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Current EP Mapping

Future EP Mapping

§482.1 8482.1 Basis and scope.

§482.1(a) (a) Statutory basis.

§482.1(a)(1) (1) Section 1861(e) of the [Social Security]

Act provides that—

8482.1(a)(1)(i) (i) Hospitals participating in Medicare must

meet certain specified requirements; and

LD.04.01.01,EP 2

The hospital provides care, treatment, and services in
accordance with licensure requirements, laws, and
rules and regulations.

Note: For hospitals that use Joint Commission
accreditation for deemed status purposes: The hospital
meets the Centers for Medicare &amp; Medicaid
Services’ (CMS) definition of a hospital in accordance
with 42 CFR 482.1(a)(1) and (b). (See Appendix A [AXA]
for the language of this CMS requirement.)

LD.13.01.01,EP1

The hospital provides care, treatment, and services in accordance
with licensure requirements and federal, state, and local laws,
rules, and regulations.

Note: For hospitals that use Joint Commission accreditation for
deemed status purposes: The hospital meets the Centers for
Medicare &amp; Medicaid Services’ (CMS) definition of a hospital
in accordance with 42 CFR 482.1(a)(1) and (b). (Refer to
https://www.ecfr.gov/ for the language of this CMS requirement)

8482.1(a)(1)(ii) (ii) The Secretary may impose additional
requirements if they are found necessary in
the interest of the health and safety of the
individuals who are furnished services in

hospitals.

LD.04.01.01,EP 2

The hospital provides care, treatment, and services in
accordance with licensure requirements, laws, and
rules and regulations.

Note: For hospitals that use Joint Commission
accreditation for deemed status purposes: The hospital
meets the Centers for Medicare &amp; Medicaid
Services’ (CMS) definition of a hospital in accordance
with 42 CFR 482.1(a)(1) and (b). (See Appendix A [AXA]
for the language of this CMS requirement.)

LD.13.01.01,EP1

The hospital provides care, treatment, and services in accordance
with licensure requirements and federal, state, and local laws,
rules, and regulations.

Note: For hospitals that use Joint Commission accreditation for
deemed status purposes: The hospital meets the Centers for
Medicare &amp; Medicaid Services’ (CMS) definition of a hospital
in accordance with 42 CFR 482.1(a)(1) and (b). (Refer to
https://www.ecfr.gov/ for the language of this CMS requirement)

§482.1(b)
part 488 of this chapter, the provisions of
this part serve as the basis of survey
activities for the purpose of determining
whether a hospital qualifies for a provider
agreement under Medicare and Medicaid.

(b) Scope. Except as provided in subpart A of

LD.04.01.01,EP 2

The hospital provides care, treatment, and services in
accordance with licensure requirements, laws, and
rules and regulations.

Note: For hospitals that use Joint Commission
accreditation for deemed status purposes: The hospital

LD.13.01.01,EP 1

The hospital provides care, treatment, and services in accordance
with licensure requirements and federal, state, and local laws,
rules, and regulations.

Note: For hospitals that use Joint Commission accreditation for
deemed status purposes: The hospital meets the Centers for
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meets the Centers for Medicare &amp; Medicaid
Services’ (CMS) definition of a hospital in accordance
with 42 CFR 482.1(a)(1) and (b). (See Appendix A [AXA]
for the language of this CMS requirement.)

Medicare &amp; Medicaid Services’ (CMS) definition of a hospital
in accordance with 42 CFR 482.1(a)(1) and (b). (Refer to
https://www.ecfr.gov/ for the language of this CMS requirement)

8482.11 §482.11 Condition of Participation:
Compliance with Federal, State and Local
Laws
§482.11(a) (a) The hospital must be in compliance with LD.04.01.01,EP 2 LD.13.01.01,EP 1
applicable Federal laws related to the health | The hospital provides care, treatment, and services in The hospital provides care, treatment, and services in accordance
and safety of patients. accordance with licensure requirements, laws, and with licensure requirements and federal, state, and local laws,
rules and regulations. rules, and regulations.
Note: For hospitals that use Joint Commission Note: For hospitals that use Joint Commission accreditation for
accreditation for deemed status purposes: The hospital | deemed status purposes: The hospital meets the Centers for
meets the Centers for Medicare &amp; Medicaid Medicare &amp; Medicaid Services’ (CMS) definition of a hospital
Services’ (CMS) definition of a hospital in accordance in accordance with 42 CFR 482.1(a)(1) and (b). (Refer to
with 42 CFR 482.1(a)(1) and (b). (See Appendix A [AXA] https://www.ecfr.gov/ for the language of this CMS requirement)
for the language of this CMS requirement.)
§482.11(b) (b) The hospital must be--

§482.11(b)(1)

(1) Licensed; or

LD.04.01.01,EP 1

The hospitalis licensed, is certified, or has a permit, in
accordance with law and regulation, to provide the care,
treatment, or services for which the hospital is seeking
accreditation from The Joint Commission.

