Area 

The physician/dentist’s office must have 

an adequate recovery area. 

 

No additional information. OBSERVATION 

▪ Review arrangements for PACU 

during walk around.  

□ Does it assure patient privacy 

relative to the nature of anesthesia 

used? 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
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05.00.05 Infection Prevention 

Program 

The physician/dentist’s office must 

establish a program for identifying and 

preventing infections, maintaining a 

sanitary environment, and reporting the 

results to appropriate authorities.   

Since there is a risk of nosocomial 

infection, there must be an active 

surveillance program of specific measures 

for prevention, early detection, control, 

education and investigation of infections 

and communicable diseases in 

physician/dentist’s office (s). There must be 
a mechanism to evaluate the program(s) 

and take corrective action. 

DOCUMENT REVIEW 

▪ Review infection control policies, 

procedures and logs on incidents of 

infections. 

▪ Look for evidence of review and a 

statement for standards of 

sterilization supplies and aseptic 

techniques, etc.   

□ Determine if flash sterilizing is 

performed and how often? 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

05.01.01 Safety from Fire 

Except as otherwise provided in this 

section, the physician/dentist’s office 

must meet the provisions applicable to 

Ambulatory Health Care Centers of the 

2000 edition of the Life Safety Code of 

the National Fire Protection Association, 

regardless of the number of patients 

served.  

 

All physician/dentist’s offices must meet 

the 2000 edition of the NFPA 101 Life 

Safety Code, Chapter 20 New Ambulatory 

Health Care Occupancies or Chapter 21 

Existing Ambulatory Health Care 

Occupancies. Life Safety Code defines 

Ambulatory Health Care as: “A building or 
part of a building used to provide services 

or treatment to four or more patients at the 

same time that meet the criteria of either (a) 

or (b) below: 

(a) Facilities that provide, on an outpatient 

basis, treatment for patients incapable 

of taking action for self-preservation 

under emergency conditions without 

assistance from others. 

(b) Facilities that provide, on an outpatient 

basis, surgical treatment requiring 

general anesthesia.” 

The organization is responsible for 

developing a systematic process for 

assessing the compliance of each building 

under its control. 

DOCUMENT REVIEW 

Determine that there is a monitoring 

system in place and that buildings are in 

compliance. Discrepancies noted may be 

eligible for waiver or equivalency rating.  

Review the latest inspection of the fire 

department. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
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05.01.02 For future use    

05.01.03    HFAP Waiver of Life Safety 

Code 

After consideration of survey findings, 

the HFAP may waive specific provisions 

of the Life Safety Code, which if rigidly 

applied, would result in unreasonable 

hardship upon the facility, but only if the 

waiver does not adversely affect the 

health and safety of patients.  

 

Application for waiver to specific life 

safety codes may be made by the health 

care facility. In such cases the facility 

should identify the deficiency, how their 

facility deviates from the code, and how the 

facility has addressed the “spirit” of the 

code. Waivers will be considered on a case-
by-case basis. 

 

OBSERVATION, INTERVIEW AND 

DOCUMENT REVIEW 

Survey teams may not grant waivers 

during the survey or while on site.  

HFAP staff in consultation with other 

organizations including the state fire 

marshal, and/or the National Fire 

Protection Association (NFPA) will 

conduct consideration for such waivers. 

  Compliant 
  Not Compliant 
  NA (No waiver 

requested) 
 
COMMENTS: 
      

05.01.04 For future use    

05.01.05 For future use  

 

  

 

05.01.06 Alcohol-Based Hand Rub 

Dispensers 

Notwithstanding any provisions of the 

2000 edition of the Life Safety Code to 

the contrary, a physician/dentist’s office 

may place alcohol-based hand rub 

dispensers in its facility if 
1. Use of alcohol-based hand rub 

dispensers does not conflict with any 

State or local codes that prohibit or 

otherwise restrict the placement of 

alcohol-based hand rub dispensers in 

healthcare facilities. 

2. The dispensers are installed in a 

manner that minimizes leaks and 

spills that could lead to falls. 

3. The dispensers are installed in a 

manner that adequately protects 

against access by vulnerable 

CMS does not require facilities to install 

ABHR dispensers; however, those facilities 

that choose to install ABHR dispensers, are 
required to do so in accordance with this 

standard.   

States and/or local jurisdictions may choose 

to retain stricter codes that prohibit or 
otherwise restrict the installation of ABHR 

dispensers in healthcare facilities.  

Facilities will be required to comply with 

those stricter state and local codes. 

There are certain patient populations who 

may misuse ABHR solutions, which are 

both toxic and flammable. In order to avoid 

any and all dangerous situations, a facility 

will have to take all appropriate precautions 

to secure the ABHR dispensers from 

misuse. 

 

INTERVIEW 

▪ Interview the engineer/delegated 

person responsible for installation of 

the ABHR dispensers. 

▪ Interview nursing personnel to 

determine methods used to prevent 

patients from misusing the ABHR 

dispensers. 

 
  Compliant 
  Not Compliant 
  NA (Facility has not 

installed ABHR 
dispensers and this 
decision is within state 
and local codes) 
 
COMMENTS: 
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populations, and 

4. The dispensers are installed in 

accordance with the following 

provisions: Where dispensers are 

installed in a corridor, the corridor 

shall have a minimum width of 6 ft 
(1.8m);  

a. The maximum individual 

dispenser fluid capacity shall be: 

1) 0.3 gallons (1.2liters) for 

dispensers in rooms, 

corridors, and areas open to 

corridors. 

2) 0.5 gallons (2.0 liters) for 

dispensers in suites of rooms. 

b. The dispensers shall have a 

minimum horizontal spacing of 
4ft (1.2m) from each other. 

c. Not more than an aggregate 10 

gallons (37.8 liters) of ABHR 

solution shall be in use in a single 

smoke compartment outside of a 

storage cabinet. 

d. Storage of quantities greater than 

5 gallons (18.9 liters) in a single 

smoke compartment shall meet 

the requirements of NFPA 30, 

Flammable and Combustible 

Liquids Code. 
e. The dispensers shall not be 

installed over or directly adjacent 

to an ignition source. 

f. In locations with carpeted floor 

coverings, dispensers installed 

directly over carpeted surfaces 

shall be permitted only in 
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sprinklered smoke compartments. 

 

05.01.07   Emergency Equipment  

Emergency equipment available to the 

procedure rooms must include at least the 

following (based on the scope of services 

offered): 

1) Emergency call system. 

2) Oxygen. 

3) Mechanical ventilatory assistance 
equipment including airways, 

manual breathing bag, and ventilator. 

4) Cardiac defibrillator. 

5) Cardiac monitoring equipment. 

6) Tracheostomy set. 

7) Laryngoscopes and endotracheal 

tubes. 

8) Suction equipment. 

9) Emergency medical equipment and 

supplies specified by the medical 

staff. 

 

Systems and processes shall be in working 

order and available for emergency 

communication and for patient care crises.  

In areas where general or spinal anesthesia 

is administered, a cricoidotomy set may be 

substituted for a tracheostomy set.  

Endotracheal tubes of varying sizes should 

be available and crash carts checked daily.  
Airways should be appropriate for the 

patient population. Equipment should have 

monthly checks that are documented and 

preventative maintenance. 

OBSERVATION AND INTERVIEW 

Verify that procedure and invasive 

procedure rooms have these working 

systems available during cases. 

 

Check to see that the equipment is 

available and functioning. Is equipment 

in all indicated locations? 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

05.01.08 Emergency Personnel 

Personnel trained in the use of 

emergency equipment and in 

cardiopulmonary resuscitation must be 

available whenever there is a patient in 

the physician/dentist’s office. 

 

Personnel should be current in CPR and 

depending on the type and extent of surgery 

current in ACLS. Personal who are CPR 

trained should be free of other duties.  

DOCUMENT REVIEW 

Request documentation of personnel 

trained in the use of emergency 

equipment and in CPR. Request 

documentation that indicates these 

personnel are available at all times for 

emergencies.   

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

05.02.01 Physical Environment 

The physician/dentist’s office must be 
designed and equipped to provide safe, 

efficient and respectful, high quality 

The physical premises of the 

physician/dentist’s office (s) and those 
areas of its surrounding physical structure 

that are used by patients (including at least 

 Scoring deferred to 
related standards. 
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ambulatory healthcare services.  all stairwells, corridors and passageways) 

must meet the requirements from 05.00.02 

through 05.03.03. 

 

05.02.02    Physician/Dentist Office 

Required Facilities 

The physician/dentist’s office must have 

adequate provision for the following 

(based on scope of services offered): 

1.  Reception/waiting/toilet areas for 

patients, family/companions. 

2.  Patient registration. 

3.  Private interview area(s) for 

discussion of anticipated procedure 
and accomplishing pre-admission 

testing/teaching. 

4.  Private dressing rooms for patients. 

5.  Provision for safekeeping of patient 

clothing - mechanism for valuables 

protection. 

6.  Patient preparation/holding. 

7.  The patient’s right to privacy (visual 

and auditory) which may include 

segregation of pre and post 

procedure patients.  

8.  Post-procedure observation/holding. 

The surgical center should have provisions 

for patient privacy and interview as well as 

pre-post operative teaching and procedures. 

OBSERVATION 

Look for compliance during walk-

around. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

05.02.03 Facility Maintained Clean & 

Orderly 

The interior of the physician/dentist’s 

office (s), the exterior of the physical 

structure housing the physician/dentist’s 
office (s), and the exterior walkways and 

parking areas must be clean and orderly, 

and maintained free of any defects that 

No additional information. OBSERVATION 

Observe the interior and exterior 

maintenance and general upkeep.  

 

 
 

 

 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
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are a hazard to patients, personnel and 

the public. 

 

 

 

05.02.04 Smoke-Free Policy 

All physician/dentist’s office (s) where 

patients are seen or transact business 

must have a smoke-free policy. 

“NO SMOKING” signs or similar such 

signs will be posted on all primary entrance 

doors and in other locations as appropriate.  

Smoking should only be allowed for 
patients for medical reasons and with 

providers’ orders. 

OBSERVATION AND DOCUMENT 

REVIEW 

▪ Review non-smoking policies. 

▪ Observe for conspicuously placed NO 

SMOKING or THIS IS A SMOKE-

FREE physician/dentist’s office sign 

and for compliance. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

05.02.05 Records of Inspections Are 

Maintained 

Records must be maintained of 

inspections by local, state, and federal 

authorities, and documentation of 

corrective action when required. 

No additional information. DOCUMENT REVIEW 

Review results of inspections and 

evidence of corrective actions. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

05.02.06 For future use  

 

  

05.03.01 Sufficient Staff Exist to 

Evacuate Patients During Disasters 

A sufficient number of staff to evacuate 

patients during a disaster must be on the 

premises of the physician/dentist’s office 

(s) wherever patients are treated. 

Quantity of staff should vary depending 

upon the nature of the patient population 

and the complexity of the evacuation 

process. The executive team will establish 
minimum staffing for each 

physician/dentist’s office and each shift 

during procedure hours. 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Review documentation of staffing 

policies. 

▪ Ask staff about usual staffing. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

05.03.02 Two Means of Egress 

Each physician/dentist’s office must have 
two means of egress from any given 

location. These pathways will be distinct 

and will not share more than 75 feet of 

common hallway.  

 

Each designated means of egress should 

afford reasonable safety to the individual 

during evacuation. Escape must be 

available from one route when the other is 

blocked by fire.   

 

OBSERVATION 

Look for escape routes. 
 

  Compliant 
  Not Compliant 

 
COMMENTS: 
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05.03.03 Means of Egress Marked 

Each means of egress must be clearly 

marked by well-illuminated EXIT signs 

(letters will be 4 inches high, 6 inches in 

new construction). Signs will be placed 

so that evacuation routes are clear from 

any location within the 

physician/dentist’s office. Egress doors 

must swing in direction of egress. 

The fire evacuation diagram should indicate 

each route.  

OBSERVATION 

Evacuation routes should be evident 

when exiting any room. 

 

 

 

 
 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

05.03.04 Non-Exits Clearly Marked 

Doors to areas that might be confused 

with an exit routes, but are not, must be 

clearly marked as “NO EXIT.” 

“NO EXIT” Such sign shall have the word 

NO in letters 2 in. (5 cm) high with a stroke 

width of 3/8 in. (1 cm) and the word EXIT 
in letters 1 in. (2.5 cm) high, with the word 

EXIT below the word NO. 

Exception: This requirement shall not apply 

to approved existing signs.   

OBSERVATION 

Look for exit signs in the wrong place 

with no means of exit.  
 

 

 

 
  Compliant 
  Not Compliant 
  NA (There are none) 

 
COMMENTS: 
      

05.03.05 Dead-end Corridors do not 

Exceed 50 Feet 

Dead-end corridors (those that do not 

have an exit) must not exceed 50 feet in 
existing construction; 20 feet in new 

construction unless a sprinkler system is 

installed. If sprinkler system is installed 

in new construction, dead-end corridor 

shall not exceed 50 feet.  

 

No additional information. OBSERVATION 

Look for dead end corridors. Do they 

meet standards? 

 

 

 

 
  Compliant 
  Not Compliant 
  NA (There are none) 

 
COMMENTS: 
      

05.03.06 Means of Egress not Locked 

No means of egress can have a lock or 

fastening which cannot be freely opened 

from the inside.   

Doors that are locked after hours should be 

unlocked during business hours and must 

contain a sign that states (with not less than 

1-inch letters) “THIS DOOR TO REMAIN 

UNLOCKED WHEN BUILDING IS 

OCCUPIED.” Doors should not remain 

locked during business hours. If there is a 

OBSERVATION 

Look for signs. If doors are locked, do 

they use “panic hardware” or other 

devices that require the evacuee to figure 

out how to open the door. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
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requirement that outside to inside access be 

controlled, “panic hardware must be 

installed.” Dead bolts or other locks that 

require the evacuee to take action are not 

suitable.  

 

05.03.07 Fire Alarm System 

A fire alarm system must be installed.   

Initiation of the required fire alarm systems 

shall be by manual means of any detection 

devices or detection system.   

INTERVIEW  

Ask staff about testing the fire alarm 

system. 

 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

05.03.08 Portable Fire Extinguishers 

There must be at least one approved, 

portable fire extinguisher located on each 
floor of every physician/dentist’s office. 

The distance to travel to any extinguisher 

must not exceed 75 feet or additional 

extinguishers will be installed. 

 

Fire extinguishers must be conspicuously 

located, readily accessible and not 

obstructed or obscured from view.  

Extinguishers must be inspected monthly 

and examined/or recharged at least 

annually. 

 

 

 

OBSERVATION 

Look for extinguishers.  

▪ Are they clearly evident?  

▪ Review tags to verify regular 

inspections. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

05.03.09 Staff Trained in the Use of 

Fire Equipment 

The physician/dentist’s office staff must 

be trained in the use of all fire equipment 

and will be knowledgeable as to all 

evacuation and fire reporting procedures. 
 

Training should be at least annually.  New 

staff should receive all fire safety related 
training as a part of their initial orientation. 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Review training documentation. 

▪ Ask staff about training. 

 

 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

05.03.10 Emergency Lighting 

All means of egress must be continuously 

illuminated when the building is 

occupied. Illumination must be such that 

the failure of a single bulb or other 
device will not leave the area in darkness.  

No additional information. OBSERVATION 

Watch for compliance during tour. 

 

 

 

 

  Compliant 
  Not Compliant 

COMMENTS: 
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05.03.11 Battery-Powered 

Emergency Lighting Tested 

If the physician/dentist’s office is 

equipped with battery powered 

emergency lighting, this lighting must be 

tested for at least 30 seconds every 

month and for 1-§ hours annually. 

  

Emergency lighting should be available 

where required by specific life safety or 

program requirements. If equipment is self-

testing, monthly testing not required.  (Life 

Safety Code) 

OBSERVATION AND DOCUMENT 

REVIEW 

▪ Review policies and records of 

compliance. 

▪ Emergency lighting is available 

where required.  

□ Ask to see lighting tested.  

 
  Compliant 
  Not Compliant 
  NA (No emergency 

lighting installed or 
required.) 
 
COMMENTS: 
      

05.04.01 Physician/Dentist Office in 

Compliance with Rehabilitation Act & 

ADA 

All physician/dentist’s office (s) must be 

barrier free and in compliance with 

section 504 of the Rehabilitation Act of 

1973, and meet all applicable 
requirements of the Americans With 

Disabilities Act (ADA). 

 

See description Note 1 end of this chapter. OBSERVATION AND DOCUMENT 

REVIEW 

▪ Review exemptions or other 

documents that may relate to this 

standard. 

▪ Look for compliance throughout all 

physician/dentist’s office(s). 

 

 

 

 
  Compliant 
  Not Compliant 

COMMENTS: 
      

05.04.02 Handicapped Parking 

There must be clearly designated 
handicapped patient parking. The number 

of handicapped parking places must be 

based upon federal, state, and local 

requirements, and the population served. 

Self-explanatory. OBSERVATION AND DOCUMENT 

REVIEW 

▪ Review requirement documents with 

executive staff. 

▪ If the organization has parking, 

observe number and type of spaces. 

□ Have curbs been modified to 

facilitate access? 

 
  Compliant 
  Not Compliant 
  NA  

 
COMMENTS: 
      

05.04.03 Lighting and  Room 

Temperature 

Lighting must be sufficient to carry out 

services safely, room temperature must 

Environmental controls are adequate and 

provide for efficient, comfortable and 

therapeutic environment. 

OBSERVATION 

Observe the environmental controls and 

the physical environment. 

 

 
  Compliant 
  Not Compliant 
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be maintained at comfortable levels and 

ventilation through windows, mechanical 

means, or a combination of both must be 

provided. 

 

 

 

 

 

COMMENTS: 
      

 

05.04.04 Clean Environment 

The environment of all 

physician/dentist’s office (s) must be 

clean, regularly maintained, and enhance 

a positive patient image.  

No additional information. OBSERVATION 

Look in refrigerators and on shelves. Is 

carpeting clean? Are physician/dentist’s 

office(s) in need of painting, or are wall 

cracked, etc.  

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

05.04.05 Adequate Space 

There must be adequate space for all 

clinical and administrative functions.  

If space in areas is inadequate, there should 

be long and/or short-term goals and plans to 

address space concerns. 

OBSERVATION AND INTERVIEW 

▪ Ask staff if they have sufficient space 

to accomplish tasks. What would they 

add? 

▪ Are workspaces and patient areas 

crowded? 

 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

05.04.06 Elimination or Isolation of 

Hazards 

Hazards that might lead to injury are 

eliminated or when not eliminated (i.e. 

wet floors during house cleaning) are 
isolated by barrier and clearly identified. 

No additional information. OBSERVATION AND DOCUMENT 

REVIEW 

▪ Review housekeeping and safety 

policies. 

▪ Look for housekeeping practices. 

▪ Look for cords across floors or other 

unidentified hazards. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

05.04.07 Security 

There must be provisions for security of 

staff, patients and visitors, and their 

possessions. 

Security should be appropriate for the type 

of services and physical environment where 

physician/dentist’s office (s) located.  

OBSERVATION AND INTERVIEW 

▪ Interview staff about security 

incidents 

▪ Evaluate security during walk-

around. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
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05.04.08 Adequate Receptions Areas 

& Restrooms 

All reception areas are adequate for the 

number of patients seen and are clean. 

There are adequate handicapped access 

restrooms physician/dentist’s office (s) 

available.  

The usual definition is 100 square feet of 

gross space per occupant. 

OBSERVATION AND INTERVIEW 

▪ Interview staff about conditions 

during high use times. 

▪ Look for overcrowding, cleanliness; 

are toilets adequate? 

 

 
 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

05.04.09 Reception Area Privacy 

The reception/cashier’s desk(s) contain 

adequate provisions for protecting the 

privacy of patients from others in the 
area while exchanging information. 

 

No additional information. OBSERVATION 

▪ Observe for privacy and patient 

sensitivity.  

□ Can people in the waiting room 

hear conversations? 

 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

05.04.10 Reception Areas Monitored 

There are adequate provisions for 

observing and monitoring patients in the 

reception areas. 

Observations must be constant and may be 

direct, closed circuit TV, mirrors or other 

suitable approach. 

OBSERVATION 

▪ How does the organization observe 

patients?  

□ Is it intermittent or continuous? 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

05.04.11 Adequate Signage 

Adequate signage is available inside and 

outside of physician/dentist’s office (s) to 

identify areas, and to facilitate the easy 

movement of patients and visitors from 

one area to another. All signage will meet 

ADA requirements and when there are a 

significant number of non-English 

speaking patients include instructions in 

the relevant language. 

No additional information. OBSERVATION AND INTERVIEW 

▪ Discuss patient demographics with 

staff. 

▪ Look for signage to lead you through 

the physician/dentist’s office. Do 

signs include Braille and foreign 

languages as appropriate? 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
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05.04.12 Patient Areas Identified 

Rooms where patients may be expected 

to enter must be clearly identified 

including instructions for access.  

