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Annual and Time Specific Requirements in the Standards 
	

	
	
	
	
	
	

	
	APR.03.01.01 The hospital fulfills requirements for Periodic Performance Review. Annually
	
	
	
	
	
	
	
	
	
	
	

	
	Standard EC.02.03.03 The hospital conducts fire drills.
	
	
	
	
	
	
	
	
	
	
	

	
	1. The hospital conducts fire drills once per shift per quarter in each building defined as a health care occupancy by the Life Safety Code. The hospital conducts quarterly fire drills in each building defined as an ambulatory health care occupancy by the Life Safety Code.

Note 1: Evacuation of patients during drills is not required.

Note 2: In leased or rented facilities, drills need be conducted only in areas of the building that the hospital occupies.
	
	
	
	
	
	
	
	
	
	
	

	
	2. The hospital conducts fire drills every 12 months from the date of the last drill in all freestanding buildings classified as business occupancies and in which patients are seen or treated.

Note: In leased or rented facilities, drills need be conducted only in areas of the building that the hospital occupies.
	
	
	
	
	
	
	
	
	
	
	

	
	Standard EC.02.03.05 
The hospital maintains fire safety equipment and fire safety building features.

Note: This standard does not require hospitals to have the types of fire safety equipment and building features described below. However, if these types of equipment or features exist within the building, then the following maintenance, testing, and inspection requirements apply.  See annual and time specific testing requirements under this standard, too numerous to print.
	
	
	
	
	
	
	
	
	
	
	

	
	Standard EC.02.05.07 The hospital inspects, tests, and maintains emergency power systems.
2. Every 12 months, the hospital either performs a functional test of battery-powered lights required for egress for duration of 1½ hours; or the hospital replaces all batteries every 12 months and, during replacement, performs a random test of 10% of all batteries for 1½ hours. The completion date of the tests is documented.  
	
	
	
	
	
	
	
	
	
	
	

	
	Standard EC.04.01.01 The hospital collects information to monitor conditions in the environment.
12. The hospital conducts environmental tours every six months in patient care areas to evaluate the effectiveness of previously implemented activities intended to minimize or eliminate environment of care risks. (See also EC.04.01.03, EP 1) 
13. The hospital conducts annual environmental tours in non-patient care areas to evaluate the effectiveness of previously implemented activities intended to minimize or eliminate risks in the environment. (See also EC.04.01.03, EP 1)
15. Every 12 months, the hospital evaluates each environment of care management plan, including a review of the plan’s objectives, scope, performance, and effectiveness. (See also EC.01.01.01, EPs 3–8; EC.04.01.03, EP 1)
	
	
	
	
	
	
	
	
	
	
	

	
	Standard EC.04.01.03 The hospital analyzes identified environment of care issues.
3. Annually, representatives from clinical, administrative, and support services recommend to leaders one or more priority performance improvement activities for the environment of care.
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Standard EM.03.01.03 The hospital evaluates the effectiveness of its Emergency Operations Plan.
1. As an emergency response exercise, the hospital activates its Emergency Operations Plan (EOP) twice a year at each site included in the EOP.

Note 1: If the hospital activates its EOP in response to one or more actual emergencies, these emergencies

can serve in place of emergency response exercises.

Note 2: Staff in freestanding buildings classified as a business occupancy (as defined by the Life Safety Code®*) that do not offer emergency services nor are community designated as disaster receiving stations need to conduct only one emergency management exercise annually.

Note 3: Tabletop sessions, though useful, are not acceptable substitutes for these exercises.  
	
	
	
	
	
	
	
	
	
	
	

	
	Standard HR.01.06.01 Staff are competent to perform their responsibilities
6. Staff competence is assessed and documented once every 3 years or more frequently as required by hospital policy or in accordance with law and regulation.

	
	
	
	
	
	
	
	
	
	
	

	
	Standard HR.01.07.01 The hospital evaluates staff performance.  
2. The hospital evaluates staff performance once every 3 years, or more frequently as required by hospital policy or in accordance with law and regulation. This evaluation is documented.
	
	
	
	
	
	
	
	
	
	
	

	
	Standard IC.01.03.01 The hospital identifies risks for acquiring and transmitting infections.
The hospital reviews and identifies its risks at least annually and whenever significant changes occur with input from, at a minimum, infection control personnel, medical staff, nursing, and leadership. (See also IC.03.01.01, EP 1)

	
	
	
	
	
	
	
	
	
	
	

	
	Standard IC.02.04.01 The hospital offers vaccination against influenza to licensed independent practitioners and staff.
1. 1. The hospital establishes an annual influenza vaccination program that is offered to licensed independent practitioners and staff.
4. The hospital annually evaluates vaccination rates and the reasons given for declining the influenza vaccination.
	