Note 1: Each service location that performs laboratory
testing (waived or nonwaived) must have a Clinical
Laboratory Improvement Amendments of 1988 (CLIA
'88) certificate as specified by the federal CLIA
regulations (42 CFR 493.55 and 493.3) and applicable
state law. Laboratory services meet the applicable
requirements at 42 CFR 482.27.

Note 2: For more information on how to obtain a CLIA
certificate, see http://www.cms.gov/Regulations-and-

LD.13.01.01,EP 2

The hospitalis licensed or approved as meeting the standards for
licensing established by the state or responsible locality, in
accordance with law and regulation to provide the care, treatment,
or services for which the hospital is seeking accreditation from The
Joint Commission.
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Guidance/Legislation/CLIA/How_to_Apply_for_a_CLIA_
Certificate_International_Laboratories.html.

§482.11(b)(2)

(2) Approved as meeting standards for
licensing established by the agency of the
State or locality responsible for licensing
hospitals.

LD.04.01.01,EP 1

The hospitalis licensed, is certified, or has a permit, in
accordance with law and regulation, to provide the care,
treatment, or services for which the hospital is seeking
accreditation from The Joint Commission.

Note 1: Each service location that performs laboratory
testing (waived or nonwaived) must have a Clinical
Laboratory Improvement Amendments of 1988 (CLIA
'88) certificate as specified by the federal CLIA
regulations (42 CFR 493.55 and 493.3) and applicable
state law. Laboratory services meet the applicable
requirements at 42 CFR 482.27.

Note 2: For more information on how to obtain a CLIA
certificate, see http://www.cms.gov/Regulations-and-
Guidance/Legislation/CLIA/How_to_Apply_for_a_CLIA_
Certificate_International_Laboratories.html.

LD.13.01.01,EP 2

The hospitalis licensed or approved as meeting the standards for
licensing established by the state or responsible locality, in
accordance with law and regulation to provide the care, treatment,
or services for which the hospital is seeking accreditation from The
Joint Commission.

§482.11(c)

(c) The hospital must assure that personnel
are licensed or meet other applicable
standards that are required by State or local
laws.

HR.01.01.01,EP 2

The hospital verifies and documents the following:

- Credentials of staff using the primary source when
licensure, certification, or registration is required by law
and regulation to practice their profession. This is done
at the time of hire and at the time credentials are
renewed.

- Credentials of staff (primary source not required) when
licensure, certification, or registration is not required by
law and regulation. This is done at the time of hire and at
the time credentials are renewed.

Note 1: It is acceptable to verify current licensure,
certification, or registration with the primary source via a
secure electronic communication or by telephone, if this
verification is documented.

HR.11.01.03,EP 1

All staff who provide patient care, treatment, and services are
qualified and possess a current license, certification, or
registration, in accordance with law and regulation.

MS.17.01.03,EP 3

The credentialing process requires that the hospital verifies in
writing and from the primary source whenever feasible, orfrom a
credentials verification organization (CVO), the following
information for the applicant:

- Current licensure at the time of initial granting, renewal, and
revision of privileges and at the time of license expiration

- Relevant training

- Current competence
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Note 2: A primary verification source may designate
another agency to communicate credentials
information. The designated agency can then be used as
a primary source.

Note 3: An external organization (for example, a
credentials verification organization [CVO]) may be used
to verify credentials information. A CVO must meet the
CVO guidelines identified in the Glossary.

HR.01.01.01,EP 3

The hospital verifies and documents that the applicant
has the education and experience required by the job
responsibilities.

MS.06.01.03,EP 6

The credentialing process requires that the hospital
verifies in writing and from the primary source whenever
feasible, or from a credentials verification organization
(CVO), the following information:

- The applicant’s current licensure at the time of initial
granting, renewal, and revision of privileges, and at the
time of license expiration

- The applicant’s relevant training

- The applicant’s current competence

MS.06.01.05,EP 1

All physicians and other licensed practitioners that
provide care, treatment, and services possess a current
license, certification, or registration, as required by law
and regulation.