 

Instructions may include: enter, knock 

before entering, ring bell for access, etc. 

OBSERVATION 

Look for signage on all rooms and if the 

door is usually close instructions for 

entering. 

 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

05.04.13 Exam/Consult Rooms 

Examination/consultation rooms must be 

of adequate size and constructed to 

protect and ensure the patient’s privacy 

from audio or visual intrusion. There 

must be sinks and running water in all 

medical examination rooms. 

When space is tight, curtains may be used.  

Tables should be arranged ensure no patient 

exposure during exams. Such approaches as 

white noise or background music may be 

used to limit conversations outside the 

rooms. 

OBSERVATION AND INTERVIEW 

▪ Speak to clinicians and nurses. 

▪ Listen for conversations in rooms. 

▪ Observe room layouts.  

□ Does the foot of exam tables face 

doors? Are there curtains? 

 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

05.04.14 Changing Rooms 

Changing rooms if needed based on 

scope of service, where patients must 
change out of their own clothing, must 

provide privacy during the changing 

process and lockable lockers or other 

containers to protect the patient’s 

possessions.   

No additional information. OBSERVATION 

Look at all areas where patients disrobe 

for signage and privacy. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

 

 

 

05.04.15 Limited Access to Patient 

Areas 

The general public, including other 

patients and visitors, must have restricted 

access to areas where patients are 

expected to wait or transit in other than 

their own clothes. 

Areas where patients are well covered are 

excluded during transit as required. There 

must be walls, screens, or other devices that 

protect these waiting/holding areas from 

public view. 

OBSERVATION 

Look for degree of privacy and traffic 

patterns in these areas. Is there signage 

addressing this privacy and limiting 

access? 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
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05.05.01 Hazardous Areas Identified 

The doors of all areas where there are 

hazardous materials must be clearly 

identified with the nature of the hazard, 

and access will be limited as required. 

 

Regulated medical waste and sharps should 

be restricted from public access. All waste 

will be stored as directed in appropriate 

directives. 

OBSERVATION AND DOCUMENT 

REVIEW 

Check storage areas for medical waste, 

nuclear waste etc. Are there clear policies 

on handling?  

 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

 

05.05.02 Hazardous Areas Equipped 

for Handling Spillage 

All areas where there are hazardous 

materials will have kits or materials to 

limit and control the spread of the 

material and as applicable facilitate the 
clean-up of any spills. 

 

Spill kits should be based upon applicable 

MSDSs or as directed by applicable OSHA 
and/or NFPA directives. 

OBSERVATION AND INTERVIEW 

Ask staff to explain spill kits. Are there 

appropriate spill kits and are they based 

upon MSDSs or other directives? 

 

 
  Compliant 
  Not Compliant 
  NA (No hazardous 

materials) 
 
COMMENTS: 
      

05.05.03 OSHA & MSDS 

Compliance 

The physician/dentist’s office must 

provide, as per OSHA or MSDS 

requirements, emergency showers, fire 
suppressant blankets and other equipment 

as required to prevent or limit injury in 

case of accidental exposure to hazardous 

chemicals. This is based on scope of 

services provided.  

NOTE: See 05.02.04 below as well. 

No additional information. OBSERVATION, INTERVIEW AND 

DOCUMENT REVIEW 

▪ Ask for copies of MSDS and OSHA 

requirements in high-risk areas. 

▪ Look for high-risk areas and look for 

well-identified emergency items.  

□ Do personnel know when and 

how to use them? 

 

 
  Compliant 
  Not Compliant 
  NA (No hazardous 

materials) 
 
COMMENTS: 
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05.05.04 Emergency Eye-Wash 

Stations 

All locations where hazardous or 

corrosive chemicals are used must have 

available emergency eye-wash stations, 

which offer continuous temperature 

control eye flushing. 

 

Limited volume eye-wash bottles should be 

available. Temperature and pressure 

controls must prevent harm. 

OBSERVATION 

Look for continuous flow eye-wash 

stations in all locations where MSDS 

recommend or OSHA requires. 

 
  Compliant 
  Not Compliant 
  NA (No hazardous 

materials) 
 
COMMENTS: 
      

 

05.05.05 Storage of Liquid Gas 

Containers 

Liquid gas containers must be stored in 

an approved manner with valve 

protective caps (when supplied) in place, 

and when in use, will be placed in 

holders that prevent their being knocked 

over. 

 

Large tanks should be stored in areas 

specifically designed for hazardous 

materials and secured to prevent their 

falling. Small tanks may be stored as above 

or in single or multiple tank stands 

designed to prevent falling over or lying on 

their sides. 

 

OBSERVATION 

Look for compliance in all locations.  

Ask to see all liquid gas storage areas. 

 

  Compliant 
  Not Compliant 
  NA (No portable 

liquid gas tanks) 
 
COMMENTS: 
      

05.05.06 Hazardous Materials 

Identified 

All hazardous materials must be 

identified, labeled and accompanied by a 

MSDS. 

Material safety data sheets are obtained and 

maintained in every area, and always 

available to the staff for every hazardous 

material for which they may come in 

contact. 

OBSERVATION AND INTERVIEW 

▪ Ask staff for MSDS for areas and 

how they are to be used. 

▪ Look for hazardous chemicals and 

ask for specific MSDS. 

 

 

  Compliant 
  Not Compliant 
  NA (No hazardous 

chemicals) 
 
COMMENTS: 
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05.05.07 Personal Protective 

Equipment 

Appropriate personal protective 

equipment is provided to ensure against 

possible exposure to hazardous materials 

and wastes. 

The types of protective equipment may 

range from self-contained breathing 

apparatus to gloves to negative flow hoods.  

Check professional recommendations and 

MSDS. 

OBSERVATION AND INTERVIEW 

▪ Ask safety officer or executive staff 

about protective equipment required.  

▪ Ask staff about hazards. 

▪ Look for proper availability and use 

of equipment. 

 

 

  Compliant 
  Not Compliant 
  NA (No hazardous 

exposures) 
 
COMMENTS: 
      

05.05.08 Cleaning & Repair of 

Protective Equipment 

The physician/dentist’s office must 

provide for, cleaning and repair all 

personnel protective equipment at no cost 

to the employee. 

 

Standard includes smocks, outer clothing 

etc. worn by surgical or dental technicians. 

INTERVIEW 

Discuss cleaning and replacement 

policies with staff. 

 

 

 

 
  Compliant 
  Not Compliant 
  NA (No hazardous 

exposures) 
 
COMMENTS: 
      

05.05.09 Medically-Regulated Waste 

Properly Controlled 

All areas where medically regulated 

waste is generated must contain properly 

identified and colored containers for 

containment prior to disposal. 

 

Occupational Health and Safety 

Administration Standard 1910.1030 (d) 

through (h) Bloodborne pathogens. 

OBSERVATION 

Look for hazardous waste containers in 

all appropriate places.  

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

05.05.10 Proper Disposal of 

Nonreusable Sharps 

Contaminated, nonreusable sharps must 

be discarded in a puncture resistant, 

approved container, located as near as 

possible to the point of use. 

 

Occupational Health and Safety 

Administration Standard 1910.1030 (d) 

through (h) Bloodborne pathogens, subpart 

Z.  Containers should be wall mounted and 

located out of reach of children.  

 

OBSERVATION 

Look for sharps containers. Are they 
adequately maintained and located off 

the floor and out of the reach of children? 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
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05.05.11 Hazardous Waste Properly 

Controlled 

Hazardous materials such as regulated 

medical waste, sharps, radioactive waste 

etc., must be stored in a controlled 

location and disposed of in accordance 

with local, state, and federal regulations.  

No additional information. OBSERVATION, INTERVIEW AND 

DOCUMENT REVIEW 

▪ Ask responsible individuals for 

records of disposal of waste.  

▪ Review polices.   

▪ Ask how waste is stored, accounted 

for between pick-ups, etc. 

▪ Look at storage or disposal areas. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

05.06.01 Housekeeping Services 

There must be policies and procedures 

relating to the description and scope of 
practice of housekeeping services. 

When contracts are used, the 

physician/dentist’s office is responsible for 

quality control. 

OBSERVATION AND DOCUMENT 

REVIEW 

▪ Review housekeeping polices.  

□ Are they adequate to assure on 

going cleanliness?   

▪ Observe for compliance. 

 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

05.06.02 IC Officer Approves 

Cleaning Supplies 

The infection control officer or 

consultant must review and approve 

cleaning supplies.  

 

All cleaning products and dilution ratios, 

used in the physician/dentist’s office must 

meet infection control standards. 

INTERVIEW 

Discuss housekeeping with the infection 
control officer. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

 

05.06.03 Facility Free of Rodent & 

Insect Infestation 

Provisions must be in effect to ensure 

that the physician/dentist’s office 

premises are maintained free of rodent 

and insect infestation. 

Services may be contracted.  When 

contracts are used the physician/dentist’s 

office is responsible for quality control. 

OBSERVATION AND DOCUMENT 

REVIEW 

▪ Review policies or contracts for 

service.   

▪ Observe for rat or mouse droppings 

or the presence of flies, ants, or other 

insects. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
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General Note   Doorways, stairwells corridors and passageways used by patients are: of adequate width to allow for easy movement of all patients (including those on 

stretchers or in wheelchairs) and in case of stairwells, equipped with firmly attached handrails on at least one side. There is at least one toilet in the physician/dentist 

office, which is accessible and constructed to allow use by ambulatory and non-ambulatory individuals. At least one entrance is useable by individuals in wheelchairs. In 

multistory buildings, elevators are accessible to and usable by the physically impaired on the level that they use to enter the building and all levels normally used by the 

patients of the physician/dentist office. Parking spaces are large enough and close enough to the physician/dentist office to allow safe access by the physically impaired.  
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06.00.01 MS Membership & Clinical 

Privileges 

The Medical Staff of the 

physician/dentist’s office must be 

accountable to the Governing Body.      

The organization of the medical staff is left 

to the discretion of the physician/dentist’s 

office’s Governing Body, (membership on 

the Governing Body may include physician 

and nonphysician practitioners). Privileges 

granted, however, must be consistent with 
the license to practice in the State and the 

experience of each clinical practitioner. 

It is possible for a physician/dentist’s office 

to be owned and operated by one physician, 
who could be both the sole member of the 

governing body and also the sole member 

of the physician/dentist’s office’s medical 

staff.  In such cases the physician owner 

must nevertheless implement a formal 

process for complying with all medical 

staff regulatory requirements. 

DOCUMENT REVIEW 

▪ Review polices and documents for 

the professional staff.  

□ If organized, does the Governing 

Body approve the bylaws?  

□ If there is a single provider, are 

the credentials checked with a 

provider with similar credentials? 

 

 

 

 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

06.00.02 MS Membership & Clinical 

Privileges 

Members of the Medical Staff must be 

legally and professionally qualified for the 

positions to which they are appointed and 

for performance of privileges granted.  

The physician/dentist’s office grants 

privileges in accordance with 

recommendations from qualified medical 
personnel.   

 

The physician/dentist’s office is not 

required to follow each recommendation 

(e.g. acceptance or denial of privileges) but 

granting of privileges must be supported by 

recommendations. 

DOCUMENT REVIEW 

Select no more than five personnel 

records for medical staff members that 

have been granted clinical privileges and 

annotate on the survey report form if 

there is no documentation of personnel 

qualifications, privileges granted, 

appropriate records and other documents. 

 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

06.00.03 Reappraisals 

Medical staff privileges must be 

periodically reappraised by the 
physician/dentist’s office. The scope of 

procedures performed in the 

physician/dentist’s office must be 

periodically reviewed and amended as 

appropriate.    

The physician/dentist’s office’s governing 

body must have a process reappraising the 

medical staff privileges granted to each 

practitioner. HFAP recommends a 

reappraisal at least every 24 months. The 

reappraisal must include:  

▪ Review of the practitioner’s current 

credentials 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Review personnel records for all 
medical staff members that have been 

granted clinical privileges and 

annotate on the survey report form if 

there is no documentation of 

reappraisals being performed in a 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
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The medical staff, as a body or as a 

committee, will review and make 

recommendations to the governing body 

on all applications for reappointment to 

the professional staff.  The 
physician/dentist’s office must have a 

policy on this function.   

 

▪ The practitioner’s specific case record, 

including measures employed in the 

physician/dentist’s office’s quality 

assurance/performance improvement 

program, such as emergency transfers to 

hospitals, postsurgical infection rates, 

other surgical complications, etc.  

The physician/dentist’s office’s governing 

body should use a similar process, 

including the recommendation of qualified 
medical personnel, for the periodic 

reappraisal as it used when initially 

granting privileges.  

Based on the evidence, the 
physician/dentist’s office’s governing body 

must decide whether to continue the 

practitioner’s current privileges without 

change, or to amend those privileges by 

contracting or expanding them, or by 

withdrawal of the practitioner’s privileges 

entirely.  

The physician/dentist’s office must also 

reappraise a practitioner any time the 

practitioner seeks to perform procedures 

outside the scope of previously-granted 

procedures.  

The physician/dentist’s office should also 

develop triggers for reappraisal of 

privileges outside the periodic reappraisal 

schedule, for example, any instance of 

gross misconduct by the practitioner.  

In the case of a physician/dentist’s office 

whose sole member of the governing body 

is also a member of the physician/dentist’s 

office’s medical staff, it would be advisable 

to seek the recommendation of outside 

qualified medical personnel who review not 

timely manner. 

▪ Discuss procedures with medical 

director and ask for examples of 

activity or minutes to verify activity. 
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only the physician’s credentials but also 

evidence of the physician’s performance in 

the physician/dentist’s office. 

 

06.00.04 Other Practitioners 

If the physician/dentist’s office assigns 

patient care responsibilities to 

practitioners other than physicians, it must 

have established policies and procedures, 

approved by the governing body, for 

overseeing and evaluating their clinical 

activities.  

Allied Health Practitioners (AHP) 

privileges must be consistent with federal 

and state regulations applicable to their 

specific profession. 

 

The Governing Body should define and 

establish policies for each category of 

provider allowed to practice in the 

physician/dentist’s office determine the 

level of activities allowed for each category 

and the level of documented physician 
oversight or presence, if any, that is 

required for those activities. The Governing 

Body will also establish polices for the 

AHPs (nurse anesthetists physicians’ 

assistants or advanced nurse practitioners). 

Credentialing of AHPs must be comparable 

with those standards applying to physicians 

include AHPs of that discipline, if 

available, knowledgeable as to the 

applicant’s performance. However, peer 

review must include AHPs of that 

discipline, if available, knowledgeable as to 
the applicant’s performance. If there are 

AHPs of the same credentials, they should 

do the peer review.  

DOCUMENTS 

▪ Review Governing Body’s definitions 

and policies for AHPs.  

▪ Review personnel files for all AHP 

with privileges to practice to 

determine whether credential files for 

appointment, reappointment and 

privileging are consistent with that 

applied to physicians.  

▪ Check for the presence of same 

discipline peer review, presence or 

absence of required physician 

oversight or presence when 

performing privileged processes and 
required documentation by the 

physician if oversight or presence is 

required.  

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

06.01.01 For future use    

06.01.02 Time Frames for Follow-Up 

H&P 

The Medical Staff periodically reviews 

and makes recommendations to the 
Governing Body on the scope and time 

frame for when follow-up histories and 

physicals must be completed.  

 

Single practice providers should use 

established professional guidelines or 

accomplish this review in conjunction with 

another provider of similar training and 
credentials. 

INTERVIEW AND DOCUMENT 

REVIEW 

Discuss procedures with medical director 

and ask for examples of activity or 

minutes to verify activity.  

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
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06.01.03 Defining Limits on 

Procedures 

The Medical Staff periodically reviews 

and makes recommendations to the 

Governing Body on defining limitations 

on procedures to be performed in any 

given level of procedure room or suite. 

 

Single practice providers should use 

established professional guidelines or 

accomplish this review in conjunction with 

another provider of similar training and 

credentials. 

INTERVIEW AND DOCUMENT 

REVIEW  

Discuss procedures with medical director 

and ask for examples of activity or 

minutes to verify activity. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

 

06.01.04 Medical Staff Recommends 

all Professional Staff 

The medical staff, as a body or as a 

committee, must review and make 

recommendations to the Governing Body 

on all applications to the professional 

staff. 
 

No additional information.  

 

INTERVIEW AND DOCUMENT 

REVIEW  

▪ Discuss procedures with medical 

director and ask for examples of 

activity or minutes to verify activity.  

▪ View 10% of staff records for 

evidence verification, reference 

letters, peer review, etc. 

 

 

  Compliant 
  Not Compliant 
  NA (solo practice) 

 
 
COMMENTS: 
      

 

06.01.05 Management of Incompetent 

or Impaired Provider 

Peer evaluation must include provisions 

for identifying and appropriate 

management of an incompetent or 

impaired provider. 

This should be an ongoing activity. INTERVIEW AND DOCUMENT 

REVIEW  

Discuss procedures with medical director 

and ask for examples of activity or 

minutes to verify activity.  

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

06.01.06     Potential Removal of 

Professional During a Critical 

Procedure 

When appropriate, the medical staff must 

consider, make recommendations and 

provide for the sudden removal of a 

professional during a critical procedure. 

 

Policies should provide a checklist 

identifying steps to be taken in the care of 

the patient pending arrival of a suitable 

replacement.  

INTERVIEW AND DOCUMENT 

REVIEW  

Discuss procedures with medical director 

and ask for examples of activity or 

minutes and policies to verify activity. 

 

  Compliant 
  Not Compliant 

 
 
COMMENTS: 
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06.01.07 Medical Staff Participates 

in QAPI Activities 

The Medical Staff participates as a body 

or by individual members in the 

physician/dentist’s office QAPI activities 

as specified in these standards. 

 

No additional information. DOCUMENT REVIEW  

Review minutes of the QAPI committee. 

 

  Compliant 
  Not Compliant 

 
 
COMMENTS: 
      

 

06.01.08 Patient Monitoring 

Frequency 

The Medical Staff periodically reviews 

and makes recommendations to the 
Governing Body on the minimum 

frequency of monitoring and recording of 

critical physiological measures of patients 

before, during and after permitted 

procedures. 

 

Single practice providers should use 

established professional guidelines or 

accomplish this review in conjunction with 

another provider of similar training and 

credentials. 

 

 

 

INTERVIEW AND DOCUMENT 

REVIEW 

Discuss procedures with medical director 

and ask for examples of activity or 
minutes to verify activity. 

 

  Compliant 
  Not Compliant 

 
 
COMMENTS: 
      

 

06.01.09 Tissues Exempt from 

Pathological Examination 

The Medical Staff periodically reviews 

and makes recommendations to the 

Governing Body, on which tissues, 

removed during a procedure, are exempt 

from pathological examination. 

 

Single practice providers should use 

established professional guidelines or 

accomplish this review in conjunction with 

another provider of similar training and 

credentials. 

INTERVIEW AND DOCUMENT 

REVIEW 

Discuss procedures with medical director 

and ask for examples of activity or 

minutes to verify activity. 

 
  Compliant 
  Not Compliant 
  NA (Facility does not 

remove tissue) 
 
COMMENTS: 
       

06.01.10 Discharge Criteria 

The Medical Staff periodically reviews 

and makes recommendations to the 

Governing Body, on discharge criteria, if 

any, for discharge from post-anesthesia 

observation. 

 

Single practice providers should use 

established professional guidelines or 

accomplish this review in conjunction with 

another provider of similar training and 

credentials. 

INTERVIEW AND DOCUMENT 

REVIEW  

Discuss procedures with medical director 

and ask for examples of activity or 

minutes to verify activity. 

 
  Compliant 
  Not Compliant 

 
 
COMMENTS: 
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06.01.11 Diagnostic Studies 

The Medical Staff periodically reviews 

and makes recommendations to the 

Governing Body, on relevant diagnostic 

studies, which must be on the medical 

record prior to any procedure. 

 

Single practice providers should use 

established professional guidelines or 

accomplish this review in conjunction with 

another provider of similar training and 

credentials. 

INTERVIEW AND DOCUMENT 

REVIEW 

 Discuss procedures with medical 

director and ask for examples of activity 

or minutes to verify activity. 

 

  Compliant 
  Not Compliant 

 
 
COMMENTS: 
      

06.01.12 Resolution of Abnormal 

Diagnostic Studies 

The Medical Staff periodically reviews 

and makes recommendations to the 

Governing Body, on the requirements for 
the resolution of abnormal diagnostic 

studies prior to a procedure.  

Single practice providers should use 
established professional guidelines or 

accomplish this review in conjunction with 

another provider of similar training and 

credentials. 

INTERVIEW AND DOCUMENT 

REVIEW 

Discuss procedures with medical director 

and ask for examples of activity or 

minutes to verify activity. 

 

  Compliant 
  Not Compliant 

 
 
COMMENTS: 
      

 

06.01.13 Scope & Time Frame for 

H&P 

The Medical Staff periodically reviews 

and makes recommendations to the 

Governing Body on the scope and time 

frame for when an initial history and 

physical exam must be completed. All 
physician/dentist’s office (s) must 

comply. 