	
	
	
	
	
	
	
	
	
	

	
	Standard IC.03.01.01 The hospital evaluates the effectiveness of its infection prevention and control plan.
1. The hospital evaluates the effectiveness of its infection prevention and control plan annually and whenever risks significantly change. (See also IC.01.02.01, EP 1; IC.01.03.01, EP 4; IC.01.05.01, EP 3)
6. Findings from the evaluation are communicated at least annually to the individuals or interdisciplinary group that manages the patient safety program. (See also IC.02.01.01, EP 9; LD.03.02.01, EP 5)
	
	
	
	
	
	
	
	
	
	
	

	
	Standard LD.01.03.01 The governing body is ultimately accountable for the safety and quality of care, treatment, and services.
6. The governing body works with the senior managers and leaders of the organized medical staff to annually evaluate the hospital’s performance in relation to its mission, vision, and goals.
	
	
	
	
	
	
	
	
	
	
	

	
	Standard LD.03.01.01 Leaders create and maintain a culture of safety and quality throughout the hospital.  

1. Leaders regularly evaluate the culture of safety and quality using valid and reliable tools.
	
	
	
	
	
	
	
	
	
	
	

	
	Standard LD.04.01.03 The hospital develops an annual operating budget and, when needed, a long-term capital expenditure plan.
1. Leaders solicit comments from those who work in the hospital when developing the operational and capital budgets. (See also NR.01.01.01, EP 3)
3. The operating budget reflects the hospital’s goals and objectives.
4. The governing body approves an annual operating budget and, when needed, a long-term capital expenditure plan.
5. The leaders monitor the implementation of the budget and long-term capital expenditure plan.
6. An independent public accountant conducts an annual audit of the hospital’s finances, unless otherwise provided by law.
	
	
	
	
	
	
	
	
	
	
	

	
	Standard LD.04.04.05 The hospital has an organization-wide, integrated patient safety program.
10. At least every 18 months, the hospital selects one high risk process and conducts a proactive risk assessment. (See also EC.02.01.01, EP 1)

Note: See the introduction to this standard for suggested components of a proactive risk assessment.
13. At least once a year, the hospital provides governance with written reports on the

following:

􀁑 All system or process failures

􀁑 The number and type of sentinel events

􀁑 Whether the patients and the families were informed of the event

􀁑 All actions taken to improve safety, both proactively and in response to actual occurrences
	
	
	
	
	
	
	
	
	
	
	

	
	Standard MM.02.01.01 The hospital selects and procures medications.
9. Medications designated as available for dispensing or administration are reviewed at least annually based on emerging safety and efficacy information.
	
	
	
	
	
	
	
	
	
	
	

	
	Standard MM.03.01.01 The hospital safely stores medications.
18. The hospital periodically inspects all medication storage areas.
	
	
	
	
	
	
	
	
	
	
	

	
	Standard MS.06.01.07 The organized medical staff reviews and analyzes all relevant information regarding each requesting practitioner’s current licensure status, training, experience, current competence, and ability to perform the requested privilege.
8. Privileges are granted for a period not to exceed two years.
	
	
	
	
	
	
	
	
	
	
	

	
	Standard MS.06.01.13 Under certain circumstances, temporary clinical privileges may be granted for a limited period of time
6. Temporary privileges for new applicants are granted for no more than 120 days.
	
	
	
	
	
	
	
	
	
	
	

	
	Standard MS.08.01.01 The organized medical staff defines the circumstances requiring monitoring and evaluation of a practitioner’s professional performance.
 1. A period of focused professional practice evaluation is implemented for all initially requested privileges 
	
	
	
	
	
	
	
	
	
	
	

	
	Standard MS.08.01.03 Ongoing professional practice evaluation information is factored into the decision to maintain existing privilege(s), to revise existing privilege(s), or to revoke
 3. Information resulting from the ongoing professional practice evaluation is used to    determine whether to continue, limit, or revoke any existing privilege(s).an existing privilege prior to or at the time of renewal. Current expectations are that this is done every 6-8 months.  
	
	
	
	
	
	
	
	
	
	
	

	
	NPSG.03.03.01 The hospital identifies and, at a minimum, annually reviews a list of look-alike/sound-alike medications used by the hospital and takes action to prevent errors involving the interchange of these medications.
2. The hospital reviews the list of look-alike/sound-alike medications at least annually
	
	
	
	
	
	
	
	
	
	
	

	
	NPSG.03.05.01 Reduce the likelihood of patient harm associated with the use of anticoagulant therapy.