MS.06.01.05, EP 2
The hospital, based on recommendations by the

MS.17.02.01,EP9

All physicians and other licensed practitioners that provide care,
treatment, and services possess a current license, certification, or
registration, as required by law and regulation.
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organized medical staff and approval by the governing
body, establishes criteria that determine a physician's or
other licensed practitioner’s ability to provide patient
care, treatment, and services within the scope of the
privilege(s) requested. Evaluation of all of the following
are included in the criteria:

- Current licensure and/or certification, as appropriate,
verified with the primary source

- The applicant’s specific relevant training, verified with
the primary source

- Evidence of physical ability to perform the requested
privilege

- Data from professional practice review by an
organization(s) that currently privileges the applicant (if
available)

- Peer and/or faculty recommendation

- When renewing privileges, review of the physician's or
other licensed practitioner’s performance within the
hospital

MS.06.01.05,EP 8

Peer recommendation includes written information
regarding the physician's or other licensed practitioner’s
current:

- Medical/clinical knowledge

- Technical and clinical skills

- Clinical judgment

- Interpersonal skills

- Communication skills

- Professionalism

Note: Peer recommendation may be in the form of
written documentation reflecting informed opinions on
each applicant's scope and level of performance, or a
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written peer evaluation of physician- or other licensed
practitioner-specific data collected from various
sources for the purpose of validating current

competence.
§482.12 §482.12 Condition of Participation: LD.01.01.01,EP 1 LD.11.01.01,EP1
Governing Body There must be an effective | The hospital identifies those responsible for The hospital has a governing body that assumes full legal
governing body that is legally responsible for | governance. responsibility for the conduct of the hospital. If the hospital does
the conduct of the hospital. If a hospital does not have an organized governing body, the persons legally
not have an organized governing body, the LD.01.01.01,EP 2 responsible for the conduct of the hospital carry out the functions
persons legally responsible for the conduct The governing body identifies those responsible for that pertain to the governing body.

of the hospital must carry out the functions planning, management, and operational activities.
specified in this part that pertain to the
governing body. LD.01.03.01,EP 1

The governing body defines in writing its responsibilities.

LD.01.03.01,EP 2
The governing body provides for organization
management and planning.

LD.01.03.01,EP5
The governing body provides for the resources needed to
maintain safe, quality care, treatment, and services.

LD.01.03.01, EP 12

For hospitals that use Joint Commission accreditation
for deemed status purposes: The hospital has a
governing body that assumes full legal responsibility for
the operation of the hospital.

LD.03.01.01,EP5
Leaders create and implement a process for managing
behaviors that undermine a culture of safety.
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LD.03.06.01, EP 2

Leaders provide for a sufficient number and mix of
individuals to support safe, quality care, treatment, and
services.

Note: The number and mix of individuals is appropriate
to the scope and complexity of the services offered.

LD.04.01.01,EP 3

Leaders act on or comply with reports or
recommendations from external authorized agencies,
such as accreditation, certification, or regulatory
bodies.

LD.04.01.05,EP 4
Staff are held accountable for their responsibilities.

LD.04.01.07,EP 1

Leaders review, approve, and manage the
implementation of policies and procedures that guide
and support patient care, treatment, and services.

§482.12(a)

8§482.12(a) Standard: Medical Staff. The
governing body must:

§482.12(a)(1)

(1) Determine, in accordance with State law,
which categories of practitioners are eligible
candidates for appointment to the medical
staff;

MS.01.01.01,EP 2

The organized medical staff adopts and amends medical
staff bylaws. Adoption or amendment of medical staff
bylaws cannot be delegated. After adoption or
amendment by the organized medical staff, the
proposed bylaws are submitted to the governing body
for action. Bylaws become effective only upon governing
body approval. (See the “Leadership” [LD] chapter for
requirements regarding the governing body’s authority
and conflict management processes. See Element of
Performance 17 for information on which medical staff

LD.11.01.01,EP 2

The governing body does the following:

- Approves and is responsible for the effective operation of the
grievance process

- Reviews and resolves grievances, unless it delegates
responsibility in writing to a grievance committee

- Determines, in accordance with state law, which categories of
practitioners are eligible candidates for appointment to the
medical staff

- Appoints members of the medical staff after considering the
recommendations of the existing members of the medical staff
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members are eligible to vote.)