Single practice providers should use 

established professional guidelines or 

accomplish this review in conjunction with 

another provider of similar training and 

credentials. 

INTERVIEW AND DOCUMENT 

REVIEW 

Discuss procedures with medical director 

and ask for examples of activity or 

minutes to verify activity.  

 

  Compliant 
  Not Compliant 

 
 
COMMENTS: 
      

06.01.14 Minimum Staff & 

Personnel Training 

The Medical Staff periodically reviews 

and makes recommendations to the 

Governing Body on minimum staffing and 

personnel training requirements for each 

class of suite or critical area of the 

physician/dentist’s office. 
 

Single practice providers should use 

established professional guidelines or 

accomplish this review in conjunction with 

another provider of similar training and 
credentials. 

INTERVIEW AND DOCUMENT 

REVIEW 

Discuss procedures with medical director 

and ask for examples of activity or 

minutes to verify activity. 

 

  Compliant 
  Not Compliant 

 
 
COMMENTS: 
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06.01.15 Working Definition of 

Moderate (Conscious) Sedation 

The Medical Staff periodically reviews 

and makes recommendations to the 

Governing Body on a working definition 

of moderate sedation (conscious 

sedation), and the level of physiological 

monitoring required when this form of 

anesthesia is employed. 

 

Single practice providers should use 

established professional guidelines or 

accomplish this review in conjunction with 

another provider of similar training and 

credentials. 

INTERVIEW AND DOCUMENT 

REVIEW 

Discuss procedures with medical director 

and ask for examples of activity or 

minutes to verify activity. 

 

  Compliant 
  Not Compliant 
  NA (Facility does not 

perform conscious 
sedation) 
 
COMMENTS: 
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07.00.01 Nursing Services 

The nursing services of the 

physician/dentist’s office must be 

directed and staffed to assure that the 

nursing needs of all patients are met.  

 

The physician/dentist’s office must ensure 

that the nursing service is directed under 

the leadership of an RN. The 

physician/dentist’s office must have 

documentation that it has designated an RN 

to direct nursing services.  

There must be sufficient nursing staff with 

the appropriate qualifications to assure the 

nursing needs of all physician/dentist’s 

office patients are met. This implies that 
there is ongoing assessment of patients’ 

needs for nursing care, and that identified 

needs are addressed. The number and types 

of nursing staff needed will depend on the 

volume and types of surgery the 

physician/dentist’s office performs. 

 

OBSERVATION, INTERVIEW AND 

DOCUMENT REVIEW 

▪ Review the staffing available for 

patients undergoing surgery during 

the survey. 

□ Are there sufficient staff to 

address each patient’s nursing 

needs? 

▪ Ask leadership to identify the person 

responsible for the direction of 

nursing services within the 
physician/dentist’s office. Is that 

person an RN? 

▪ Does the nursing staff have the 

appropriate qualifications for the 

tasks they are asked to perform? 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

07.00.02 Organization & Staffing 

Patient care responsibilities must be 

delineated for all nursing service 

personnel. Nursing services must be 

provided in accordance with recognized 

standards of practice. When a patient 

presents for a surgical procedure, there 

must be a registered nurse available to 
provide surgical care and emergency 

treatment as necessary. 

No specific staffing level is required 

except where state regulations may 
apply. 

 

Every nurse in the physician/dentist’s office 

must have clearly delineated assigned 

responsibilities for providing nursing care 

to patients. These assignments must be in 
writing; job descriptions would suffice for a 

general articulation of the responsibilities 

for each nurse. Individual patient 

assignments on a given day must be 

documented clearly in the assignment 

sheet. 

“Available” means on the premises and 

sufficiently free from other duties, enabling 

the individual to respond rapidly to 

emergency situations. Functions, 

qualifications, and patient care 

responsibilities should be delineated for all 

nursing personnel. 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Select a random sample of surgical 

cases. Not whether registered nurses 

are onsite and available for 

emergencies during hours of 

operation.  

▪ Policy must explain current 
acceptable standards of practice. 

Recognized standards of practice are 

standards promoted by national, state, 

and local nursing associations, 

relating to safe and effective nursing 

services. 

▪ Discuss staffing policies. 

 

 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
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07.00.03 Job Description 

All staff must have a job description with 

defined duties and responsibilities. All 

licensed staff must have evidence of a 

current license in their employee file. 

 

No additional information. DOCUMENT REVIEW 

Review employee files for evidence of 

job description. Review licensed staff 

filed (RN, LPN, etc.) for current 

licensure. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

07.01.01 Non-licensed Nurses - 

Supervision 

Non-licensed nursing personnel who 

work with patients must do so under the 

supervision of licensed persons. 

No additional information. INTERVIEW AND DOCUMENT 

REVIEW 

▪ Review policies and discuss issues 

with various staff members. 

▪ Review employee files for duties and 

approval by RN. 

 

 
  Compliant 
  Not Compliant 
  NA (No unlicensed 

personnel) 
 
COMMENTS: 
      

07.01.02     Patients Assessed During 

Surgical Course 

Preoperatively and during the surgical 

course the patient must be assessed 

medically, surgically and cognitively, by 

a registered nurse.   

 

Preoperative educational needs should be 

assessed in order to prepare the patient with 

materials postoperatively.  

DOCUMENT REVIEW 

Review clinical records for nursing 

assessments.  

 

 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

07.01.03 Practice Within Scope of 

State Practice Acts 

All individuals, providing nursing care, 

must perform duties only within the 

scope of state practice acts. 

 

No additional information. DOCUMENT REVIEW 

Check the Nurse Practice Act against job 

descriptions. 

 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
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07.01.04 Administration of 

Medications 

Medications must be administered only 

by individuals licensed to do so or under 

the direct supervision of a licensed 

provider. The physician/dentist’s office 

shall have policies and procedures to 

administer medications that are current. 

When state practice acts permit non-

licensed or directly supervised individuals 

to administer medications, the 

physician/dentist’s office will ensure that 

those individuals meet all state 
requirements and a licensed pharmacist or 

registered nurse provides periodic 

monitoring and review. 

DOCUMENT REVIEW 

Review policies and procedures to 

administer medications. Determine that 

there is direct supervision and a current 

license when required.  

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
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08.00.01 Medical Record for Each 

Patient. 

The physician/dentist office must 

maintain complete, comprehensive, and 

accurate medical records to ensure 

adequate patient care. 

Medical records should be properly indexed 

and readily retrievable. The policy manual 

must address retention, preservation, and 

confidentiality of the medical records. 

OBSERVATION AND DOCUMENT 

REVIEW 

▪ Verify that medical records are 

protected from fire and unauthorized 

access, and properly stored. 

▪ Review a sample of active and closed 

medical records for completeness and 

accuracy in accordance with federal 

and state laws and regulations and 

hospital policy.  

▪ If patient records are not collected in 

a systematic manner for easy access, 

annotate this on the survey report 

form. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

08.00.02 Organization 

The physician/dentist office must 

develop and maintain a system for the 

proper collection, storage, and use of 

patient records.   

  

 

The physician/dentist office must have a 

documented system that enables it to 

systematically develop a unique medical 

record for each patient, permit timely 

access to the medical record to support the 
delivery of care, and to store records. 

Records may exist in hard copy, electronic 

format, or a combination of the two media.  
  
The regulation does not prescribe how long 

a closed record is to be maintained by the 

physician/dentist office states have laws 

governing retention of medical records.  
 

OBSERVATION AND DOCUMENT 

REVIEW 

▪ Review physician/dentist office 

policies covering medical records. 

□ Are there systems that safeguard 

the retention of medical records? 

▪ View a sample of records storage for 

compliance. 

▪ If the physician/dentist office 

employs a fully or partially electronic 

medical record system, ask clinical 

personnel to demonstrate how they 

use the system, in order to determine 

whether they are able to make entries 

and access needed information in 

order to support the provision of care.  

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
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08.00.03 Form & Content of Record 

The physician/dentist office must 

maintain a medical record for each 

patient. Every record must be accurate, 

legible, and promptly completed.  

Medical records must include at least the 

following:              

1. Patient identification 

2. Significant medical history and 

results of physical examination 

3. Preoperative diagnostic studies 

(entered before surgery), if 

performed 

4. Findings and techniques of the 

operation including a pathologist’s 

report on all tissues removed during 

surgery, except those exempted by 

the Governing Body 

5. Any allergies and abnormal drug 

reactions 

6. Entries related to anesthesia 

administration 

7. Documentation of properly executed 

informed patient consent 

8. Discharge diagnosis 

 

The medical record must contain all of the 

required elements listed in the regulation.   
Specifically:  
▪ The identity of the patient must be clear 

through use of identifiers such as name, 
date of birth, social security number, 

etc. 

▪ A comprehensive medical history and 

physical assessment (H&P) completed 

and entered into the medical record. 

▪ If preoperative diagnostic studies were 

performed, they must be included in the 

medical record prior to the start of 

surgery. 

▪ An operative report that describes the 

surgical techniques and findings. A 

pathologist’s report on all tissues 
removed during surgery must also be 

included, unless the governing body has 

adopted a written policy exempting 

certain types of removed tissue from 

this requirement. Depending on the type 

of surgery performed, tissue may or 

may not routinely be removed during 

surgery; no pathologist’s report is 

required when no tissue has been 

removed. The governing body’s policy 

on exemption should provide the 
clinical rationale supporting the 

exemption decision. 

For example, a physician office that 

performs cataract removal and 
implantation of an artificial lens might 

exempt from the pathologist’s report 

requirement the ocular lens removed in 

routine procedures where there is no 

indication suggesting the presence of 

DOCUMENT REVIEW 

▪ Review the medical record for 

legibility, completeness and history 

and physical.   

▪ Verify that the eight requirements are 

documented.  

▪ Request a list of approved 

exemptions to a pathology report.  

▪ Review medical records for presence 
of pathologist reports. Select five 

medical records and annotate whether 

the exemptions contained therein are 

consistent with those exemptions 

previously approved. 

 

 

 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
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other disease for which a pathology 

analysis should be required. On the 

other hand, it generally would not be 

reasonable to exempt intestinal polyps 

removed during a colonoscopy, since a 

pathologist’s analysis of the tissue 
would be required to confirm whether or 

not the polyp(s) were malignant 

growths.  

• The patient’s history of allergies or 

abnormal drug reactions prior to the 

surgery, as well as any allergies or 

abnormal drug reactions that occurred 

during or after the surgery prior to 

discharge. 

• Information related to the administration 

of anesthesia during the procedure and 

the patient’s recovery from anesthesia 
after the procedure.  

• Documentation of a properly executed 

informed patient consent. A well-

designed informed consent process 

would most likely include a discussion 

of the following elements: 
□ A description of the proposed 

surgery, including the anesthesia to 

be used. 

□ The indications for the proposed 

surgery. 

□ Material risks and benefits for the 

patient related to the surgery and 

anesthesia, including the likelihood 

of each, based on the available 

clinical evidence, as informed by the 

responsible practitioner’s clinical 

judgment. Material risks could 

include risks with a high degree of 

likelihood but a low degree of 
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severity, as well as those with a very 

low degree of likelihood but a high 

degree of severity. 

□ Treatment alternatives, including the 

attendant material risks and benefits. 

□ Who will conduct the surgical 

intervention and administer the 

anesthesia. 

□ Whether physicians other than the 

operating practitioner will be 
performing important tasks related 

to the surgery.  

Important surgical tasks include 

opening and closing, dissecting 

tissue, removing tissue, harvesting 

grafts, transplanting tissue, 

administering anesthesia, implanting 

devices and placing invasive lines; 

□ Whether, as permitted by state law, 

qualified medical practitioners who 

are not physicians will perform 

important parts of the surgery or 

administer the anesthesia, and if so, 
the types of tasks each type of 

practitioner will carry out; and that 

such practitioners will be 

performing only tasks within their 

scope of practice for which they 

have been granted privileges by the 

hospital 

▪ Documentation of the patient’s 

discharge diagnosis. The record should 

also include the patient’s disposition, 

i.e., whether the patient was discharged 

to home (including to a nursing home 

for patients already resident in a nursing 

home at the time of surgery), or transfer 
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to another healthcare facility, including 

emergent transfers to a hospital. 
 

08.00.04 For future use    

08.01.01 Procedures for Release of 

Information 

The physician/dentist office must have 

written procedures to govern the use, 

removal of, and the condition for release 

of information. 

 

The physician/dentist office must obtain the 

patient’s written consent before releasing 

information not required to be released by 

law. 

DOCUMENT REVIEW  

Review physician/dentist office policies 

covering medical records release. 

 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

08.01.02 Record Retention 

The physician/dentist office must retain 

clinical record information (whether 

electronic or paper format) for a period 

of time as prescribed by federal or state 
statute, whichever is longer. Provision 

must also be made for the maintenance of 

records for that period of time in the 

event that the physician/dentist office is 

no longer able to treat patients. 

 

No additional information. INTERVIEW AND DOCUMENT 

REVIEW 

Review policies and discuss compliance 

with medical records technician 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

08.01.03 Record Storage & Security 

Clinical records must be stored in secure 

locations, away from access by 

unauthorized individuals and secure from 

destruction by fire or disaster. 

Electronic Medical Record (EMR): if this 

is used, access must be appropriate to 

employee role as defined by the 

provider’s organization. 

Records should be in locked areas when not 

attended. Storage must be behind 1 hr. fire 

rated doors and under approved fire 

sprinklers or in fire resistant, lockable file 

containers. The organization should have a 

disaster control plan if subject to natural 
disaster such as hurricanes, floods, or 

tornadoes. 

 

OBSERVATION, INTERVIEW AND 

DOCUMENT REVIEW 

▪ Review storage areas.  

□ If an EMR used, determine the 

security of the computer system. 

▪ Review disaster plan for inclusion of 

protection of medical records. 

 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

102



                CHAPTER 8 │ MEDICAL RECORDS 

 

STANDARD 
 

 

ADDITIONAL INFORMATION 

 

SCORING PROCEDURE 

 

SCORE 

 

           2020 │Accreditation Requirements for Ambulatory Specialty Care                                                                                                                                                        8 - 6 

 

08.02.01    List of Abbreviations & 

Symbols 

The physician/dentist office must 

establish and periodically update a list of 

acceptable abbreviations and symbols for 

use in clinical records. 

No additional information. DOCUMENT REVIEW 

Review a copy of current list. 

Review for compliance during medical 

record review. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

08.02.02 Patient Record Established 

at First Visit 

Each patient must have a clinical 

treatment record established at the time 
of the first visit. 

The clinical and patient data should be 

available for the provider to use during the 

first visit. Collation of material within the 

record jacket may be completed after the 
visit. 

 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Review polices on record 

maintenance. 

▪ Ask providers about records. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

08.02.03 Medical Record Distinct 

Identifier 

Each medical record must have a distinct 

identifier, unique for each patient, and 

documentation on each patient must be 
consolidated into one clinical record. 

Each page within the record will contain 

patient identification. 

Large, bulky records may be split into more 
manageable ones by placing older 

information into chronological volumes. A 

summary of older information should be 

placed in the current, active volume.  

Distinct episodes of care such as surgical 

procedures may be filled as a separate 

volume under the same identifier with a 

treatment summary filled in the active 

volume. 

 

OBSERVATION AND INTERVIEW 

▪ Discuss policies with records 

technician. 

▪ View record maintenance. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

08.02.04 Medical Records Accurate, 

Organized, & Accessible 

All physician/dentist office medical 

records must be arranged in a consistent 

manner, appropriate to the scope and 

complexity of services offered. The 
medical records must be accurate, readily 

accessible and systematically organized. 

 

Exceptions to standardization may be made 

for specific programs when it is reasonable 
to do so or recommended by the 

professional staff. 

 

 

 

 

 

INTERVIEW 

Ask providers about standardization and 

easy access to information in files. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
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08.02.05 For future use     

08.03.01 Medical Record Content 

The medical record must also include:  

1. A record of all medications, 

treatments, advise, or evaluations 

ordered or provided.  

2. A legible, chronological record of 

care given, which must be 

authenticated by the provider of that 

care, with the date care was provided  
and the time care was provided when 

appropriate. 

3. As appropriate, each visit will 

include the Subjective complaint, the 

Objective findings, an Analysis and 

a Treatment Plan with follow-up 

instructions. 

When an oral order for medication is given, 

that order shall be counter signed by the 

prescribing physician as soon as possible.  

 

SOAP format is not required for every 
entry when a satisfactory substitute is used 

 

 

 

 

 

 

 

 

 

 

 

DOCUMENT REVIEW 

Review treatment records for required 

elements. 

 

 

 

 

 

 
 

 

 

 

 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

08.03.02 Medical Record Content 

(cont’d) 

For patients seen more than once, the 

clinical record must contain a list of 

chronic conditions, including chronic 

medications, and an updated list of 

appropriate preventive medicine 

evaluations and treatments. 

No additional information  DOCUMENT REVIEW 

Review treatment records for required 

elements 

 

 

 

 

 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

08.03.03 Time Frame for Completion 

of Physical Examination 

The physician/dentist office, in 

conjunction with the professional staff, 

must define time frame for completion of 

any physical examination (PE) required 
based upon the care to be provided, or 

procedure to be performed. 

The physician/dentist office should also 

define time frame when PE must be 

repeated. 

Specific attention should be given to pre-

procedure and preoperative requirements. 

 
 

DOCUMENT REVIEW 

Review treatment records for required 

elements.  Determine if there is a policy 

regarding time frame the physical exam 

must be completed 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
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08.03.04 Scope of Medical Record 

Defined 

The physician/dentist office must define 

the scope of the medical, dental, family, 

work, drug or alcohol use, psychosocial 

history(s) to be obtained and documented 

and the time frame when the history(s) 

must be completed. 

No additional information. DOCUMENT REVIEW 

▪ Review treatment records for required 

elements.  

▪ Determine if there is a policy 

regarding scope and time history 

must be completed. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

 

 

 

08.03.05 For future use    

08.03.06 For future use    

08.03.07     Documentation 

Requirements Defined 

The physician/dentist office must 

establish or implement evaluation and 

documentation requirements for specific 

conditions or care in accordance with 

professional recommendations and 

standards. 

No additional information. 

 

DOCUMENT REVIEW 

▪ Review treatment records for required 

elements.  

▪ Determine if there is a policy 

regarding evaluation and 

documentation requirements. 

 

 

 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

08.03.08 Medical Record – Drugs 

Medical records entries for prescribed 

drugs must include at least:  

a. Drug name 

b. Dosage 

c. Amount prescribed 

d. Directions for taking or using 

e. Frequency of usage 

f. Patient’s name 

g. Patient’s number 

h. Allergies 

No additional information. DOCUMENT REVIEW 

Review medical records. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
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08.04.01 Each Patient under Care of 

a Physician 

The care of each patient must be under 

the supervision of, or provided by, a 

physician licensed, certified, or registered 

in the state or territory where the care is 

provided. 

No additional information. DOCUMENT REVIEW 

Review treatment records for required 

elements.  Determine there is a policy for 

the care of each patient. 

 

 

 

 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

08.04.02 Roster of Privileges 

The physician/dentist office must 

maintain a roster, specifying current 

delineated surgical privileges of each 

practitioner. 

No additional information. DOCUMENT REVIEW 

Review the surgical roosters and 

determine whether it is current.  

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

08.04.03 Therapeutic Environment 

The therapeutic environment, including 

professional staffing, space, equipment, 

security features and staff training must 

be consistent with the acuity of services 

rendered and advertised. 

 

No additional information. 

 

OBSERVATION 

Take note of environment and equipment 

during area visits. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

08.04.04 Required Emergency 

Training 

The physician/dentist office  in 

conjunction with the medical director 

must determine the level of initial and 

recurrent emergency training required for 

each level of staff.  

Recurrent training includes Basic and 

Advanced Life Support and Pediatric 

Advanced life support. Requirements may 

be discipline specific. Overall, 
requirements should be consistent with 

advertised services. 

 

INTERVIEW AND DOCUMENT 

REVIEW 

Review policy requirements for training 

and discuss issues with medical director.   

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

08.04.05 Documentation of Care 

Provided 

All providers of care must only act 

within the limitations of state or 

territorial practice acts and will document 

their findings, advice, evaluation or 

No additional information. DOCUMENT REVIEW 

▪ Review medical records.  

▪ Review documentation policy. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
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treatments in sufficient detail that the 

scope of the interaction is clear. 

 

08.04.06 Countersignatures 

Requirements 

The corresponding professional staff 

must countersign entries in the clinical 
record made by assistant level personnel. 

Independent medical record entries must be 
authenticated including the professional 

status of those making the entries. 

DOCUMENT REVIEW 

Review policies and medical records 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

08.04.07 For future use    

08.04.08 For future use 

 

   

08.05.01 Informed Consent 

The informed consent must explain the 

planned intervention fully in language 

the patient is capable of understanding. 

When a translator is used, that must be 
indicated, and the translator must sign the 

informed consent as well. There shall be 

current policies and procedures on 

informed consent in the medical staff 

bylaws and/or Governing Body bylaws.   