9. The hospital evaluates its anticoagulation safety practices, takes appropriate action to improve its practices, and measures the effectiveness of those actions on a regular basis.
	
	
	
	
	
	
	
	
	
	
	

	
	NPSG.07.03.01 Implement evidence-based practices to prevent health care–associated infections due to multi-drug resistant organisms in acute care hospitals.

1. As of April 1, 2009, the hospital’s leadership has assigned responsibility for oversight and coordination of the development, testing, and implementation of NPSG.07.03.01
2. As of July 1, 2009, an implementation work plan is in place that identifies adequate

resources, assigned accountabilities, and a time line for full implementation of NPSG.07.03.01 by January 1, 2010. 
3. As of October 1, 2009, pilot testing in at least one clinical unit is under way, for the requirements in NPSG.07.03.01.
4. As of January 1, 2010, the elements of performance in NPSG.07.03.01 are fully implemented across the hospital.
5. As of January 1, 2010, conduct periodic risk assessments for multi-drug resistant organism acquisition and transmission. (See also IC.01.03.01, EPs 1–5)
6. As of January 1, 2010, based on the results of the risk assessment, the hospital educates staff and licensed independent practitioners about health care–associated infections, multi-drug resistant organisms, and prevention strategies at hire and annually thereafter.

7. As of January 1, 2010, the hospital educates patients, and their families as needed, who are infected or colonized with a multidrug resistant organism about health care–associated infection strategies
8. As of January 1, 2010, the hospital implements a surveillance program for multidrug resistant organisms based on the risk assessment.
9. As of January 1, 2010, the hospital measures and monitors multidrug resistant organism prevention processes and outcomes including the following:

􀁑 Multi-drug resistant organism infection rates using evidence-based metrics

􀁑 Compliance with evidence-based guidelines or best practices

􀁑 Evaluation of the education program provided to staff and licensed independent

Practitioners
10. As of January 1, 2010, the hospital provides multidrug resistant organism surveillance data to key stakeholders, including leaders, licensed independent practitioners, nursing staff, and other clinicians.
11. As of January 1, 2010, the hospital implements policies and practices aimed at reducing the risk of transmitting multidrug resistant organisms that meet regulatory requirements and are aligned with evidence-based standards (for example, the Centers for Disease Control and Prevention [CDC] and/or professional organization guidelines
12. As of January 1, 2010, when indicated by the risk assessment, the hospital implements a laboratory-based alert system that identifies new patients with multidrug resistant organisms. The alert system may be either manual or electronic or a combination of both of these methods.

13. As of January 1, 2010, when indicated by the risk assessment, the hospital implements an alert system that identifies readmitted or transferred multidrug resistant organism-positive patients.
	
	
	
	
	
	
	
	
	
	
	

	
	NPSG.07.04.01 Implement best practices or evidence-based guidelines to prevent central line-associated bloodstream infections.

1. As of April 1, 2009, the hospital’s leadership has assigned responsibility for oversight and coordination of the development, testing, and implementation of NPSG.07.04.01.
2. As of July 1, 2009, an implementation work plan is in place that identifies adequate

resources, assigned accountabilities, and a time line for full implementation of

NPSG.07.04.01 by January 1, 2010. 
3. As of October 1, 2009, pilot testing in at least one clinical unit is under way for the requirements in NPSG.07.04.01. 
4. As of January 1, 2010, the elements of performance in NPSG.07.04.01 are fully implemented across the hospital.
5. As of January 1, 2010, the hospital educates health care workers who are involved in these procedures about health care–associated infections, central line–associated bloodstream infections, and the importance of prevention. Education occurs upon hire, annually thereafter, and when involvement in these procedures is added to an individual’s job responsibilities.
6. As of January 1, 2010, prior to insertion of a central venous catheter, the hospital educates patients and, as needed, their families, about central line–associated bloodstream infection prevention.
7. As of January 1, 2010, the hospital implements policies and practices aimed at reducing the risk of central line–associated bloodstream infections that meet regulatory requirements and are aligned with evidence-based standards (for example, the Centers for Disease Control and Prevention [CDC] and/or professional organization guidelines
8. As of January 1, 2010, the hospital conducts periodic risk assessments for surgical site infections, measures central line–associated bloodstream infection rates, monitors compliance with best practices or evidence-based guidelines, and evaluates the effectiveness of prevention efforts. 
9. As of January 1, 2010, the hospital provides central line–associated bloodstream infections rate data and prevention outcome measures to key stakeholders including leaders, licensed independent practitioners, nursing staff, and other clinicians
10. As of January 1, 2010, use a catheter checklist and a standardized protocol for
central venous catheter insertion
11. As of January 1, 2010, perform hand hygiene prior to catheter insertion or manipulation.
12. As of January 1, 2010, for adult patients, do not insert catheters into the femoral vein unless other sites are unavailable.
13. As of January 1, 2010, use a standardized supply cart or kit that is all inclusive for the insertion of central venous catheters
14. As of January 1, 2010, use a standardized protocol for maximum sterile barrier precautions during central venous catheter insertion.
15. As of January 1, 2010, use a chlorhexidine-based antiseptic for skin preparation during central venous catheter insertion in patients over two months of age, unless contraindicated. 
16. As of January 1, 2010, use a standardized protocol to disinfect catheter hubs and injection ports before accessing the ports. 
17. As of January 1, 2010, evaluate all central venous catheters routinely and remove nonessential catheters.
	