MS.01.01.01,EP 7

The governing body upholds the medical staff bylaws,
rules and regulations, and policies that have been
approved by the governing body.

MS.01.01.01, EP 12
The medical staff bylaws include the following
requirements: The structure of the medical staff.

MS.01.01.01, EP 13

The medical staff bylaws include the following
requirements: Qualifications for appointment to the
medical staff.

Note: For hospitals that use Joint Commission
accreditation for deemed status purposes: The medical
staff must be composed of doctors of medicine or
osteopathy. In accordance with state law, including
scope of practice laws, the medical staff may also
include other categories of physicians as listed at
482.12(c)(1) and other licensed practitioners who are
determined to be eligible for appointment by the
governing body.

MS.01.01.01, EP 27

The medical staff bylaws include the following
requirements: The process for appointment and re-
appointment to membership on the medical staff.

- Makes certain that the medical staff has bylaws

- Approves medical staff bylaws and other medical staff rules and
regulations

- Makes certain that the medical staff is accountable to the
governing body for the quality of care provided to patients

- Makes certain that the criteria for selection to the medical staff
are based on individual character, competence, training,
experience, and judgment

- Makes certain that under no circumstances is the accordance of
staff membership or professional privileges in the hospital
dependent solely upon certification, fellowship, or membership in
a specialty body or society

- Makes certain that the medical staff develops and implements
written policies and procedures for appraisal of emergencies,
initial treatment, and referral of patients at the locations without
emergency services when emergency services are not provided at
the hospital, or are provided at the hospital but not at one or more
off-campus locations

§482.12(a)(2)

(2) Appoint members of the medical staff
after considering the recommendations of
the existing members of the medical staff;

MS.02.01.01,EP 8

The medical staff executive committee makes
recommendations, as defined in the medical staff
bylaws, directly to the governing body on, at least, all of

LD.11.01.01,EP 2

The governing body does the following:

- Approves and is responsible for the effective operation of the
grievance process
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the following: Medical staff membership.

MS.06.01.07,EP 8

The governing body or delegated governing body
committee has final authority for granting, renewing, or
denying privileges.

MS.07.01.01,EP5
Membership is recommended by the medical staff and
granted by the governing body.

- Reviews and resolves grievances, unless it delegates
responsibility in writing to a grievance committee

- Determines, in accordance with state law, which categories of
practitioners are eligible candidates for appointment to the
medical staff

- Appoints members of the medical staff after considering the
recommendations of the existing members of the medical staff

- Makes certain that the medical staff has bylaws

- Approves medical staff bylaws and other medical staff rules and
regulations

- Makes certain that the medical staff is accountable to the
governing body for the quality of care provided to patients

- Makes certain that the criteria for selection to the medical staff
are based on individual character, competence, training,
experience, and judgment

- Makes certain that under no circumstances is the accordance of
staff membership or professional privileges in the hospital
dependent solely upon certification, fellowship, or membership in
a specialty body or society

- Makes certain that the medical staff develops and implements
written policies and procedures for appraisal of emergencies,
initial treatment, and referral of patients at the locations without
emergency services when emergency services are not provided at
the hospital, or are provided at the hospital but not at one or more
off-campus locations

§482.12(a)(3)

(3) Assure that the medical staff has bylaws;

MS.01.01.01,EP 1
The organized medical staff develops medical staff
bylaws, rules and regulations, and policies.

MS.01.01.01,EP 2

The organized medical staff adopts and amends medical
staff bylaws. Adoption or amendment of medical staff
bylaws cannot be delegated. After adoption or

LD.11.01.01,EP 2

The governing body does the following:

- Approves and is responsible for the effective operation of the
grievance process

- Reviews and resolves grievances, unless it delegates
responsibility in writing to a grievance committee

- Determines, in accordance with state law, which categories of
practitioners are eligible candidates for appointment to the
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amendment by the organized medical staff, the
proposed bylaws are submitted to the governing body
for action. Bylaws become effective only upon governing
body approval. (See the “Leadership” [LD] chapter for
requirements regarding the governing body’s authority
and conflict management processes. See Element of
Performance 17 for information on which medical staff
members are eligible to vote.)