The informed consent should be in 
accordance with applicable laws or state or 

federal regulation. A written, dated and 

signed consent must be obtained from the 

patient or family, legal guardian as 

appropriate when: 

1. Any surgical, invasive or hazardous 

procedure is planned 

2. Any research project 

3. Experimental or unusual medications 

 

DOCUMENT REVIEW 

Review policies and medical records. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

08.05.02 Patient’s Values Considered 

Consideration must be given to the 

patient’s spiritual, cultural and 

psychological values and needs. 

No additional information. 

 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Review polices covering this area. 

▪ Ask staff for examples of when 
questions have been raised and how 

they were addressed. 

 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

08.05.03 Patient Educational 

Materials 

The physician/dentist office must 

maintain a supply of relevant patient 

Patient education materials should include, 
as appropriate, a variety of approaches 

(pamphlets, brochures, audiovisual, etc.) 

and should be offered in languages, grade 

INTERVIEW AND DOCUMENT 

REVIEW 

Review patient education material. 

Discuss uses with nursing and providers. 

 

  Compliant 
  Not Compliant 
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education material reflecting the top 10 - 

20 diagnoses, or the more important 

conditions treated. Educational material 

should be offered in languages and grade 

levels (usually 4th grade) consistent with 

the patients who present to the office. 
 

levels and dialects consistent with those of 

the physician/dentist office patients. 

 

COMMENTS: 
      

 

08.05.04 For future use    

08.05.05 Discharge Planning 

Prior to discharge from the current 

session of care, the physician/dentist 

must determine the advisability and 

safety of the patient’s discharge 

destination make arrangements for 

follow-up care and provide for 

appropriate transportation to their home, 

if necessary. 

See also standard 08.02.08 that has a 

standard on discharge of a patient to their 

home. 

 

 

 

 
 

DOCUMENT REVIEW 

Review medical records for compliance. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

08.05.06 Patient’s Health & Safety 

Monitored throughout the Facility 

The physician/dentist office staff must 

have a process for monitoring the health 

and safety of patients throughout the 

facility, with specific emphasis on 

waiting areas.  

No additional information. OBSERVATION, INTERVIEW AND 

DOCUMENT REVIEW 

▪ Review policies and discuss routine 

procedures with staff. 

▪ Are waiting areas in view of at least 

some staff.  

□ Are patents left unattended in any 

area? 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

08.05.07 Evaluation of Patient’s 

Condition 

All physician/dentist office must have a 

process for evaluating and re-evaluating 

the patient’s condition upon arrival and 

throughout their stay.  

There should be particular emphasis upon 

the condition of the patient upon arrival and 

the advisability of any delay in treatment. 

DOCUMENT REVIEW 

Review medical records for compliance. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
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08.05.08 For future use 

 

   

08.05.09 Precautions against 

Contagious Diseases 

The physician/dentist office must take 

precautions to eliminate or limit the 

exposure of susceptible individuals to 

those that may carry contagious diseases. 

No additional information. OBSERVATION AND INTERVIEW 

▪ During area visits look for 

compliance.   

▪ Ask staff how they handle various 

situations. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

08.05.10 For future use 

 

   

08.05.11 Telephone Advice Entered 

into Clinical Record 

When telephone advice is given, either 

during or after hours of operation, a 

summary of that advice must be entered 

into the clinical record. The ASC shall 

have a current policy and procedure for 

this function. 

The professional staff should review and 

approve of the system of triage or advice 

used. 

DOCUMENT REVIEW 

Check for defined policies and review 

medical records for documentation of 

telephone advice. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
      

08.06.01 Review of Complaint – 

Professional Component 

The physician/dentist office must review 

the professional component of 

complaints and forward 

recommendations to the CEO or their 

delegated representative. 
 

No additional information. 

 

 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Discuss procedures with medical 

director and ask for examples of 

activity or minutes to verify activity. 

▪ Review policy regarding complaint 

process. 

 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
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09.00.01 Pharmaceuticals 

The physician/dentist office must provide 

drugs and biologicals in a safe and 

effective manner, in accordance with 

accepted professional practice and under 

the direction of the individual responsible 

for pharmaceutical services.  

Accepted professional practice and 

acceptable standard of practice means 

patient care standards are established by the 

national, State and local professional 

associations regarding clinical use of drugs 
and biologicals.  

 

 

DOCUMENT REVIEW 

▪ Determine whether there are policies 

and procedures for safe handling of 

medications.  

▪ Check to see if there is a designated 

person for pharmacy services.   

 

 

 
  Compliant 
  Not Compliant 
  NA (No pharmacy 

services) 
 
COMMENTS: 
      

09.00.02 Administration of Drugs 

Drugs must be prepared and administered 

according to established policies and 

acceptable standards of practice.   

 

 

Drugs and biologicals used within the 

physician/dentist office must be 

administered to patients in accordance with 

formal policies the physician/dentist office 

has adopted, and those policies and the 
physician/dentist office’s actual practices 

must conform to acceptable standards of 

practice for medication administration. 

“Accepted professional practice” and 
“acceptable standards of practice” mean 

that drugs and biologicals are handled and 

provided in the physician/dentist office in 

accordance with applicable state and 

federal laws as well as with standards 

established by organizations with nationally 

recognized expertise in the clinical use of 

drugs and biologicals. This would include 

organizations such as the National 

Association of Boards of Pharmacy, the 

Institute for Safe Medication Practices, the 
American Society of Health-System 

Pharmacists, etc.  

The physician/dentist office must have 

policies and procedures designed to 

OBSERVATION AND DOCUMENT 

REVIEW 

▪ Is there evidence in the medical 

records reviewed that there is an 

order, signed by a physician or other 

qualified practitioner, for every drug 

or biological administered to the 

patient? 

▪ Are drugs or biologicals administered 

only by licensed nurses (RN, LPN) as 

permitted under Federal or State law 

and the physician/dentist office’s 

policy? 

▪ Determine whether medications are 

properly labeled, stored, and have not 

expired. 

▪ Determine if the licensed healthcare 

professional who is in charge of the 

physician/dentist office’s 

pharmaceutical services is responsible 
for determining that all drug records 

are in order and that an account of all 

scheduled drugs is maintained and 

periodically reconciled. 

 

  Compliant 
  Not Compliant 

 
COMMENTS: 
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promote medication administration 

consistent with acceptable standards of 

practice. The policies and procedures 

should address issues including, but not 

limited to: 

▪ A physician/dentist or other qualified 

member of the medical staff acting 

within their scope of practice must issue 

an order for all drugs or biologicals 
administered in the office. The 

administration of the drugs or 

biologicals must be by, or under the 

supervision of, nursing or other 

personnel in accordance with applicable 

laws, standards of practice and the 

policies of the physician/dentist office. 

▪ Following the manufacturer’s label, 

including storing drugs and biologicals 

as directed; disposing of expired 

medications in a timely manner; using 

single-dose vials of medication for one 

patient only; etc. 

▪ Avoiding preparation of medications 

too far in advance of their use.  For 

example, while it may appear efficient 

to pre-draw the evening before all 

medications that will be used for 

surgeries scheduled the following day, 
this practice may, depending on the 

particular drug or biological, promote 

loss of integrity, stability or security of 

the medication. 

▪ Any pre-filled syringes must be initialed 

by the person who draws it, dated and 

▪ Determine if facility policy and 

procedures minimize scheduled drug 

diversion. 

▪ Is the physician/dentist office’s 

system capable of readily identifying 

loss or diversion of all controlled 

substances in such a manner as to 

minimize the time between the actual 

losses or diversion to the time of 
detection and determination of the 

extent of loss or diversion?  
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timed to indicate when they were 

drawn, and labeled as to both content 

and expiration date. 

▪ Employing standard infection control 

practices when using injectable 

medications. 

There must be records of receipt and 

disposition of all drugs listed in Schedules 

II, III, IV, and V of the Comprehensive 

Drug Abuse Prevention and Control Act of 

1970, if the physician/dentist office uses 

any such scheduled drugs. The 

physician/dentist office’ s policies and 
procedures should also address the 

following: 

▪ Accountability procedures to ensure 

control of the distribution, use, and 

disposition of all scheduled drugs. 

▪ Records of the receipt and disposition 

of all scheduled drugs must be current 

and must be accurate. 

▪ Records to trace the movement of 

scheduled drugs throughout the office. 

▪ The licensed healthcare professional 

who has been designated responsible for 

the physician/dentist office’s 

pharmaceutical services is responsible 

for determining that all drug records are 
in order and that an account of all 

scheduled drugs is maintained and 

reconciled. 

▪ The record system, delineated in 
policies and procedures, tracks 
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movement of all scheduled drugs from 

the point of entry into the office to the 

point of departure, either through 

administration to the patient, 

destruction, or return to the 

manufacturer. 

This system provides documentation on 

scheduled drugs in a readily retrievable 

manner to facilitate reconciliation of the 
receipt and disposition of all scheduled 

drugs. 

▪ All drug records are in order and an 

account of all scheduled drugs is 
maintained and any discrepancies in 

count are reconciled promptly. 

▪ The physician/dentist office’s system is 

capable of readily identifying loss or 
diversion of all controlled substances in 

such a manner as to minimize the time 

frame between the actual loss or 

diversion to the time of detection and 

determination of the extent of loss or 

diversion? 

 

09.00.03 Adverse Reactions 

Adverse reactions must be reported to the 

physician/dentist responsible for the 

patient and must be documented in the 

record. 
 

The physician/dentist office must have 
policies and procedures in place covering 

the administration and preparation of drugs 

and reporting of adverse drug reactions to 

the physician. 

All adverse drug reactions experienced by 

patients while in the office must be 

documented in the patient’s medical record.  

The physician/dentist office’s policies and 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Verify that policies and procedures 

address: 

□ Administration and preparation of 

drugs 

□ Reporting of adverse drug 

reactions to the physician 

▪ Interview clinical staff to ask them 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
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procedures must incorporate these 

requirements and office staff must be aware 

of and comply with them. 

Adverse reactions should be incorporated 

into the Quality Program. 

 

what steps they would take if a 

patient experiences an adverse 

reaction to a drug.  

□ Is staff aware of the requirement 

to promptly report this 

information to the 

physician/dentist on the medical 
staff that is responsible for the 

patient? 

 

09.00.04 Blood and Blood Products 

Blood and blood products must be 

administered by only physicians or 

registered nurses.   

 

If the physician/dentist office ever 

administers blood or blood products to 

patients, it may permit only a physician on 

the medical staff or an RN working in the 

office to administer blood and blood 
products.   
The physician/dentist office’s policies and 

procedures must specifically address this 

requirement, unless the office does not keep 

blood or blood products on hand and never 

administers such products to 

physician/dentist office patients. 

DOCUMENT REVIEW 

▪ Review ten medical records where 

blood and/or blood components have 

been administered for compliance. 

□ Determine whether the 

physician/dentist office’s policies 

specifically restrict administration 

of blood and blood products to a 

physician or RN.  

□ Determine from the record review 

whether anyone other than a 
physician on the medical staff or 

an RN administered the blood or 

blood product. 

 
  Compliant 
  Not Compliant 
  NA (Blood products 

not given) 
 
COMMENTS: 
      

09.00.05 Verbal Orders 

Orders given orally for drugs and 
biologicals must be followed by a written 

order, signed by the prescribing 

physician.   

 

Orders for drugs and biologicals that are 

transmitted as oral, spoken communications 

between the prescribing physician and the 

office’s licensed nursing staff, delivered 

either face-to-face or via telephone, 

commonly called “verbal orders,” must be 

followed by a written order that is signed 

by the prescribing physician. 

OBSERVATION AND DOCUMENT 

REVIEW 

▪ Does the office have policies and 

procedures addressing verbal orders? 

▪ Does it require the prescribing 

practitioner to sign, date, and time a 

written order as soon as possible after 

issuing the verbal order? 

  Compliant 
  Not Compliant 
  NA (No drugs or 

biological ordered) 
 
COMMENTS: 
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The prescribing physician must sign, date 

and time the written order in the patient’s 

medical record confirming the verbal order. 

This should be done as soon as possible 

after the verbal order is issued. 
In the office-based setting, medications 

prescribed for patients in recovery present a 

particular area of vulnerability in terms of 

the potential failure to follow-up a verbal 

order with a written order signed by the 

prescribing physician. 
 

▪ Do the office's policies and 

procedures for verbal orders include a 

"read back and verify" process where 

the licensed nurse who receives the 

order repeats it back to the 
prescribing physician to verify that 

the order was understood accurately? 

▪ Ask the licensed nursing staff how 

they handle verbal orders. Does their 
practice conform to the regulatory 

requirements?  Do they use a read-

back and verify process? 

▪ Review medical records for 
medication orders signed by the 

prescribing physician. 

 

09.01.01 Qualified Supervision of 

Pharmacy Services. 

When no full-time pharmacist is 

assigned, a qualified (by training or 

experience) individual must be 

designated to supervise pharmacy 
services. 

 

Individuals will usually be providers, 

nurses or other licensed individuals. This is 

only acceptable if pharmacy services do not 

include dispensing. Each state Nurse 

Practice Act cites specific duties allowable.  

DOCUMENT REVIEW 

Review documentation of appointment 

and qualifications for individual 

appointed. 

 
  Compliant 
  Not Compliant 
  NA (No pharmacy 

services) 
 
COMMENTS: 
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09.01.02 Pharmacy Operations 

Comply with Federal & State Statutes 

The physician/dentist office must comply 

with state and federal statutes governing 

pharmacy operations. Licenses are 

available and displayed as required. 

 

No additional information. OBSERVATION AND DOCUMENT 

REVIEW 

▪ Review policies. 

▪ Look for licenses. 

 
  Compliant 
  Not Compliant 
  NA (No pharmacy 

services) 
 
COMMENTS: 
      

 

09.01.03 Drugs Properly Locked & 

Controlled 

There must be a locked compartment 

with proper controls for all drugs. If the 

drugs are Schedule II, they will need to 

be double locked. Refrigerator 

temperatures must be logged daily. 

 

No additional information. OBSERVATION 

▪ Look for compliance during tour. 

□ Check temperature logs and the 
temperature in the refrigerator for 

accuracy.  

□ Check for locking of any narcotics 

or Schedule II drugs.   

 
  Compliant 
  Not Compliant 
  NA (No pharmacy 

services) 
 
COMMENTS: 
      

09.01.04 Controlled Drugs 

Separately Locked 

The physician/dentist office must provide 

separately locked, permanently affixed 

compartments for storage of controlled 

drugs listed in Schedule II of the 

Comprehensive Drug Abuse Prevention 

and Control Act of 1976 and other drugs 

subject to abuse.   

The requirement calls for a locked 

compartment within a locked compartment 

for all narcotics. 

 

 

 

 

 

 
 

OBSERVATION AND DOCUMENT 

REVIEW 

▪ Look for compliance during tour. 

▪ Review records to verify that they 

trace the movement of scheduled 

drugs throughout the office.  

□ Determine if there is a system, 

delineated in policies and 

procedures, that tracks movement 

of all scheduled drugs from the 

point of entry into the office to the 

point of departure, either through 

administration to the patient, 

destruction or return to the 

manufacturer.  

 

  Compliant 
  Not Compliant 
  NA (No pharmacy 

services) 
 
COMMENTS: 
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□ Determine if this system provides 

documentation on scheduled 

drugs in a readily retrievable 
manner to facilitate reconciliation 

of the receipt and disposition of 

all scheduled drugs.  

 

09.01.05 Reconciliation of 

Controlled Drugs 

There must be a record maintained, in 

sufficient detail as to facilitate accurate 
reconciliation, for the accounting of the 

receipt and dispensing of all controlled 

drugs consistent with federal 

requirements. 

 

No additional information. DOCUMENT REVIEW 

Review inventory list during tour to 

areas. 

 
 

 
  Compliant 
  Not Compliant 
  NA (No pharmacy 

services) 
 
COMMENTS: 
      

09.01.06 Drugs Accurately Labeled 

All drugs must be accurately labeled in 

accordance with current accepted 

professional principals, including the 

date a multiple dose vial was first 

opened. 

Once opened, multiple dose vials must be 

discarded when directed by the drug 

manufacturer, office polices, or when 

prudent to do so. Unless approved by the 

manufacturer this time must not exceed 30 

days. 

Any pre-filled syringes must be initialed by 

the person who draws it, dated and timed to 

indicate when they were drawn, and labeled 

as to both content and expiration date. 

 

OBSERVATION AND DOCUMENT 

REVIEW 

▪ Review policies. 

▪ Look for compliance during visits. 

□ Are all vials marked and within 

time limits? 

 
  Compliant 
  Not Compliant 
  NA (No pharmacy 

services) 
 
COMMENTS: 
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09.01.07 Professional Samples 

Maintained Separately 

Professional samples must not be mixed 

with other office pharmaceuticals and 

will be distributed only within federal 

and state guidelines. 

Samples must be monitored by the 

pharmacist or authorized member of the 

office staff. There must be a log with dates, 

lot numbers and inventory. 
Samples that are dispensed must be also 

logged into patient record with lot number 

and expiration date. 

 

OBSERVATION AND DOCUMENT 

REVIEW 

▪ Review storage of samples during 

tours.   

▪ Review logs. 

 
  Compliant 
  Not Compliant 
  NA (No samples) 

 
COMMENTS: 
      

09.01.08 Disposal of Outdated & 

Unusable Drugs 

Outdated, mislabeled and otherwise 

unusable drugs and biologicals must not 

be available for patients, and if discarded, 

must be disposed of in an approved 

manner.  

 

Drugs may be returned to the manufacturer 

or supplier. If not, the physician/dentist 

office is responsible for determining proper 

disposal means. 

OBSERVATION AND DOCUMENT 

REVIEW 

Check policies for medication disposal 

and observe segregated outdated/unused 

drug area. 

 
  Compliant 
  Not Compliant 
  NA (No pharmacy 

services) 
 
COMMENTS: 
      

09.01.09 For future use    

09.01.10 Prescribed Drugs Tracked 

in Medical Records 

Medical records entries for prescribed 

drugs must include at least:  

a. Drug name 

b. Dosage 

c. Amount prescribed 

d. Directions for taking or using 

e. Frequency of usage 

f. Patients’ name 

g. Medical record number 

h. Allergies 
 

No additional information. DOCUMENT REVIEW 

Review medical records to determine the 

requirements were met.   

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
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09.02.01 Emergency Drugs Storage 

When provided, emergency drugs 

maintained in patient care areas must be 

securely stored with all required 

emergency equipment and are in 

quantities as established by the medical 

staff. Storage units must not be locked to 

facilitate access in case of emergency; 

however, security must be such that 
violation of that security is readily 

evident.  

 

Written records that reveal an inventory 

of all medications and equipment is 

performed whenever security is violated 

and of such frequency as to assure that all 

equipment is in functioning order. There 

are adequate quantities of medications 

(including oxygen) and no medication 

will reach its expiration date prior to the 

next scheduled inventory. 
 

No additional information. 

 

OBSERVATION AND DOCUMENT 

REVIEW 

Review inventory data and equipment for 

selected locations. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

 

 

 

119



             CHAPTER 10 │ LABORATORY AND RADIOLOGY 

 

STANDARD 
 

 

ADDITIONAL INFORMATION 

 

SCORING PROCEDURE 

 

SCORE 

 

2020 │Accreditation Requirements for Ambulatory Specialty Care                                                                                                                                                        10 - 1              

10.00.01 Laboratory  

If the physician/dentist office performs 

laboratory services, it must meet the 

Clinical Laboratory Improvement 

Amendments (CLIA). If the 

physician/dentist office does not provide 

its own laboratory services, it must have 

procedures for obtaining routine and 

emergency laboratory services from a 

certified laboratory in accordance with 
CLIA. 

 

 

 

 

 

The physician/dentist office policies and 

procedures should list the kinds of 

laboratory services that are provided 

directly by the physician/dentist office and 

services that are provided by a contracted 

agreement. When laboratory tests are 
performed prior to admission the test should 

be readily available to the attending 

physician in the physician/dentist office.  

The physician/dentist office procedures 

must include the following:  

A well-defined arrangement (need not be 

contractual) with outside services; 

▪ Laboratory services that are provided by 

the physician/dentist office; 

▪ Routine procedures for requesting lab 

tests; and 

▪ Language that requires the incorporation 
of lab/radiological reports into patient 

records. 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Determine whether the 

physician/dentist office performs 

laboratory testing. 

□ Does the office laboratory have a 

CLIA Certificate of Compliance 

(if the laboratory is surveyed by 

the State agency) or a CLIA 

Certificate of Accreditation (if the 

laboratory is surveyed by an 
approved accreditation 

organization). 

▪ If testing is done through a reference 

laboratory, determine if the 
physician/dentist office have proof 

that the reference laboratory has a 

current CLIA Certificate covering the 

services provided. 

 
  Compliant 
  Not Compliant 
  NA (No laboratory 

services) 
 
COMMENTS: 
      

10.00.02 For future use    

10.00.03    Contract Laboratory 

Services  

If the physician/dentist office does not 
perform laboratory testing, it must have 

specimen collection and processing 

procedures from the contractual referral 

laboratory. 

