OR Register


	Records
	
	
	
	
	

	Standard RC.02.01.03 The patient’s medical record documents operative or other high-risk procedures and the use of moderate or deep sedation or anesthesia.
	
	
	
	
	

	15. For hospitals that use Joint Commission accreditation for deemed status purposes: The hospital has a complete and up-to-date operating room register that includes the following:


	
	
	
	
	

	Patient name
	
	
	
	
	

	Patient's hospital identification number
	
	
	
	
	

	Date of operation
	
	
	
	
	

	Inclusive or total time of operation
	
	
	
	
	

	Name of the surgeon and any assistants
	
	
	
	
	

	Name of nursing personnel
	
	
	
	
	

	Type of anesthesia used and name of person administering it
	
	
	
	
	

	Operation performed
	
	
	
	
	

	Pre and post operation diagnosis
	
	
	
	
	

	Age of patient
	
	
	
	
	

	Note: A post operation summary may be considered equivalent if all items listed in this element of performance are included.
	
	
	
	
	


NOTES:
Qestion: I have reviewed the element of performance (EP) language and the corresponding Condition of Participation (CoP) for RC.02.01.03, EP 15 in the “Record of Care, Treatment, and Services” (RC) chapter. If all of the required elements for each patient are included in the first page of the operating room documentation in the electronic medical record and all of this information is easily accessible for all dates, all patients, etc., does the “operating room register” have to be a separate document or database? Could you explain the purpose and/or rationale for this EP/CoP?
Answer: This is one of the issues we hope to clarify with the Centers for Medicare & Medicaid (CMS) in the future. Here is what we have so far from the Department of Standards and Survey Methods (DSSM):  

In the CMS survey process it states “examine the operating room register or equivalent record which lists all surgery performed by the surgery service. Determine that the register includes items specified in the interpretive guidelines.

Also in the interpretive guidelines is a list of items that need to be included such as patient name, surgery, performed, date of operation, and so forth. [Editorial note: Check it out in the State Operations Manual online at §482.51(b)(5).] These are all things that would also be included in other operative reports. A register offers a snapshot. But in the world of computer documentation much of the same data could be pulled and aggregated for tracking, trending, operative flow purposes from an electronic record. Therefore at RC.02.01.03 we created an EP that requires a complete and up-to-date register that includes all the information listed in the interpretive guidelines with a note indicating, post-op summaries may be considered equivalent if all elements of the required info are included. The reason it is placed in RC is because the information required can be obtained from the medical record (including e-records) and the elements needed are included.
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