	
	
	
	
	
	
	
	
	
	

	
	NPSG.07.05.01 Implement best practices for preventing surgical site infections.

Note: This requirement has a one-year phase-in period that includes defined expectations for planning, development, and testing (“milestones”) at three, six, and nine months in 2009, with the expectation of full implementation by January 1, 2010.
1. As of April 1, 2009, the hospital’s leadership has assigned responsibility for oversight and coordination of the development, testing, and implementation of NPSG.07.05.01
2. As of July 1, 2009, an implementation work plan is in place that identifies adequate

resources, assigned accountabilities, and a time line for full implementation of

NPSG.07.05.01 by January 1, 2010.
3. As of October 1, 2009, pilot testing in at least one clinical unit is under way, for the requirements in NPSG.07.05.01.
4. As of January 1, 2010, the elements of performance in NPSG.07.05.01 are fully implemented across the hospital.
5. As of January 1, 2010, the hospital educates health care workers involved in surgical procedures about health care–associated infections, surgical site infections, and the importance of prevention. Education occurs upon hire, annually thereafter, and when involvement in surgical procedures is added to an individual’s job responsibilities
6. As of January 1, 2010, prior to all surgical procedures, the hospital educates patients, and their families as needed, who are undergoing a surgical procedure about surgical site infection prevention
7. As of January 1, 2010, the hospital implements policies and practices aimed at reducing the risk of surgical site infections that meet regulatory requirements and are aligned with evidence-based standards (for example, the Centers for Disease Control and Prevention [CDC] and/or professional organization guidelines). (See also UP.01.03.01, EP 5)
8. As of January 1, 2010, the hospital conducts periodic risk assessments for surgical site infections, selects surgical site infection measures using best practices or evidence-based guidelines, monitors compliance with best practices or evidence-based guidelines, and evaluates the effectiveness of prevention efforts.
9. As of January 1, 2010, measurement strategies follow evidence-based guidelines, and surgical site infection rates are measured for the first 30 days following procedures that do not involve inserting implantable devices and for the first year following procedures involving implantable devices.  
10. As of January 1, 2010, the hospital provides surgical site infection rate data and prevention outcome measures to key stakeholders, including leaders, licensed independent practitioners, nursing staff, and other clinicians.
11. As of January 1, 2010, antimicrobial agents for prophylaxis used for a particular procedure or disease are administered according to evidence-based standards and guidelines for best practices.*

􀁑 Administer intravenous antimicrobial prophylaxis within one hour before incision (two hours are allowed for the administration of vancomycin and fluoroquinolones).

􀁑 Discontinue the prophylactic antimicrobial agent within 24 hours after surgery (within 48 hours is allowable for cardiothoracic procedures).
 12. As of January 1, 2010, when hair removal is necessary, the hospital uses clippers or depilatories. Note: Shaving is an inappropriate hair removal method.
	
	
	
	
	
	
	
	
	
	
	

	
	Standard PI.04.01.01 The hospital uses data from clinical/service screening indicators and human resource screening indicators to assess and continuously improve staffing effectiveness.
10. The hospital reports at least annually to the leaders on the status of staffing effectiveness and any actions taken to resolve identified problems.
	
	
	
	
	
	
	
	
	
	
	

	
	Standard RC.01.04.01 The hospital audits its medical records.
3. The hospital measures its medical record delinquency rate at regular intervals, but no less than every three months. (See also MS.05.01.03, EP 3)
	
	
	
	
	
	
	
	
	
	
	

	
	Standard WT.03.01.01 Staff and licensed independent practitioners performing waived tests are competent.
6. Competence for waived testing is assessed according to hospital policy at defined intervals, and at least at the time of orientation and annually thereafter. This competency is documented.
	
	
	
	
	
	
	
	
	
	
	

	
	Organization Specific Time Requirements:
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