 

No additional information. DOCUMENT REVIEW 

Determine if physician/dentist office has 

specimen collection and processing 
procedures from the contractual 

laboratory? 

 

 
  Compliant 
  Not Compliant 
  NA (All lab tests done 

onsite) 
 
COMMENTS: 
      

10.00.04 Tracking & Monitoring Lab 

Services 

When the physician/dentist office does 

not provide laboratory services, the 

organization must be responsible for 

Physician/dentist office staff should 

monitor the adequacy and timeliness of 

services provided by the reference 

laboratory. 

DOCUMENT REVIEW 

Does physician/dentist office staff 
review evidence that contracts and 

services are reviewed for quality of 

services? 

 

  Compliant 
  Not Compliant 
  NA (All lab tests done 

onsite) 
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tracking and monitoring the quality of 

services provided by the reference 

laboratory. 

 

 
 
COMMENTS: 
      

 

10.00.05 Supplies Not Expired 

All specimen collection equipment, test 

kits, reagents, or other materials 
associated with laboratory testing must 

not be utilized past the documented 

expiration date. 

 

No additional information. OBSERVATIONS 

▪ Review all specimen collection 

materials.  

□ Are any materials out of date? 

 
  Compliant 
  Not Compliant 
  NA (No specimen 

collection done) 
 
COMMENTS: 
      

10.00.06 Laboratory Certification 

If the laboratory performs any testing, the 

laboratory must be either CLIA-exempt 
or possess one of the following CLIA 

certificates, which must be current: 

▪ Certificate of registration or 

registration certificate 

▪ Certificate of waiver 

▪ Certificate for PPM procedures 

▪ Certificate of compliance 

▪ Certificate of accreditation 

 

Certificate of registration or registration 

certificate is for initial registration with 

CMS and is required for all laboratories 

performing moderate or high complexity 

testing other than those tests categorized as 

Physician Performed Microscopy (PPM). 

 

Certificate of waiver is for waived testing. 

 

Certificate of compliance is for 

moderate/high complexity testing. 
Certificate of accreditation is from an 

accreditation program and deeming 

authority under CLIA. 

 

DOCUMENT REVIEW 

▪ Does the physician/dentist office 

have a certificate for the category of 

testing that it performs?  

□ Is it current? 

 
  Compliant 
  Not Compliant 
  NA (No laboratory 

services) 
 
COMMENTS: 
      

10.00.07 CLIA Certification 

Laboratories performing moderate or 

high complexity testing must be certified 

under 42 CFR 493 Clinical Laboratory 

Improvement Amendments (CLIA) and 

have a current Certificate or Certificate 

of Accreditation from a program with 

deeming authority from the Department 

of Health and Human Services (DHHS). 

No additional information. INTERVIEW AND DOCUMENT 

REVIEW 

▪ Determine whether the office 

performs tests at the moderate or high 

complexity level under CLIA.   

▪ If so, does the laboratory have a 

current and appropriate certificate? 

 
  Compliant 
  Not Compliant 
  NA (Testing not 

performed or performed 
at a level below 
moderate complexity.) 
 
COMMENTS: 
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10.00.08 PPM Laboratory 

Laboratories performing physician-

performed microscopy (PPM) must meet 

the criteria under 42 CFR 493.19 for 

PPM testing and must be limited to the 

tests or examinations categorized as PPM 

by DHHS. Criteria: 

1. The examination must be personally 

performed by one of the following 

practitioners: 
a. Physician during the patient’s 

visit on a specimen obtained from 

his or her own patient or from a 

patient of a group practice of 

which the physician is a member 

or employee. 

b. Mid-level practitioner, under the 

supervision of a physician or in 

independent practice only if 

authorized by the State, during 

the patient’s visit on a specimen 
obtained from his or her own 

patient or from a patient of a 

clinic. 

c. Group medical practice, or other 

health care provider of which the 

mid-level practitioner is a 

member or employee.  

d. Dentist during the patient’s visit 

on a specimen obtained from his 

or her own patient or from a 

patient of a group dental practice 
of which the dentist is a member 

or employee. 

2. The procedures must be categorized 

as moderately complex. 

No additional information. INTERVIEW AND DOCUMENT 

REVIEW 

▪ Determine if the physician/dentist 

office performs PPM.   

□ If so, are the criteria met? 

 
  Compliant 
  Not Compliant 
  NA (PPM not 

performed) 
 
COMMENTS: 
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3. The primary instrument for 

performing the test is the 

microscope, limited to bright-field or 

phase-contrast microscopy. 

4. The specimen is labile or delay in 

performing the test could 
compromise the accuracy of the test 

result. 

5. Control materials are not available to 

monitor the entire testing process. 

6. Limited specimen handling or 

processing is required. 

10.00.09 PPM Laboratory (cont’d) 

Laboratories performing PPM must 

adhere to all applicable regulatory 

requirements in 42 CFR 493 as follows: 

▪ Subpart C, registration certificate, 

certificate for PPM procedures, and 

certificate 

▪ Subpart D, certificate of accreditation 

▪ Subpart F, general administration, or 

if applicable 

▪ Subpart H, participation in 

proficiency testing 

▪ Subpart J, patient test management 

▪ Subpart K, quality control 

▪ Subpart M, Personnel requirements 

▪ Subpart P, quality assurance 

▪ Subject to inspection under Subpart Q 

No additional information. INTERVIEW AND DOCUMENT 

REVIEW 

▪ Determine if the physician/dentist 

office performs PPM.   

□ If so, can it demonstrate 

adherence with the required areas 

of 42 CFR 493? 

 

 

 

 

 

 

 

 

 
 

 

 

 
  Compliant 
  Not Compliant 
  NA (PPM not 

performed) 
 
COMMENTS: 
      

10.00.10 Waived Testing 

Laboratory 

Laboratories performing only waived 

testing must be limited to one or more 

tests or examinations categorized as 

No additional information. INTERVIEW AND DOCUMENT 

REVIEW 

▪ Determine if physician/dentist office 

performs waived testing only.   

 

 
  Compliant 
  Not Compliant 
  NA (No laboratory 

testing) 
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waived by DHHS. □ If so, are the tests performed by 

the laboratory limited to those 

categorized as waived? 

 
COMMENTS: 
      

10.00.11 Waived Testing Personnel 

All personnel performing waived testing 

must have appropriate training and 

demonstrate satisfactory level of 

competence. Such training and 

competency must be documented and a 
written policy and procedure must be in 

effect for such training. 

 

 

No additional information. OBSERVATION AND DOCUMENT 

REVIEW 

▪ Have all personnel performing 

waived testing received appropriate 

training?  

▪ Are training and competency 

documented for each employee 

performing testing? 

▪ Can they demonstrate competence? 

 
  Compliant 
  Not Compliant 
  NA (No laboratory 

testing) 
 
COMMENTS: 
      

10.00.12 Laboratory Director 

All laboratory testing must be under the 

supervision of the current director, noted 

on the CLIA certificate, and must adhere 

to all regulatory guidelines. 

No additional information. OBSERVATION AND DOCUMENT 

REVIEW 

▪ Is laboratory testing under the 

supervision of a current director, 

noted on the CLIA certificate?  

▪ Is adherence to regulatory guidelines 

documented? 

 
  Compliant 
  Not Compliant 
  NA (No laboratory 

testing) 
 
COMMENTS: 
      

10.00.13 QAPI for Laboratory 

Laboratory Services must participate in 

the overall Quality Assessment 

Performance Improvement (QAPI) 

activities of the physician/dentist office. 

 

 

 

If the service is contracted, they should still 

be part of the QAPI. 

DOCUMENT REVIEW 

▪ Review written ongoing QAPI 

activities/documents.  

▪ Review documentation in the QAPI 

committee minutes. 

 
  Compliant 
  Not Compliant 
  NA (No laboratory 

services) 
 
COMMENTS: 
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10.01.01 Radiologic Services 

If the physician/dentist office performs 

radiological services, it must have 

procedures for those services approved 

by the American College of Radiology.  

 

 

Policies and procedures should list the types 

of radiology services that are provided 

directly by the facility, and /or services that 

are provided through a contractual 

agreement.   

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Policies and procedures should 

encompass the following: 

 

□ A well-defined arrangement (need 

not be contractual) with outside 

services. 

□ Radiological services that are 

provided by the physician/dentist 

office 

□ Routine procedures for requesting 

radiological exams.  

□ Incorporate radiological reports 

into patient records. 

▪ Review the contractual agreements 

and determine if the referral 

radiology service is a Medicare 

approved facility.   

▪ Discuss the policies and procedure 

with staff. 

 

 
  Compliant 
  Not Compliant 
  NA (No radiology 

services) 
 
COMMENTS: 
      

10.01.02 For future use    

10.01.03     Contracted Radiological 

Services Monitored 

When the physician/dentist office does 

not provide radiological services or when 

interpretation is contracted, they must be 

responsible for tracking and monitoring 

the quality of services provided. 

 

See standard 01.01.06. DOCUMENT REVIEW 

Review evidence that contracts are 

reviewed for quality of service. 

 
  Compliant 
  Not Compliant 
  NA (No radiology 

services) 
 
COMMENTS: 
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10.01.04 Tracking System for 

Radiological Completion & Results 

When radiological services are 

contracted the physician/dentist office 

must have a tracking system to monitor 

completion and return of results in an 

appropriate time frame.   

 

The organization defines the system and 

time frame based upon the requested 

service. 

DOCUMENT REVIEW 

Review tracking procedures. Is tracking 

current? 

 

  Compliant 
  Not Compliant 
  NA (No radiology 

services) 
 
COMMENTS: 
      

10.01.05 Radiological Services 

Provided Only on Appropriate Order 

Radiological services must be provided 

only on the order of a practitioner 

authorized by state or territorial law to do 

so. 

 

No additional information. DOCUMENT REVIEW 

Review qualification of all providers that 

order films. 

 

  Compliant 
  Not Compliant 
  NA (No radiology 

services) 
 
COMMENTS: 
      

 

10.01.06 Interpretation of 

Radiological Films 

Only providers qualified by training or 

experience and operating within the 

limits of their state or territorial license 

or registration must interpret radiological 

films. 

 

Interpretation must be within the scope of 

practice of non-physicians or dentists.  

DOCUMENT REVIEW 

Review qualification of all providers that 

read films. 

 

 

 

 

 

 
  Compliant 
  Not Compliant 
  NA (No radiology 

services) 
 
COMMENTS: 
      

 

10.01.07     Preservation of X-ray Films 

X-ray films must be preserved or 

microfilmed in accordance with state or 

territory requirements and time limits. 

No additional information. DOCUMENT REVIEW 

Review policies. 

 
  Compliant 
  Not Compliant 
  NA (No radiology 

services) 
 
COMMENTS: 
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10.01.08 X-ray Results Part of 

Patient Record 

Signed reports, or a written or dictated 

impressions, must be made a part of or 

entered into the patient’s clinical record. 

 

No additional information.   DOCUMENT REVIEW 

Check for compliance during medical 

records review. 

 
  Compliant 
  Not Compliant 
  NA (No radiology 

services) 
 
COMMENTS: 
      

10.01.09 X-ray Orders Sufficient to 

Understand 

Requests by attending physicians for x-

ray examinations must contain sufficient 

information to understand the reason for 

the examination. 

 

No additional information. DOCUMENT REVIEW 

Check for compliance during medical 

records review. 

 

 

 

 

  Compliant 
  Not Compliant 
  NA (No radiology 

services) 
 
COMMENTS: 
      

10.01.10 Calibration of Equipment 

Radiological equipment must be 

calibrated at least annually. 

Or as directed by the manufacturer DOCUMENT REVIEW 

Review policies and log of compliance.  

 

 

  Compliant 
  Not Compliant 
  NA (No radiology 

services) 
 
COMMENTS: 
      

10.01.11 Records Maintained of 

Equipment Monitoring 

Records must be maintained of all 

indicated or required radiological 

equipment quality and monitoring. 

 

QAPI studies must be as recommended by 

the manufacturer and comply with 

professional standards for the type of 

services rendered by the physician/dentist 

office. 

 

DOCUMENT REVIEW 

Review policies and log of compliance. 

 

  Compliant 
  Not Compliant 
  NA (No radiology 

services) 
 
COMMENTS: 
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10.01.12    Exposure Monitoring 

Equipment 

When required, assigned personnel must 

wear exposure-monitoring devices, 

which will be reviewed as appropriate 

and a record maintained of all exposures. 

 

No additional information. DOCUMENT REVIEW 

Review requirements and policies. Is 

there a record of compliance? 

 

 

 

 
  Compliant 
  Not Compliant 
  NA (No radiology 

services) 
 
COMMENTS: 
      

10.01.13 Shielding 

The physician/dentist office must provide 

adequate shielding for patients and 

personnel. 

Documentation of inspection, if required, 

must be available. 

DOCUMENT REVIEW 

Review documentation of inspection or 

other evidence of compliance. 

 

 
  Compliant 
  Not Compliant 
  NA (No radiology 

services) 
 
COMMENTS: 
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10.01.14 Contrast Media   

The organization will utilize validated 

protocols to evaluate patients who are at 

risk for contrast media-induced renal 

failure and utilize a clinically appropriate 

method for reducing risk of renal injury 

based on the patient’s kidney function 

evaluation. 

Requirements to meet standard 

compliance are as follows: 

1. Explicit organizational policies and 

procedures should be in place 

regarding the prevention of contrast 

media-induced nephropathy. 

2. Check the serum creatinine level 

prior to scheduling a contrast study 

in a patient who has uncertain kidney 

function. 

3. Ensure that the patient undergoing 

IV contrast procedures is hydrated 

sufficiently according to standard 

protocol. 

4. Use low osmolar contrast media to 

prevent contrast media-induced renal 

failure in a patient with impaired 

renal function. 

Many radiologic procedures utilize iodine-

containing contrast media. Adverse events 

resulting from the intravenous 

administration of contrast dye include 

allergic reactions, anaphylaxis, and kidney 

damage.   

Contrast media-induced renal failure rarely 

occurs in patients with normal kidney 

function, but patients with pre-existing 

renal insufficiency or other conditions (e.g., 
diabetic nephropathy, dehydration, 

congestive heart failure, or concurrent 

administration of nephrotoxic drugs) are at 

risk for renal failure when given iodine-

containing contrast media. 

Screening protocols have been developed to 

identify patients who need baseline kidney 

function assessment (e.g., serum creatinine 

testing) and risk-reduction precautions such 

as the use of low osmolar contrast media.   

 

DOCUMENT REVIEW 

▪ Review organizational policies on 

prevention of contrast media-induced 

nephropathy.  

□ Verify policies are in place that 

defines the risk-assessment 

process and the method utilized 

for risk-reduction. 

▪ Review a sampling of patient records. 

▪ Patient records reflect documentation 

of the risk assessment and 

implementation of methods to reduce 

risk.  

 
  Compliant 
  Not Compliant 
  NA (No contrast 

media used) 
 
COMMENTS: 
      

 

129



CHAPTER 11 │ PATIENTS' RIGHTS 
 

STANDARD 

 

 

ADDITIONAL INFORMATION 

 

SCORING PROCEDURE 

 

SCORE 

 

2020 │Accreditation Requirements for Ambulatory Specialty Care                                                                                                                                                        11 - 1           

          

11.00.01 Patient’s Rights 

The physician/dentist office must meet 

all federal, state, or territory requirements 

for the support and protection of basic 

human, civil, constitutional and statutory 

rights of each patient. 

The physician/dentist office should comply 

with the strictest standard. 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Review policies for Patient’s Rights.  

▪ During all document reviews; look 

for compliance. 

▪ During interviews with leadership 

and staff, ask how they comply with 

this requirement. 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 

      

11.00.02 Annual Review 

Policies and procedures relating to 

Patient’s Rights must be reviewed at least 

annually and approved by the Governing 

Body. 

No additional information. DOCUMENT REVIEW 

Review policies for Patient’s Rights. Is 

there documentation of annual review 

and at least initial Governing Body 

approval? 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 

      

11.00.03 Staff Training 

Staff must receive training on Patient’s 

Rights during their initial orientation. 

No additional information. INTERVIEW AND DOCUMENT 

REVIEW 

▪ Look for inclusion of training in 

orientation plan. 

▪ Ask staff about training. 

 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 

      

11.00.04 Patient’s Rights 

The physician/dentist office must inform 

the patient or the patient’s representative 
of the patient’s rights and must protect 

and promote the exercise of such rights.   

 

The physician/dentist office must inform 

each of its patients, or the patient’s 

representative in the case of minor patients 

or other situations where there is a 

designated representative for the patient, of 

their rights as a physician/dentist office 

patient. Further, all of the physician/dentist 

office policies, procedures and actions must 

OBSERVATION AND INTERVIEW 

▪ Verify that appropriate parties are 

informed. 

▪ Look for posted patient rights. 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 
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be consistent with the protection of the 

patients’ rights articulated. Finally, the 

physician/dentist office must actively 
promote the exercise by patients of their 

rights. 

 

11.00.05     Notice of Rights 

The physician/dentist office must provide 

the patient or the patient’s representative 

with verbal and written notice of the 

patient’s rights in advance of the date of 

any procedure, in a language and manner 

that the patient or the patient’s 

representative understands. 

 

 

The physician/dentist office must inform 

each patient, or the patient’s representative, 

of the patient’s rights. This notice must be 

provided both verbally and in writing prior 

to the date of procedure, i.e., prior to the 
patient’s registration or admission to the 

physician/dentist office. It would be 

acceptable, for example, at the time the 

patient’s procedure is being scheduled, for 

the physician/dentist office to advise the 

patient verbally that, as a patient of the 

physician/dentist office, he/she enjoys 

certain rights, and that the physician/dentist 

office will be sending a written notice 

explaining these rights prior to the 

scheduled procedure date. The written 

notice must be delivered in a manner that 
reasonably assures its receipt by the patient 

prior to the scheduled procedure date. 

 

 

 

 

 

OBSERVATION, INTERVIEW AND 

DOCUMENT REVIEW 

▪ Review policy and procedures for 

notifying patients and/or their 

representatives of their rights in 

advance of the scheduled procedure. 

▪ Determine whether the information 

provided in the written notice to the 

patients and/or their representatives 

addresses all of the patients’ rights.  

 If there are also applicable state 

law requirements for advance 

written notice, determine whether 

these requirements are met. 

▪ Are staff responsible for advising 

patients of their rights aware of the 

policies and procedures for providing 

such notice, including to those 

patients with special communication 

needs? 

▪ Review records, interview staff, and 

observe staff/patient interaction to see 

how the office communicates 

information about patient rights to 
diverse patients, including patients 

who need assistive devices or 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 
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translation services. 

 

11.00.06 Posting of Patient’s Rights 

The physician/dentist office must post 
the written notice of patient rights in a 

place or places within the 

physician/dentist office likely to be 

noticed by patients (or their 

representative, if applicable) waiting for 

treatment.  

The physician/dentist office must ensure 

that a written notice of patient rights is 

posted in one or more places where they are 

likely to be noticed. This would include 

waiting rooms, recovery rooms, or any 

other areas where patients and/or their 

representatives are likely to be. Notices 

must be posted in at least one area.   

 

OBSERVATION 

Look for clear examples of patient’s 
rights posted throughout the 

physician/dentist office 

 

 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 

      

11.00.07     For future use 

 

   

11.00.08 Advance Directives 

The physician/dentist office must comply 

with the following requirements: 

Provide the patient or, as appropriate, the 

patient’s representative in advance of the 

date of the procedure, with information 

concerning its policies on advance 

directives, including a description of 

applicable state health and safety laws 

and, if requested, official state advance 

directive forms. 

Inform the patient or, as appropriate, the 

patient’s representative of the patient’s 

right to make informed decisions 

regarding the patient’s care. 

Document in a prominent part of the 

patient’s current medical record, whether 

or not the individual has executed an 

advance directive. 

An advance directive is a written 

instruction, such as a living will or durable 

power of attorney for healthcare, 

recognized under state law (whether 
statutory or as recognized by the courts of 

the state), relating to the provision of 

healthcare when the individual who has 

issued the directive is incapacitated.  

Each physician/dentist office patient has the 

right to formulate an advance directive 

consistent with applicable State law and to 

have physician/dentist office staff 

implement and comply with the advance 

directive.    

The facility must provide the patient or the 

patient’s representative, as appropriate the 

following, in advance of the date of the 

procedure:  

▪ Information on the physician/dentist 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Review policies on advanced 

directives and samples of forms used 

to verify that they address required 

information. 

▪ Review each record in the survey 

sample to determine if advance 

directive information was provided in 

advance of the date of the procedure. 

▪ If there are cases where notice is 

provided on the same day as the 

procedure, is there documentation in 

the file that the patient was referred to 

the physician/dentist office for same-
day surgery by a physician who 

indicated it was medically necessary 

for the patient to have the procedure 

on the same day?   

 

  Compliant 

  Not Compliant 
 

COMMENTS: 
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office policies on advance directives; 

▪ A description of the applicable state 

health and safety laws. 

▪ If requested, official state advance 

directive forms, if such exist; and 

▪ Information on the patient’s right to 

make informed decisions regarding the 

patient’s care. 

It is not acceptable for the physician/dentist 

office to provide the required information 

for the first time to a patient on the day that 

the surgical procedure is scheduled to 

occur, unless:   

▪ The referral to the physician/dentist 

office for the procedure is made on that 

same date. 

▪ The referring physician indicates, in 

writing, that it is medically necessary 

for the patient to have the surgery on 

the same day, and that surgery in a 

physician/dentist office setting is 

suitable for that patient. 

In such situations the physician/dentist 

office must provide the required 

information prior to obtaining the patient’s 

informed consent. Cases of surgery/ 

procedures occurring on the same day it is 

scheduled are expected to be rare, since 

physician/dentist offices typically perform 
elective procedures. Frequent occurrence of 

such cases may represent noncompliance 

with the advance directive information 

▪ If there are cases where surgery is 

scheduled and performed on the same 

date, how frequent are they?  

▪ Determine if the physician has 

discussed advanced directives with 

the patient.  

▪ Has a staff member discussed this 

with the patient? 

▪ Interview staff on this issue. 
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requirement. 

The office should include in the 

information concerning its advance 

directive policies a clear and precise 

statement of limitation if the office cannot 

implement an advance directive on the 
basis of conscience or any other specific 

reason that is permitted under state law.   

To the degree permitted by state law, and to 

the maximum extent practicable, the office 
must respect the patient’s wishes and follow 

that process. In some cases, the patient may 

be unconscious or otherwise incapacitated. If 

the patient is unable to make a decision, the 

office must consult the patient’s advance 

directives, medical power of attorney, or 

patient representative, if any of these are 

available. In the advance directive or the 

medical power of attorney, the patient may 

provide guidance as to his or her wishes in 

certain situations or may delegate decision-

making to another individual as permitted by 
state law. If such an individual has been 

selected by the patient, or if a person willing 

and able under applicable state law is 

available to make treatment decisions, 

relevant information should be provided to 

the representative so that informed healthcare 

decisions can be made for the patient.   

However, as soon as the patient is able to 

be informed of his or her rights, the office 

should provide that information to the 

patient. 
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The physician/dentist office should provide 

education to its staff concerning the 

facility’s policies and procedures on 

advance directives. 

DOCUMENTATION  

The office must document in the patient’s 

current medical record (i.e., the record for 

the current procedure scheduled at the 

physician/dentist office), whether or not the 

patient has executed an advance directive.  

This documentation must be placed in a 

prominent part of the medical record where 

it will be readily noticeable by any office 

staff providing clinical services to the 

patient.   

If the patient with an advance directive is 

transferred from the office to another 

healthcare facility, e.g., if there is an 
emergency transfer to a hospital, the 

physician/dentist office must ensure that a 

copy of the patient’s advance directive is 

provided with the medical record when the 

patient is transferred.  

 

11.00.09 Submission & Investigation 

of Grievances 

The physician/dentist office must 

establish a grievance procedure for 

documenting the existence, submission, 

investigation, and disposition of a 

patient’s written or verbal grievance to 

the physician/dentist office. 

The process should be explained to patients 

at the time of informing them or their 

rights. Resolution should be rapid and not 

affect the patients’ access to care. 

A “patient grievance” is a formal or 

informal written or verbal complaint that is 

made to the physician/dentist office by a 

patient or a patient’s representative, 

regarding a patient’s care (when such 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Review policies on resolving issues 

on patients’ rights.  

 Is there a clear process for 

resolving issues? 

▪ Ask staff how they have or how they 

would resolve specific issues. 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 
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complaint is not resolved at the time of the 

complaint by the staff present), abuse, 

neglect, or physician/dentist office 

compliance issues.  

▪ A complaint from someone other than a 

patient or a patient’s representative is 

not a grievance. 

▪ A complaint that is presented to the 

physician/dentist office staff and 

resolved at that time is not considered a 
grievance; the grievance process 

requirements do not apply to such 

complaints.  For example, a complaint 

that discharge instructions are unclear 

may be resolved relatively quickly 

before the patient is discharged and 

would not usually be considered a 

“grievance.” 

Although complaints may be written or 

verbal, a written complaint is always 

considered a grievance.  

This includes written complaints from a 

current patient, a released/discharged 

patient, or a patient’s representative 

regarding the patient care provided, abuse 

or neglect. 

 

11.00.10 Documentation of 

Grievances 

All alleged violations/grievances relating, 

but not limited to, mistreatment, neglect, 

verbal, mental, sexual, or physical abuse, 

The office has a policy and procedure for 

addressing alleged violations/grievances. 

The policy identifies the staff member or 
staff position responsible for handling 

alleged violations/grievances. 

As part of its obligation to notify patients of 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Determine that the facility has a 

policy and procedures for addressing 

alleged violations/grievances. 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 
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must be fully documented.  

 

their rights, the office must inform the 

patient and/or the patient’s representative of 

the grievance process, including how to file 

a grievance. 

Grievances making allegations related to 

mistreatment, neglect, verbal, mental, 
sexual or physical abuse; or other serious 

allegations of harm must be fully 

documented.  This means that all pertinent 

details of the allegation must be recorded 

and retained in the office files. 

Documentation of the allegation should 

include, at a minimum, the date and time of 

the alleged occurrence, the names of 

individuals involved, and a description of 

the behavior that is alleged to have 

occurred within the office and to have 

constituted mistreatment, neglect or abuse 

or other serious harm. 

The regulation does not define the terms 

“mistreatment,” “neglect,” or “abuse.” 

However, the following definitions may be 
helpful in making common sense 

judgments about whether an allegation fits 

into one of these categories: 

▪ Neglect - Failure to provide goods and 

services necessary to avoid physical 

harm, mental anguish, or mental illness.  

▪ Abuse - The willful infliction of injury, 
unreasonable confinement, intimidation, 

or punishment with resulting physical 

harm, pain or mental anguish. 

▪ Ask the responsible staff member to 

describe the policy and procedures 

and provide documentation of such 

allegations. 
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11.00.11 Allegations  

All allegations must be immediately 

reported to a person in authority in the 

physician/dentist office. 

 

 

All grievances submitted to any 

physician/dentist office staff member, 

whether verbally or in writing, must be 
reported by the staff to an office official 

who has authority to address grievances. 

The physician/dentist office grievance 
policies and procedures must identify the 

person(s) with this authority. The 

physician/dentist office is expected to 

educate staff on their obligation to report all 

grievances, including to whom they should 

report the grievance. 

DOCUMENT REVIEW 

Verify that any allegations have been 

reported. 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 

      

11.00.12 For future use    

11.00.13 Grievance Process 

The grievance process must specify 

timeframes for review of the grievance 

and the provisions of a response. 

 

The office grievance process must include a 

timeframe for the completion of the review 

of grievance allegations, as well as for the 

office to provide a response to the person 

filing the grievance. The timeframe must be 

reasonable, i.e., allowing the sufficient but 

not excessive time to conduct a review and 

issue a response.  

The application of the timeframe begins 

with the date of receipt of the grievance by 

the office. 

DOCUMENT REVIEW 

▪ Review policies and procedures to 

ensure timeframes are in place. 

▪ Review grievance log to verify that 

timeframes have been met. 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 

      

11.00.14 Investigation of Grievances 

The physician/dentist office, in 

responding to the grievance, must 

investigate all grievances made by a 

patient or the patient’s representative 

regarding treatment or care that is (or 

All grievances must be investigated, but the 

regulation stresses this particularly 

grievances related to treatment or care that 
the office provided or allegedly failed to 

provide.  

In its investigation the office should not 

DOCUMENT REVIEW 

▪ Review policies and procedures to 

ensure a process for investigation is 

in place. 

▪ Review grievance log to determine all 

grievances have been investigated. 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 
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fails to be) furnished.   only respond to the substance of the 

grievance but should also use the grievance 

to determine if there are systemic problems 
indicated by the grievance that require 

resolution. An office would be well-advised 

to integrate its grievance process into its 

overall quality assessment and performance 

improvement program. 

      

11.00.15     Responding to Grievances 

The physician/dentist office must 

document how the grievance was 

addressed, as well as provide the patient 

with written notice of its decision. The 

decision must contain the name of a 

physician/dentist office contact person, 

the steps taken to investigate the 

grievance, the results of the grievance 

process, and the date the grievance 

process was completed.   

 

The physician/dentist office must document 

for each grievance how it was addressed. 

The physician/dentist office must also 

notify the patient or the patient’s 

representative, in writing, of the 

physician/dentist office decision regarding 

each grievance.  

The physician/dentist office may use 

additional methods to resolve a grievance, 

such as meeting with the patient family. 

There are no restrictions on the 
physician/dentist office use of additional 

effective methods to handle a patient’s 

grievance. However, in all cases, the 

physician/dentist office must provide a 

written notice of its decision on each 

patient’s grievance.  

When a patient communicates a grievance 

via email, the office may respond to the 

patient via email, pursuant to office policy. 

(Some physician/dentist offices may have 

policies prohibiting communication to 

patients via email.) 

If the patient requests a response via email, 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Review policies and procedures to 

ensure the grievance process from 

initiation to resolution is addressed. 

▪ Review documentation to determine 

policy and procedure was followed. 

▪ Interview staff to see if staff is aware 

of the policies.  

 Does staff know the difference 

between a complaint handled on 

the spot and a grievance? 

▪ Interview patients and/or 

representatives to determine if they 

know how to file a grievance and 
who to contact if they have a 

complaint/grievance. 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 
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the physician/dentist office may respond 

via email. 

If the email response contains the name of 

an office contact person, the steps taken to 

investigate the grievance, the results of the 

grievance process, and the date the process 
was completed, the email meets the 

requirement for a written response. In its 

written response to any grievance, the 

physician/dentist office is not required to 

include statements that could be used in a 

legal action against the office, but the office 

should provide adequate information to 

address the specific grievance. A form 

letter with generic statements about 

grievance process steps and results is not 

acceptable.  

 

11.00.16 Exercise of Rights and 

Respect for Property & Person 

The patient has the right to- 

1. Exercise his or her rights without 

being subjected to discrimination or 

reprisal. 

2. Voice grievances regarding treatment 

or care that is (or fails to be) 

furnished. 

3. Be fully informed about a treatment 

or procedure and the expected 

outcome before it is performed. 

 

The physician/dentist office may not take 
punitive action or discriminate against a 

patient who exercises his/her rights. The 

physician/dentist office patients’ rights 

policies and procedures must reflect this. 

This requirement complements the 

requirement for the physician/dentist office 

to have a grievance system. Patients have 

the right to express a grievance regarding 

the treatment or care they receive in the 

physician/dentist office. The patient, or the 

patient’s representative, as appropriate, 

may file a grievance, verbally or in writing, 

before the date of the scheduled procedure, 

on the date of the procedure, or after the 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Determine whether the office has an 

informed consent policy that meets 

the regulatory requirements. 

▪ Verify using medical records in the 

survey sample that there is an 

informed consent form documenting 
that informed consent was given prior 

to the surgical procedure. 

▪ As part of the process of following 

one or more cases from start to finish, 
determine whether there is an 

informed consent that was executed 

prior to the surgery date on file, and if 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 
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date of the procedure. The regulation does 

not prescribe any limitation as to when a 

patient may submit a grievance. However, 
it is understood that, if a substantial amount 

of time has passed since the care episode 

addressed in the grievance, e.g., several 

years, that it may, depending on the nature 

of the grievance, be harder for the 

physician/dentist office to investigate the 

grievance and ascertain the pertinent facts.  

▪ As in the case of advance directives, the 

patient has the right to make an 

informed decision regarding his/her 

care in the physician/dentist office. 

▪ The right to make informed decisions 

means that the patient or patient’s 

representative is given the information 

needed in order to make "informed" 

decisions regarding his/her care. The 

right to make informed decisions 

regarding care presumes that the patient 

has been provided information about 
his/her health status, diagnosis, and 

prognosis. Furthermore, it includes the 

patient's participation in the 

development of their plan of care, 

including providing consent to, or 

refusal of, medical or surgical 

interventions, and in planning for care 

after discharge from the 

physician/dentist office.  

▪ The patient or the patient's 

representative should receive adequate 

not, observe whether the 

physician/dentist office obtains 

informed consent. 

▪ Check the records of patients who are 

in recovery on the date(s) of the 

survey to verify that there is 

documentation of informed consent. 

▪ Interview patients to determine 

whether they recall being asked to 

consent to the procedure, and whether 
the risks and benefits were discussed 

with them at that time.  
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information, provided in a manner that 

he/she can understand, to assure that the 

patient can effectively exercise the right 
to make informed decisions. Offices 

must use a process that assures patients 

or their representatives are given the 

information and disclosures needed to 

make an informed decision about 

whether to consent to a surgical 

procedure in the office. The primary 

purpose of the informed consent process 

in the physician/dentist office is to 

ensure that the patient, or the patient’s 

representative, is provided information 
necessary to enable him/her to evaluate 

a proposed surgery before agreeing to 

the surgery. 

Typically, this information would 

include potential short- and longer-term 

risks and benefits to the patient of the 

proposed intervention, including the 

likelihood of each, based on the 

available clinical evidence, as informed 

by the responsible physician’s 

professional judgment. 

Informed consent must be obtained, and the 

informed consent form must be placed in 

the patient’s medical record, prior to 

surgery. It would be acceptable if the office 
required the physician(s) who perform 

procedures in the office to obtain the 

patient’s informed consent outside of the 

office, prior to the date of the surgery, since 

this might allow more time for discussion 
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between the patient and physician than 

would be feasible on the date of the 

surgery. In such cases, the physician must 
follow the office informed consent process. 

In all cases, the physician/dentist office 

must ensure that the patient’s informed 

consent is secured prior to the start of the 

procedure, and that this consent is 

documented in the patient’s medical record.   

Given that physician/dentist office surgical 

procedures generally entail use of some 

form of anesthesia, and that there are risks 

as well as benefits associated with the use 

of anesthesia, the physician/dentist office 

should assure that their informed consent 

process provides the patient with 

information on anesthesia risks and benefits 

as well as the risks and benefits of the 

surgical procedure. 

EXAMPLE OF A WELL-DESIGNED 

INFORMED CONSENT PROCESS   

A well-designed informed consent process 

would include discussion of the following:     

1. A description of the proposed surgery, 

including the anesthesia to be used. 

2. The indications for the proposed 

surgery. 

3. Material risks and benefits for the 

patient related to the surgery and 

anesthesia, including the likelihood of 

each, based on the available clinical 

evidence, as informed by the 
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responsible practitioner’s clinical 

judgment. Material risks could include 

risks with a high degree of likelihood 
but a low degree of severity, as well as 

those with a very low degree of 

likelihood but high degree of severity. 

4. Treatment alternatives, including the 

attendant material risks and benefits. 

5. The probable consequences of 

declining recommended or alternative 

therapies. 

6. Who will conduct the surgical 

intervention and administer the 

anesthesia. 

7. Whether physicians other than the 

operating practitioner will be 

performing important tasks related to 

the surgery, in accordance with the 
physician/dentist office policies. 

Important surgical tasks include: 

opening and closing, dissecting tissue, 

removing tissue, harvesting grafts, 

transplanting tissue, administering 

anesthesia, implanting devices and 

placing invasive lines. 

8. Whether, as permitted by state law, 

qualified medical practitioners who 

are not physicians will perform 

important parts of the surgery or 

administer the anesthesia, and if so, 

the types of tasks each type of 

practitioner will carry out; and that 

such practitioners will be performing 
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only tasks within their scope of 

practice for which they have been 

granted privileges by the hospital. 

 

11.00.17    Representation of Patients 

Declared Incompetent by the State 

If a patient is adjudged incompetent under 
applicable state health and safety laws by 

a court of proper jurisdiction, the rights of 

the patient are exercised by the person 

appointed under state law to act on the 

patient’s behalf.  

 

A patient who has been determined to be 

incompetent under a state legal process is 

not capable of exercising his or her rights 

independently. For such patients, the person 

appointed under state law to act on the 

patient’s behalf may exercise any and all of 

the rights afforded to any physician/dentist 

office patient. 

DOCUMENT REVIEW 

Review policies and procedures to 

determine that this issue is addressed. 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 

      

11.00.18 Representation of Patients 

Not Declared Incompetent by the State 

If a state court has not adjudged a patient 
incompetent, any legal representative 

designated by the patient in accordance 

with state law may exercise the patient’s 

rights to the extent allowed by State law. 

 

 

The patient must have the right to have a 

surrogate (parent, legal guardian, person 

with medical power of attorney) exercise 

the Patient’s Rights when the patient is 

unable to do so, without coercion, 

discrimination, or retaliation. The 

physician/dentist office must have policies 

and procedures that state this.   

Policies should provide for corrective 

action when discriminatory or corrective 

behavior is found. 

INTERVIEW AND DOCUMENT 

REVIEW 

Review policies and discuss the issue 

with staff. 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 

      

11.00.19 Privacy & Safety 

The patient has the right to- 

1. Personal privacy. 

2. Receive care in a safe setting. 

3. Be free from all forms of abuse or 

harassment. 

 

The underlying principle of this 

requirement is the patient’s basic right to 

respect, dignity, and comfort.  

“The right to personal privacy” includes at 

a minimum, that patients have privacy 

during personal hygiene activities (e.g., 

toileting, dressing), during medical/surgical 

treatments, and when requested as 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Does the physician/dentist office have 

policies and procedures for 

investigating allegations of abuse and 

neglect in addition to the required 

grievance process that applies to 

allegations from patients or their 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 
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appropriate. 

Each patient should receive care in an 

environment that a reasonable person 

would consider to be safe. The office staff 

should follow current standards of practice 

for patient environmental safety, infection 
control, and security. Office staff should 

also provide protection for the patient’s 

emotional health and safety as well as the 

patient’s physical safety. Respect, dignity, 

and comfort would be components of an 

emotionally safe environment. 

The following components are suggested as 

necessary for effective protection from 

abuse, neglect or harassment: 

Prevent - Persons with a record of abuse or 

neglect should not be hired or retained as 

employees. It is recommended that the 

physician/dentist office have a process in 

place to screen all applicants for 

employment or privileges to practice in the 

physician/dentist office. 

Identify - The physician/dentist office 

should create and maintain a proactive 

approach to identify events and occurrences 

that may constitute or contribute to abuse 

and neglect. 

Train - The physician/dentist office, during 

its orientation program, and through an on-

going training program, should provide all 

employees with information regarding 

patient abuse and neglect, including who in 

the physician/dentist office is authorized to 

representatives? 

▪ Does the physician/dentist office use 

the same process as for grievances 

alleging abuse and neglect?  

 If not, what is the 

physician/dentist office policy 

and process, including the 

process for training staff? 

▪ Interview staff to determine if staff 

members know what to do if they 

witness abuse and neglect.  
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receive and handle allegations of abuse and 

neglect. 

Investigate - The physician/dentist office 

ensures, in a timely and thorough manner, 

an objective investigation of all allegations 

of abuse, neglect, or mistreatment. This 
includes investigation not only of 

grievances from patients or their 

representatives, but also allegations from 

any other source. 

Respond - The physician/dentist office 

should assure that any and all incidents of 

abuse, neglect, or harassment are reported 

and analyzed, and the appropriate 

corrective, remedial or disciplinary action 

occurs, in accordance with the applicable 

local, state, or federal law. 

 

11.00.20 Confidentiality of Clinical 

Records 

The physician/dentist office must comply 

with Department of Health and Human 

Services rules for the privacy and 

security of individually identifiable 

health information. 

 

 

PRIVACY RULE  

Individually identifiable health information 

that is held by HIPAA Covered Entities is 

protected under the Privacy Rule. Such 

information held by the "business 

associates" of Covered Entities is protected 

through contractual requirements in their 

contracts with the Covered Entities. The 
Privacy Rule requires physician/dentist 

office that are HIPAA Covered Entities to 

engage in activities such as:  

▪ Notifying patients about their privacy 
rights and how their information can be 

used. 

▪ Adopting and implementing privacy 

OBSERVATION AND DOCUMENT 

REVIEW 

▪ What policies and procedures does 

the office have in place to prevent the 

release or disclosure of individually 

identifiable patient information? 

▪ Observe whether patient information 

is visible in areas where it can be 

viewed by visitors or other patients?  

 How likely is it that an 

unauthorized individual could 

read and/or remove a patient’s 

medical record? 

▪ What security measures are in place 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 
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procedures for the physician/dentist 

office. 

▪ Training employees so that they 

understand the privacy procedures. 

▪ Designating an individual to be 

responsible for seeing that the privacy 

procedures are adopted and followed 

within the physician/dentist office. 

▪ Securing patient records containing 

individually identifiable health 

information so that they are not readily 

available to those who do not need 

them. 

To ease the burden of complying with these 

requirements, the Privacy Rule gives 

needed flexibility for physician/dentist 

offices to create their own privacy 

procedures, tailored to fit their size and 

needs.  

This scalability provides a more efficient 

and appropriate means of safeguarding 

protected health information than would 

any single standard. 

For example,  

▪ The privacy official at a small 

physician/dentist office may be the 

office manager, who will have other 

non-privacy related duties; the privacy 

official at a very large, high volume 
physician/dentist office may be a full-

time position. 

▪ The training requirement may be 

to protect patient’s medical records?  
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satisfied by a small physician/dentist 

office providing each new member of 

the workforce with a copy of its privacy 
policies and documenting that new 

members have reviewed the policies; 

whereas a very large physician/dentist 

office may provide training through live 

instruction, video presentations, or 

interactive software programs. 

▪ The policies and procedures of small 

physician/dentist office may be more 

limited under the Rule than those of a 

very large physician/dentist office, 

based on the volume of health 

information maintained and the number 

of interactions with those within and 

outside of the healthcare system. 

The Department of Health and Human 

Services Office of Civil Rights, which is 

charged with responsibility for enforcing 

the Privacy Rule, provides more detailed 

information at the following website:  
http://www.hhs.gov/ocr/privacy/hipaa/unde

rstanding/index.html 

A summary of the Privacy Rule’s 

requirements may be found at:   

http://www.hhs.gov/ocr/privacy/hipaa/unde

rstanding/summary/index.html 

SECURITY RULE  

The Department of Health and Human 

Services (HHS) also established standards, 

as required under HIPAA, for the security 

of health information. The Security Rule 
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specifies a series of administrative, 

technical, and physical security standards 

with which covered entities must comply to 
ensure the confidentiality, integrity, and 

availability of all covered entity creates, 

receives, maintains, or transmits. The 

standards include required and addressable 

implementation specifications. Unlike the 

Privacy Rule, which applies to protected 

health information in both electronic and 

non-electronic forms, the Security Rule 

only applies to phi in electronic form. More 

information on the Security Rule may be 

found at the following Web site:   

http://www.cms.hhs.gov/SecurityStandard/. 

 

11.00.21 Disclosure of Relationships 

The Patient must have the right to know 

the relationship(s) of the 

physician/dentist office to either persons 

or organizations participating in the 

provision of his/her care. The 

physician/dentist office must have a 

disclosure policy. 

The physician/dentist office must have a 

policy and procedures that require 

disclosure to patients of relationship(s) of 
the physician/dentist office to either 

persons or organizations participating in the 

provision of his/her care. 

DOCUMENT REVIEW 

Review disclosure policies and discuss 

issue with staff. 

 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 

      

11.01.01 Patients Have Impartial 

Access to Treatment 

The patient must have the right to 
impartial access to treatment regardless 

of race, religion, sex, sexual orientation, 

ethnicity, age, or handicap. 

 

Policies should provide for corrective 

action when discriminatory or coercive 

behavior is found. 

INTERVIEW AND DOCUMENT 

REVIEW 

Review policies and discuss issue with 

staff. 

 

 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 
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11.01.02 Care Without 

Discrimination or Retaliation 

The patient must have the right to receive 

care or treatment in the physician/dentist 

office without discrimination, or 

retaliation.  Care without coercion, 
discrimination or retaliating. The 

physician/dentist office must have 

policies and procedures that state this.   

 

Policies should provide for corrective 

action when discriminatory or coercive 

behavior is found. 

INTERVIEW AND DOCUMENT 

REVIEW 

Review policies and discuss the issue 

with staff. 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 

      

11.01.03 Patient is Aware of 

Caregiver Status 

The patient must have the right to know 

the professional status of any person 

providing his/her care or services. 

 

Nametags are suggested, however, when 

not used, staff should introduce themselves 

including their professional title. 

 

 

 

INTERVIEW AND DOCUMENT 

REVIEW 

Review policies and discuss the issue 

with staff. 

 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 

      

11.01.04 Relationship of 

Physician/Dentist to Providers of Care 

The patient must have the right to know 

the relationship(s) of the 

physician/dentist office to either persons 
or organizations participating in the 

provision of his/her care. 

Information that patients have the right to 

know about include: 

• Contracts 

• HMO or insurance constraints to 

services 

• Agreements with sole source 

referrals 

Patients are informed in advance of 

separate billings by providers participating 

in the patients care, i.e. anesthesia, 

consultants, assistants, etc. 

INTERVIEW AND DOCUMENT 

REVIEW 

Review policies and discuss issue with 

staff. 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 

      

11.01.05 Research Projects 

The patient must have the right to be fully 

Experimental or research includes 

treatment protocols, unusual dosages or 

INTERVIEW AND DOCUMENT 

REVIEW 

 

  Compliant 
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informed of and to consent or refuse to 

participate in any unusual, experimental or 

research project without compromising 
his/her access to services. The 

physician/dentist office must have policies 

and procedures that state this.   

 

combinations of drugs or experimental 

drugs. 

Review policies and discuss the issue 

with staff. 
  Not Compliant 
  NA (No research 

projects) 

 

COMMENTS: 

       

11.01.06 Access to Clinical Record 

The patient must have the right to access 

information contained in his/her clinical 

record.  

When it is determined that information 

contained in the record may adversely 

affect the health of the patient, the 

physician/dentist office must provide 

access to designated surrogate or release 

information as directed by law. 

 

INTERVIEW AND DOCUMENT 

REVIEW 

Review policies and discuss issue with 

staff. 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 

      

11.01.07 Patient Transfer 

The patient must have the right to know 

the reasons for his or her transfer either 

inside or outside the physician/dentist 

office.  

No additional information. INTERVIEW AND DOCUMENT 

REVIEW 

Review policies and discuss issue with 

staff. 

 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 

      

11.01.08 Cost of Care 

The patient must have the right to access 

the cost, itemized when possible, of 

services within a reasonable period of 

time.  The physician/dentist office must 

have policies and procedures that state 

the requirements. 

 

No additional information. INTERVIEW AND DOCUMENT 

REVIEW 

Review policies and discuss issue with 

staff.  

 

 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 
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11.01.09 Source of Payment 

The patient must have the right to be 

informed of the source of the 

physician/dentist office reimbursement 

for his/her care and any limitations or 

constraints which may be placed upon 

his/her care. 

 

No additional information. INTERVIEW AND DOCUMENT 

REVIEW 

Review policies and discuss issue with 

staff. 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 

      

11.01.10 Free from Restraint 

The patient must have the right to be free 
from unnecessary use of physical or 

chemical restraint and/or seclusion as a 

means of coercion, convenience or 

retaliation.   

 

Restraints of any sort should be used only 

upon a legitimate order given by a provider 

who is authorized by law. 

INTERVIEW AND DOCUMENT 

REVIEW 

Review policies and discuss issue with 

staff. 

 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 

      

11.01.11 Free from Pain 

The patient has the right to be free from 

pain. 

No additional information DOCUMENT REVIEW 

Review medical record to determine that 

patient was assessed/reassessed for pain 

using the numbers/faces pain scale. 

 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 
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12.00.01 Infection Control 

The physician/dentist office must 

maintain an infection control program 

that seeks to minimize infections and 

communicable diseases.  

 

The physician/dentist office infection 

control program must:  

▪ Provide a functional and sanitary 

environment for surgical services, to 

avoid sources and transmission of 

infections and communicable diseases. 

▪ Be based on nationally recognized 

infection control guidelines. 

▪ Be directed by a designated health care 

professional with training in infection 

control. 

▪ Be integrated into the physician/dentist 

office QAPI program. 

▪ Be ongoing. 

▪ Include actions to prevent, identify and 

manage infections and communicable 

diseases. 

▪ Include a mechanism to immediately 
implement corrective actions and 

preventive measures that improve the 

control of infection within the 

physician/dentist office.  

The ambulatory care setting, such as a 

physician/dentist office, presents unique 

challenges for infection control, because: 

patients remain in common areas, often  for 

prolonged periods of time; surgical prep, 

recovery rooms and procedure rooms are 

turned around quickly; patients with 

infections/communicable diseases may not 

be identified and there is a risk of infection 

at the surgical site. Furthermore, due to the 

short period of time patients are in a 
physician/dentist office, the follow-up 

process to identify infections associated 

with the physician/dentist office requires 

gathering information after the patient’s 

discharge rather than directly. 

INTERVIEW AND DOCUMENT 

REVIEW 

One surveyor is responsible for 

completion of the Infection Control 

Surveyor Worksheet, Appendix A, which 

is used to facilitate assessment of 
compliance. However, each member of 

the survey team, as he or she conducts 

his/her survey assignments, should assess 

the physician/dentist office compliance 

with the Infection Control regulatory 

requirements. 

 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 
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It is essential that physician/dentist office 

have a comprehensive and effective 

infection control program, because the 
consequences of poor infection control can 

be very serious.  

 

12.00.02 Sanitary Environment 

The physician/dentist office must provide 

a functional and sanitary environment for 

the provision of surgical services by 

adhering to professionally acceptable 

standards of practice.  

 

 

The physician/dentist office must provide 

and maintain a functional and sanitary 

environment for surgical services, to avoid 

sources and transmission of infections and 

communicable diseases. All areas of the 

physician/dentist office must be clean and 

sanitary. This includes the waiting area(s), 

the pre-surgical prep area(s), the recovery 

room(s), and the operating or procedure 
rooms. The physician/dentist office must 

appropriately monitor housekeeping, 

maintenance (including repair, renovation, 

and construction activities), and other 

activities to ensure a functional and sanitary 

environment. Policies and procedures for a 

sanitary and functional environment should 

address the following: 

▪ Ventilation and water quality control 

issues, including measures taken to 

maintain a safe environment during 

internal or external construction/ 
renovation. 

▪ Maintaining safe air handling systems in 

areas of special ventilation, such as 

operating rooms. 

▪ Techniques for food sanitation if 

employee food storage and eating areas 

are provided. 

▪ Techniques for cleaning and disinfecting 

environmental surfaces, carpeting, and 

furniture. 

▪ Techniques for disposal of regulated and 

OBSERVATION, INTERVIEW AND 

DOCUMENT REVIEW 

Using the specific questions on the 

infection control survey worksheet 

related to environmental infection control 

to guide you:  

▪ Observe throughout the office the 

cleanliness of the waiting area(s), the 

recovery room(s), the OR/procedure 

rooms, floors, horizontal surfaces, 

patient equipment, air inlets, 

mechanical rooms, supply, storage 

areas, etc.  

▪ Interview staff to determine whether 

cleaning/disinfection take place at the 

appropriate frequencies, using 

suitable EPA-registered agents. Ask 

for supporting documentation to 

confirm what staff says in interviews. 

▪ Determine whether the 

physician/dentist office has a 

procedure for decontamination after 

gross spills of blood or other bodily 

fluids.  

 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 
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non-regulated waste. 

▪ Techniques for pest control.  

These activities must be conducted in 

accordance with professionally recognized 

standards of infection control practice. 

Examples of national organizations that 

promulgate nationally recognized infection 

and communicable disease control 

guidelines, and/or recommendations 

include: the Centers for Disease Control 
and Prevention (CDC), the Association for 

Professionals in Infection Control and 

Epidemiology (APIC), the Society for 

Healthcare Epidemiology of America 

(SHEA), and the Association of 

Perioperative Registered Nurses (AORN). 

12.00.03 For future use    

12.01.01 Infection Control Program 

Monitored 

The physician/dentist office must 

monitor the infection control program on 

a yearly basis to ensure that the staff 

implements the policies and procedures. 

The policies and procedures are 

consistent with current practices in the 

field. 

  

The physician/dentist office must maintain 

an ongoing program to prevent, control, 

and investigate infections and 

communicable diseases. As part of this 

ongoing program, the physician/dentist 

office must have an active surveillance 

component that covers both 
physician/dentist office patients and 

personnel working in the facility.  

Surveillance includes infection detection 

through ongoing data collection and 

analysis.    

The ongoing program must be based on 

nationally recognized infection control 

guidelines that the physician/dentist office 

has selected, after a deliberative process. 

Examples of national organizations that 

promulgate nationally recognized infection 

and communicable disease control 

DOCUMENT REVIEW 

▪ Review infection control policies and 

procedures.  

▪ Look for specific directions for 

covering all areas on an ongoing 

basis. 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 
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guidelines, and/or recommendations 

include: The Centers for Disease Control 

and Prevention (CDC), the Association for 
Professionals in Infection Control and 

Epidemiology (APIC), the Society for  

Healthcare Epidemiology of America 
(SHEA), and the Association of 

perioperative Registered Nurses (AORN). 

 

12.01.02 Infection Control Officer 

There must be single individual that is 

responsible for the Infection Control 

Program (ICP). 

The physician/dentist office must designate 

in writing, a qualified licensed health care 

professional who will lead the facility’s 

infection control program. The office must 

determine that the individual has had 

training in the principles and methods of 
infection control. Note that certification in 

infection control, such as that offered by 

the Certification Board of Infection Control 

and Epidemiology Inc. (CIBC), while 

highly desirable, is not required, so long as 

there is documentation that the individual 

has training that qualifies the individual to 

lead an infection control program. The 

individual selected to lead the office 

infection control program must maintain 

his/her qualifications through ongoing 
education and training, which can be 

demonstrated by participation in infection 

control courses, or in local and national 

meetings organized by recognized 

professional societies, such as APIC and 

SHEA. 

The office should consider the type of 

surgical services offered at the facility as 

well as the patient population in 

determining the size and scope of the 

resources it commits to infection control. 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Review the qualifications and training 

of the ICO with that individual.  

□ Is there adequate oversight and 

advice available? 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 
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12.01.03 Infection Control Officer 

Responsibilities 

The Infection Control Officer must be 

responsible for developing or assisting in 

the development and dissemination of 

policies and plans concerning asepsis, 
infection control and adherence to 

requirements, such as those of 

bloodborne pathogens, throughout the 

ASC. 

 

The physician/dentist office infection 

control professional must develop and 

implement a comprehensive plan that 
includes actions to prevent, identify and 

manage infections and communicable 

diseases within the physician/dentist office. 

The plan of action must include 

mechanisms that result in immediate action 

to take preventive or corrective measures 

that improve the physician/dentist office 

infection control outcomes. The plan 

should be specific to each particular area of 

the physician/dentist office, including, but 

not limited to, the waiting room(s), the 
recovery room(s), and the 

surgical/procedure areas. The designated 

infection control professional must assure 

that the program’s plan of action addresses 

the activities below: 

▪ Maintenance of a sanitary environment. 

▪ Development and implementation of 

infection control measures related to 

physician/dentist office personnel. 

▪ Mitigation of risks associated with 

patient infections present upon 

admission. 

▪ Mitigation of risks contributing to 

healthcare-associated infections. 

▪ Active surveillance. 

▪ Monitoring compliance with all policies, 

procedures, protocols, and other 

infection control program requirements. 

▪ Plan evaluation and revision of the plan, 

when indicated. 

▪ Coordination as required by law with 

federal, state, and local emergency 

preparedness and health authorities to 

address communicable and infectious 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Ask the infection control professional 

to provide actual examples of how, as 

a result of the action plan, infection 

control issues were identified, and 
corrective or preventive actions were 

taken. 

▪ Ask for documentation of how those 

actions were evaluated to assure that 

they resulted in improvement. 

▪ Ask the infection control professional 

to review the office infection control 

plan of action with you, explaining 
how it addresses the fundamental 

elements of an infection control 

program. 

□ Does the plan address all the basic 

elements of infection control? 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 
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disease threats and outbreaks. 

▪ Compliance with reportable disease 

requirements of the local health 

authority.  

 

12.01.04 ICO Receives Reports 

There must be a mechanism where the 

ICO receives reports or reviews all 

reports that may indicate a nosocomial or 

community acquired infection. 

 

The ICO should review all laboratory 

reports indicating infections or there may 
be standard physician/dentist office 

reporting policies. 

DOCUMENT REVIEW 

Determine how reports of nosocomial or 

community wired infections are reviewed 

by the ICO. 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 

      

12.01.05    Potential Infections 

Discovered at Other Care Locations 

Whenever continued care of the patient is 

provided at a location other than the 

physician/dentist office, there must be a 
system for the ICO to receive 

information and consider any infection 

discovered that might be a result of the 

care given in the physician/dentist office.  

This is included in the physician/dentist 

office nosocomial statistics. 

Examples of continued care: 

▪ Follow-up care given in another office 

following a procedure. 

▪ Open communications must be 

maintained with all providers practicing 

in the location. 

 

 

 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Review infection control policies and 

procedures. Look for specific 

reporting or reviewing policies. 

▪ Discuss policies and procedures with 

ICO. 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 

      

12.01.06 Postexposure Protocol 

There must be a medically approved post 

exposure protocol, based upon the latest 

CDC or other authoritative 

recommendation, for the observation, 

treatment and reporting of all patients, 

staff or public, who have an “exposure 

incident” as defined in OSHA Standard 

1910.1030 (b). 

Incidents may include: a specific eye, 

mouth, other mucus membrane, non-intact 

skin, or parental contact with blood or other 

potentially infectious materials that results 

from the performance of an employee’s 

duties. 

DOCUMENT REVIEW 

Review post exposure protocols for all 

potential exposures. Ask for copies of 

recommendations that were used for 

developing the protocols. 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 
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12.01.07    Bloodborne Pathogens 

Exposure Control Plan 

There must be a written exposure control 

plan designed to eliminate or minimize 

employee exposure to Bloodborne 

pathogens for all employees who are 

exposed. 

 

The plan should meet all provisions of 29 

CFR 1910.1030 (c), (1). This requirement 

covers the use of personal protective 

equipment.   

DOCUMENT REVIEW 

Review the exposure control plans for 

employees with contact of blood or 

infectious diseases. 

 

 

 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 

      

 

12.01.08    System for Investigating 

Infections 

There must be a system for investigating 

infections, particularly those occurring in 

clusters. 

 

Mechanism exists or there are policies on 

specific individuals who will be brought in 

to assist. 

DOCUMENT REVIEW 

Review infection control policies and 

procedures for investigating infections. 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 

      

12.01.09 Special Infection 

Considerations 

The physician/dentist office must be 

particularly vigilant when infections 

involve or there are a number of patients 

with:  

1. Intravascular devices 

2. Bloodborne pathogens 

3. Airway instrumentation 

4. Surgical site infections 

5. Surgical implants or 

Immunocompromised 

6. Pregnant patients 

The office may select particular patient 

groups or infections based upon the 

prevalence of the infections or the 

condition of the patient population. 

DOCUMENT REVIEW 

Review infection control policies and 

procedures and track logic flow of 

selected sentinel tracking. 

 

 

 

 

 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 

      

12.01.10 Infection Control Program 

Reporting 

There must be an effective system for 
reporting the results of the infection 

control program to all providers that 

practice in the physician/dentist office. 

No additional information. INTERVIEW AND DOCUMENT 

REVIEW 

▪ Review infection control policies and 
procedures. Look for specific 

reporting or reviewing policies and 

procedures to see how and when they 

are reported. 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 
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▪ Discuss policies and procedures with 

ICO. 

12.01.11     ICO Cooperates with 

Authorities 

The ICO cooperates with the disease 

control activities of the local or state 

health authorities. 

There is a system for collecting, 

aggregating, and reporting all required 
diseases. In addition, the physician/dentist 

office monitors for and reports suspected 

clustering of community-wide diseases, i.e. 

food borne outbreaks, childhood, viral, etc. 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Review infection control policies and 

procedures. Look for specific 

reporting or reviewing policies. 

▪ Discuss policies and procedures with 

ICO. 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 

      

12.01.12 ICP Reported Through 

QAPI Functions. 

Results of the Infection Control Program 

(ICP) activities must be  reported through 

the quality committee and opportunities 

for improvement are sought yearly and 

sent to the Governing Body. 

The CEO, executive staff and medical staff 

all seek improved ways of preventing 

infections based upon the ICP findings and 

the results of the QAPI activities. 

DOCUMENT REVIEW 

Review reporting through to the QAPI 

committee and ask for documentation of 

improvements or changes as a function of 

reviews. 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 

      

12.01.13    Policies & Procedures – 

Decontamination & Sterilization 

There must be written policies and 
procedures for the decontamination and 

sterilization techniques used in any 

physician/dentist office location. 

 

Procedures will vary depending upon type 

of sterilization employed. These polices 

should reflect current professional 

guidelines and those of OSHA and the 

CDC. 

DOCUMENT REVIEW 

Review policies for all types of 

sterilization employed. Are they current 

and complete? 

 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 

      

12.01.14    Decontamination & 

Sterilization Policies Followed 

The collecting, receiving, 

decontamination, cleaning, disinfecting 

and sterilization of reusable instruments 

conform to policies. 

Some sterilization may be by a vendor, 

however, the physician/dentist office 

remains responsible for monitoring quality 

control. 

OBSERVATION 

Observe process in different areas for 

compliance with policies and procedures. 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 
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12.01.15 Surgical Packs Conform to 

Policies 

The preparing, assembly, wrapping, 

storage and monitoring for outdated 

packaging conforms to policies. 

Self-explanatory. OBSERVATION 

Observe process in different areas for 

compliance with policies and procedures. 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 

      

12.01.16 Effectiveness of Sterilization 

Cycles Monitored 

There must be an approved process for 

monitoring the effectiveness of every 

sterilization cycle. The physician/dentist 

office is responsible for monitoring 

vendor quality control. 

 

Bacteriological spore tests (BST) should be 

run weekly and results documented for 

steam sterilizers; BST are used with every 

load of pressurized gas or liquid 

sterilization. Chemical indicators are used 

with each package going through a 

sterilizer cycle. 

 

DOCUMENT REVIEW 

Review documentation of required 

testing in several areas. 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 

      

12.01.17 Process for Monitoring 

Supplies 

There must be a process for the 

monitoring of expiration dates, the recall 

and disposal of all outdated or 

contaminated sterilized supplies. 

 

The physician/dentist office is responsible 

for monitoring the expiration date for all 
commercially prepared sterile supplies as 

well as their own. 

OBSERVATION AND DOCUMENT 

REVIEW 

▪ Review polices and mechanism for 

tracking. 

▪ Look for out of date supplies. 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 

      

12.01.18 Storage of Sterile Packages 

All sterilized packages must be stored in 

compliance with recommendations based 

upon the nature of the packaging. 

Standards for cloth packaging are 

significantly more restrictive than for 

sealed liquid resistant containers. 

OBSERVATION 

Look for cloth containers that may be 

exposed to moisture, or containers in 

which the integrity of the wrapping has 

been compromised. 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 
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12.01.19 Contaminated Linen 

Contaminated linen must be placed and 

stored in hampers or other holding 

devices, which reduce the potential for 

particles becoming airborne and/or 
liquids dripping from, or absorption into, 

the holding device. 

 

 

Grossly soiled linen is stored in covered 

devices in non-patient care areas. 

OBSERVATION 

Look for how contaminated laundry is 

stored. 

 

  Compliant 

  Not Compliant 

  NA (Disposable linen 
only) 

 
COMMENTS: 

      

12.01.20 Adequate Linen Supply 

The physician/dentist office must 

maintain a quantity of laundered linen 

adequate for the care and comfort of 

patients available at all times. Linens 

must be handled, stored and processed in 

a manner that prevents the spread of 

disease. 

 

All physician/dentist offices that use 

laundered linen should comply. 

OBSERVATION 

Look for sufficient linen and how it is 

stored. 

 

  Compliant 

  Not Compliant 

  NA (Disposable linen 
only) 

 
COMMENTS: 

      

12.01.21 Recommendations to ICO 

The physician/dentist office must review 

and make recommendations to the 

Infection Control Officer (ICO) on all 

matters relating to infection control 

within the physician/dentist office. 

 

No additional information. INTERVIEW AND DOCUMENT 

REVIEW 

Discuss procedures with medical director 

and ask for examples of activity or 

minutes to verify activity. 

 

 

  Compliant 

  Not Compliant 

 
COMMENTS: 

      

12.01.22 Postexposure Protocol 

There must be a medically approved 
postexposure protocol, based upon the 

latest CDC or other authoritative 

recommendation, for the observation, 

treatment and reporting of all patients, 

staff or public, who have an “exposure 

incident” as defined in OSHA Standard 

1910.1030 (b). 

Incidents may include: a specific eye, 

mouth, other mucus membrane, non-intact 

skin, or parental contact with blood or other 

potentially infectious materials that results 

from the performance of an employee’s 

duties. 

DOCUMENT REVIEW 

Review post exposure protocols for all 
potential exposures. Ask for copies of 

recommendations that were used for 

developing the protocols. 

 

  Compliant 

  Not Compliant 

 
COMMENTS: 
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13.00.01 Patient Admission, 

Assessment & Discharge 

The physician/dentist office must ensure 

each patient has the appropriate pre-

surgical and post-surgical assessments 

completed and that all elements of the 
discharge requirements are completed.   

 

 

The core objectives of this standard are to 

ensure that:  

▪ The patient can tolerate a surgical 

experience. 

▪ The patient’s anesthesia risk and 

recovery are properly evaluated. 

▪ The patient’s post-operative recovery is 

adequately evaluated. 

▪ The patient received effective discharge 

planning. 

▪ The patient is successfully discharged 

from the physician/dentist office. 

DOCUMENT REVIEW 

▪ Review policies and procedures 

regarding pre- and postsurgical 

assessments.    

▪ Review policies and procedures on 

discharge criteria. 

▪ Review medical records to verify 

compliance. 

 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 

      

 

13.00.02 Admission & Presurgical 

Assessment 

Not more than 30 days before the date of 
the scheduled surgery, each patient must 

have a comprehensive medical history 

and physical assessment completed by a 

physician or other qualified practitioner 

in accordance with applicable State 

health and safety laws, standards of 

practice, and physician/dentist office 

policy.    

Note:  This standard does not apply if 

topical anesthesia or a local anesthetic is 

being used for the procedure. 

More than one qualified practitioner can 

participate in performing, documenting, 

and authenticating an H&P for a single 

patient. When performance, 
documentation, and authentication are split 

among qualified practitioners, the 

practitioner who authenticates the H&P 

will be held responsible for its contents. 

 

The purpose of a comprehensive medical 

history and physical assessment (H&P) is 

to determine whether there is anything in 

the patient's overall condition that would 

affect the planned surgery, such as a 

medication allergy, or a new or existing co-

morbid condition that requires additional 

interventions to reduce risk to the patient, 

or which may even indicate that a 

physician/dentist office setting might not be 

the appropriate setting for the patient’s 
surgery. The H&P must be comprehensive 

in order to allow assessment of the patient’s 

readiness for surgery. The H&P should 

specifically indicate that the patient is 

cleared for surgery in an ambulatory 

setting.  

The H&P must be completed and 

documented for each physician/dentist 

office patient no more than 30 calendar 

days prior to date the patient is scheduled 

for surgery in the physician/dentist office.  

▪ In cases where the patient is scheduled 

for two surgeries in the 

DOCUMENT REVIEW 

▪ Determine whether the office has a 

policy requiring that an H&P be 
performed for each patient no more 

than 30 days before each patient’s 

scheduled surgery by a physician or 

other qualified licensed individual in 

accordance with state law and 

hospital policy. 

▪ Does the physician/dentist office 

policy address who may perform the 

H&P?  

□ If it permits acceptance of H&Ps 

by qualified licensed individuals 

who are not physicians, is it is 

consistent with the state’s scope 

of practice law or regulations? 

▪ Review a sample of open and closed 

medical records to verify that: 

□ There is an H&P that was 

completed no more than 30 days 

before the patient’s surgery date. 

□ The H&P was performed by a 

 

  Compliant 

  Not Compliant 

  NA (No general 
anesthesia or moderate – 
conscious sedation) 
 

COMMENTS: 
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 physician/dentist office within a short 

period of time, the same H&P may be 

used so long is it is completed no more 
than 30 calendar days before each 

surgery. For example, if a patient has 

two surgeries for cataracts scheduled, 

one eye on May 3rd, and the other eye 

on May 18th, and H&P performed on 

April 20th could be used for both 

surgeries. 

physician, or other qualified 

licensed individual authorized in 

accordance with state law, 
standards of practice, and 

physician/dentist office policy. 

 

13.00.03 Admitting History & 

Physical Update 

Upon admission, each patient must have 

a pre-surgical assessment completed by a 

physician or other qualified practitioner 

in accordance with applicable State 

health and safety laws, standards of 

practice, and physician/dentist office 

policy that includes, at a minimum, an 

updated medical record entry 

documenting an examination for any 

changes in the patient’s condition since 
the completion of  the most recently 

documented medical history and physical 

assessment, including documentation of 

any allergies to drugs and biologicals.  

 

Each patient upon admission to the 

physician/dentist office must have a pre-

surgical assessment. Other elements of the 

assessment may be conducted by a licensed 

practitioner who is credentialed and 

privileged by the physician/dentist office to 

perform an H&P. In all cases, the update 

must take place prior to the surgery. 

The patient must be assessed for any 

changes in his/her condition since the 

patient's H&P was performed that might be 

significant for the planned surgery. Patients 
may have had a change in health status 

after the H&P but may not recognize the 

significance for their planned surgery. Any 

changes in health and medication can have 

an impact on the patient’s ability to tolerate 

the surgery or anesthesia, and the post-

admission pre-surgical assessment is 

designed to identify these changes and take 

appropriate action, up to and including 

postponing or cancellation of the surgery.  

In addition, the pre-surgical assessment 

must identify and document any allergies 

the patient may have to drugs and 

biologicals or indicate that the patient has 

DOCUMENT REVIEW 

▪ Determine whether the office policies 

require a pre-surgical assessment for 

all patients to update the findings of 

the H&P performed prior to the date 

of surgery. 

▪ In the sample of medical records 

selected for review, verify that an 

updated medical record entry 

documenting an examination for any 

changes in the patient's condition was 

completed prior to the surgery. 

▪ Verify that a physician performs 

those components of the pre-surgical 

assessment related to evaluation of 

anesthetic risk and procedural risk. 

▪ Verify that the pre-surgical 

assessment includes documentation in 

the medical record of the patient’s 

allergies or lack of known allergies to 

drugs and biologicals. 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 
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no known allergies to drugs and 

biologicals. Further, if the practitioner finds 

that the H&P done before admission is 
incomplete, inaccurate, or otherwise 

unacceptable, the practitioner reviewing the 

H&P, examining the patient, and 

completing the update may disregard the 

existing H&P, and conduct and document 

in the medical record a new H&P prior to 

the surgery. 

The patient’s medical record must include 

documentation that the patient was 

examined prior to the commencement of 

surgery for changes since the H&P. The 

physician or qualified licensed individual 

uses his/her clinical judgment, based upon 

his/her assessment of the patient’s 

condition and co-morbidities, if any, in 
relation to the patient’s planned surgery to 

decide the extent of the update assessment 

needed as well as the information to be 

included in the update note in the patient’s 

medical record. 

If, upon examination, the licensed 

practitioner finds no change in the patient's 

condition since the H&P was completed, 

he/she may indicate in the patient's medical 

record that the H&P was reviewed, the 

patient was examined, and that "no change" 

has occurred in the patient’s condition since 

the H&P was completed. Likewise, any 

changes in the patient’s condition must be 

documented by the practitioner in the 

update note prior to the start of surgery. 
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13.00.04 H & P Filed Prior to 

Surgery 

The patient’s medical history and 

physical assessment must be placed in 

the patient’s medical record prior to the 
surgical procedure.   

 

Ideally, the comprehensive H&P must be 

submitted to the physician/dentist office 
prior to the patient’s scheduled surgery 

date, in order to allow sufficient time for 

review of the H&P by the physician/dentist 

office medical staff and adjustments if 

necessary, including postponement or 

cancellation of the surgery. At a minimum, 

the H&P must be placed in the patient’s 

medical record prior to the pre-surgical 

assessment since that assessment must first 

consider the findings of the H&P before 

examining the patient for changes. Both the 
H&P and the pre-surgical assessment must 

be placed in the patient’s medical record 

before the surgery. 

 

INTERVIEW AND DOCUMENT 

REVIEW 

In the sample of medical records selected 

for review, verify that each record 

contains both the H&P and the updated 
pre-surgical assessment. Focus in 

particular on open records of patients 

scheduled for surgery during the on-site 

survey, to determine whether these 

documents are in the patients’ records 

before the start of their surgical 

procedures. 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 

      

13.00.05 Post-Surgical Assessment 

The patient’s post-surgical condition 

must be assessed and documented in the 

medical record by a physician, other 

qualified practitioner, or a registered 

nurse with, at the minimum, 

postoperative care experience in 

accordance with applicable State health 
and safety laws, standards of practice, 

and physician/dentist office policy.   

Physician/dentist office policies and 

procedures describe how the facility will 

address the elements of the standard. 

Each patient must be assessed after the 

surgery is completed. A physician or 

anesthetist must assess each patient for 

recovery from anesthesia after the surgery.  

 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Review policies and procedures and 

discuss with staff. 

▪ Verify through observation of post-

surgical patient care and through 

record review whether the office 

evaluates each patient after surgery, 

both for recovery from anesthesia, 

and for his/her overall recovery from 

the surgery and suitability for 

discharge. 

▪ Are the postsurgical assessments 

performed by qualified personnel, 

i.e., a physician or anesthetist 

assesses the recovery from anesthesia, 
while the overall assessment is 

performed by a physician, other 

licensed practitioner or RN with 

appropriate experience in 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 
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postoperative care?  

□ Where an RN performs an 

assessment, is there 

documentation of the RN’s 

qualifications to do so? 

 

13.00.06 Postsurgical Needs 

Addressed 

Postsurgical needs must be addressed and 

included in the discharge notes. 

 

In addition, each postsurgical patient’s 

overall condition must be assessed and 

documented in the medical record, in order 

to determine how the patient’s recovery is 

proceeding, what needs to be done to 

facilitate the patient’s recovery, and 

whether the patient is ready for discharge or 

in need of further treatment or monitoring. 

Except for the assessment of the patient’s 

recovery from anesthesia, the assessment 

may be performed by a physician, another 

qualified practitioner, or a registered nurse 

with postoperative care experience who is 

permitted, under applicable state laws as 
well as general standards of practice and 

the physician/dentist office clinical policy, 

to assess patients’ postoperatively. If the 

assessment identifies post-surgical patient 

needs that must be addressed in order for 

the patient to be safely discharged, or, in 

the case of patients who develop needs that 

exceed the capabilities of the 

physician/dentist office, appropriately and 

timely transferred to a hospital for further 

care, the physician/dentist office must 

address those patient needs. This must be 
documented in the discharge notes in the 

patient’s medical record. 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Review policies and procedures and 

discuss with staff. 

▪ Does the physician/dentist office 

identify patient needs related to safe 
discharge, or, as applicable, does it 

identify patients who require transfer 

to a hospital for further treatment that 

exceeds the physician/dentist office 

capabilities?  

□ Do the records reflect actions by 

the physician/dentist office to 

address the needs it has 

identified? 

▪ Do the medical records reflect the 

postsurgical assessment, needs 

identified, and actions taken by the 

physician/dentist office to address 

those needs in the medical record’s 

discharge notes? 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 
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13.00.07 Discharge 

The physician/dentist office must: 

1) Provide each patient with written 

discharge instructions and overnight 

supplies. When appropriate make a 

follow-up appointment with the 

physician, and ensure that all patients 

are informed, either in advance of 

their surgical procedure or prior to 
leaving the physician/dentist office, 

of their prescriptions, postoperative 

instructions and physician contact 

information for follow-up care. 

2) Ensure each patient has a discharge 

order, signed by a physician who 

performed the surgery or procedure 

in accordance with applicable State 

health and safety laws, standards of 

practice, and physician/dentist office 

policy. 

3) Ensure all patients are discharged in 

the company of a responsible adult, 

except those patients exempted by 

the attending physician.  

 

Each patient, or the adult who accompanies 

the patient upon discharge, must be 
provided with written discharge 

instructions. 

Either before the surgery or before 
discharge each patient must be provided 

with:  

▪ Prescriptions they will need to fill 

associated with their recovery from 

surgery. 

▪ Written instructions that specify actions 

the individual should take in the 

immediate post-operative, post-
discharge period to promote their 

recovery from the surgery; warning 

signs of complications to be alert for, 

etc. 

▪ How to contact the physician who will 

provide follow-up care to the patient. 

When appropriate, the physician/dentist 

office must make an appointment with 

the physician for follow-up care. 

▪ The physician/dentist office must also 

provide supplies, such as gauze, 

bandages, etc., sufficient for the 

patient’s needs through the first night 

after the surgery. 

No patient may be discharged from the 

physician/dentist office unless the 

physician who performed the surgery or 

procedure signs a discharge order. The 

physician/dentist office must ensure that 

physicians follow applicable State laws as 

well as generally accepted standards of 

practice and physician/dentist office policy 

when determining that a patient has 

recovered sufficiently from surgery and 

INTERVIEW AND DOCUMENT 

REVIEW 

▪ Determine whether there is a copy of 

the discharge instructions provided to 

the patient in the patient’s medical 

record. 

▪ Look at the discharge instructions in 

the sample of records under review, 

as well as for patients being 
discharged while the 

physician/dentist office is being 

surveyed.  

□ Do the discharge instructions 

include post-operative care 

instructions for the patient?  

□ Do they indicate if the patient was 

provided prescriptions, if 

applicable?  

□ Do they provide physician contact 

information? 

▪ Ask when and how follow-up 

appointments  are scheduled with the 

physician. 

▪ Ask what types of supplies are 

typically provided to patients upon 

discharge. Observe whether patients 

being discharged during the survey 

are provided any supplies to cover 

their overnight needs. 

▪ Determine whether there is a 

discharge order, signed by the 

physician who performed the 

surgery/procedure, in the sample of 

medical records being reviewed. 

▪ Determine whether there is a 

discharge order signed by the 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 
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may be discharged or, as applicable, that 

the patient must be transferred to another 

healthcare facility that can provide the 
ongoing treatment that the patient requires 

and that the office is unable to provide. It is 

expected that a patient will actually leave 

the facility within 15 – 30 minutes of the 

time when the physician signs the discharge 

order. 

▪ Unless the physician responsible for the 

patient’s care in the office has exempted 

the patient, the office may not discharge 

any patient who is not accompanied by 

a responsible adult who will go with the 

patient after discharge. 

Physician/dentist offices would be well-

advised to develop policies that address 

what criteria a physician should 

consider when deciding a patient does 

not need to be discharged in the 

company of a responsible adult. 

Exemptions must be specific to 
individual patients, not blanket 

exemptions to a whole class of patients.   

physician for patients being 

discharged while the survey takes 

place. 

▪ Do the medical records being 

reviewed identify for each patient the 

responsible adult who will 
accompany the patient after 

discharge, or, alternatively, a specific 

exemption for this patient from this 

requirement by the physician? 

▪ Observe whether the 

physician/dentist office ensures an 

adult accompanies patients 

discharged while the survey is taking 

place, unless the patient has been 

specifically exempted from this 

requirement. 

 

 

13.00.08 Patient Follow-up 

Physician/dentist office surgery patients 

are contacted, when possible, by the 

physician/dentist office within a 24 to 72- 

hour time frame after the procedures.  
The findings must be reviewed in the 

QAPI process. 

Mechanisms are established to determine 
patient status following discharge. Patient 

satisfaction with the physician/dentist 

office and the services can also be assessed. 

The physician/dentist office may determine 

the best time frame for the patient 

population. 

INTERVIEW AND DOCUMENT 

REVIEW 

Determine how the physician /dentist 

office has implemented this standard.  

The physician/dentist office with high 
volumes may decide to sample some 

patients with simpler procedures while 

calling all high-risk patients.  Interview 

staff to determine process and review 

results. Review QAPI minutes for 

evidence of involvement. 

 

  Compliant 

  Not Compliant 
 

COMMENTS: 
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14.00.01 Provision of Services 

Dental services provided will be appropriate 

to the needs of the patients and consistent 

with the organizational policy and definition 

of dentistry according to state law. 

 

No additional information. DOCUMENT REVIEW 

Review organizational policies to ensure 

appropriateness of services. 

 
  Compliant 
  Not Compliant 
  NA (No dental 

services) 
 
COMMENTS: 
      

14.00.02 Qualified Personnel 

There must be appropriately qualified 

personnel (according to education and state 

law) assisting in the provision of dental 

services. There must be an appropriate 

number of staff available to meet the needs 

for procedures that are being performed. 

 

No additional information. DOCUMENT REVIEW 

Review personnel files and staffing 

schedules. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

14.00.03 History & Physical 

History and physicals must be periodically 

updated and must include assessment of the 

hard and soft tissues of the mouth. 
 

An appropriate H&P must be conducted 

prior to a procedure that includes an 

assessment of the soft and hard tissues of 

the mouth. 

DOCUMENT REVIEW 

Review records for appropriate H&P, 

updated if necessary. 

 
  Compliant 
  Not Compliant 

 
COMMENTS: 
      

14.00.04 Dental Laboratories 

The dental office must have policies and 

procedures to evaluate dental laboratories so 

that they meet the needs of the patients. 

No additional information. DOCUMENT REVIEW 

Review policies and procedures for 

evaluation of dental laboratories.  

  Compliant 
  Not Compliant 
  NA (No dental 

lab) 
 
COMMENTS: 
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14.00.05 Dental Products 

If the dental office sells dental products to 

patients, there must be a mechanism in 

place to monitor these practices to ensure 

the sales are in an ethical manner. 

 

Monitoring the sale of dental products 

should be incorporated into the Quality 

Assessment/Performance Improvement 

(QAPI) program. 

DOCUMENT REVIEW 

Review policies on sales of dental 

products. 

Review QAPI for incorporation of 

monitor for dental products. 

 

  Compliant 
  Not Compliant 
  NA (No sales) 

 
COMMENTS: 
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