MS.01.01.01,EP 7

The governing body upholds the medical staff bylaws,
rules and regulations, and policies that have been
approved by the governing body.

medical staff

- Appoints members of the medical staff after considering the
recommendations of the existing members of the medical staff

- Makes certain that the medical staff has bylaws

- Approves medical staff bylaws and other medical staff rules and
regulations

- Makes certain that the medical staff is accountable to the
governing body for the quality of care provided to patients

- Makes certain that the criteria for selection to the medical staff
are based on individual character, competence, training,
experience, and judgment

- Makes certain that under no circumstances is the accordance of
staff membership or professional privileges in the hospital
dependent solely upon certification, fellowship, or membership in
a specialty body or society

- Makes certain that the medical staff develops and implements
written policies and procedures for appraisal of emergencies,
initial treatment, and referral of patients at the locations without
emergency services when emergency services are not provided at
the hospital, or are provided at the hospital but not at one or more
off-campus locations

§482.12(a)(4)

(4) Approve medical staff bylaws and other
medical staff rules and regulations;

MS.01.01.01,EP 2

The organized medical staff adopts and amends medical
staff bylaws. Adoption or amendment of medical staff
bylaws cannot be delegated. After adoption or
amendment by the organized medical staff, the
proposed bylaws are submitted to the governing body
for action. Bylaws become effective only upon governing
body approval. (See the “Leadership” [LD] chapter for
requirements regarding the governing body’s authority
and conflict management processes. See Element of
Performance 17 for information on which medical staff
members are eligible to vote.)

LD.11.01.01,EP 2

The governing body does the following:

- Approves and is responsible for the effective operation of the
grievance process

- Reviews and resolves grievances, unless it delegates
responsibility in writing to a grievance committee

- Determines, in accordance with state law, which categories of
practitioners are eligible candidates for appointment to the
medical staff

- Appoints members of the medical staff after considering the
recommendations of the existing members of the medical staff
- Makes certain that the medical staff has bylaws
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MS.01.01.01,EP 7

The governing body upholds the medical staff bylaws,
rules and regulations, and policies that have been
approved by the governing body.

- Approves medical staff bylaws and other medical staff rules and
regulations

- Makes certain that the medical staff is accountable to the
governing body for the quality of care provided to patients

- Makes certain that the criteria for selection to the medical staff
are based on individual character, competence, training,
experience, and judgment

- Makes certain that under no circumstances is the accordance of
staff membership or professional privileges in the hospital
dependent solely upon certification, fellowship, or membership in
a specialty body or society

- Makes certain that the medical staff develops and implements
written policies and procedures for appraisal of emergencies,
initial treatment, and referral of patients at the locations without
emergency services when emergency services are not provided at
the hospital, or are provided at the hospital but not at one or more
off-campus locations

§482.12(a)(5)

(5) Ensure that the medical staff is
accountable to the governing body for the
quality of care provided to patients;

LD.01.05.01,EP 6

The organized medical staff is accountable to the
governing body for the quality of care provided to
patients.

LD.11.01.01,EP 2

The governing body does the following:

- Approves and is responsible for the effective operation of the
grievance process

- Reviews and resolves grievances, unless it delegates
responsibility in writing to a grievance committee

- Determines, in accordance with state law, which categories of
practitioners are eligible candidates for appointment to the
medical staff

- Appoints members of the medical staff after considering the
recommendations of the existing members of the medical staff
- Makes certain that the medical staff has bylaws

- Approves medical staff bylaws and other medical staff rules and
regulations

- Makes certain that the medical staff is accountable to the
governing body for the quality of care provided to patients
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- Makes certain that the criteria for selection to the medical staff
are based on individual character, competence, training,
experience, and judgment

- Makes certain that under no circumstances is the accordance of
staff membership or professional privileges in the hospital
dependent solely upon certification, fellowship, or membership in
a specialty body or society

- Makes certain that the medical staff develops and implements
written policies and procedures for appraisal of emergencies,
initial treatment, and referral of patients at the locations without
emergency services when emergency services are not provided at
the hospital, or are provided at the hospital but not at one or more
off-campus locations

§482.12(a)(6)

(6) Ensure the criteria for selection are
individual character, competence, training,
experience, and judgment; and

MS.06.01.03,EP 6

The credentialing process requires that the hospital
verifies in writing and from the primary source whenever
feasible, or from a credentials verification organization
(CVO), the following information:

- The applicant’s current licensure at the time of initial
granting, renewal, and revision of privileges, and at the
time of license expiration

- The applicant’s relevant training

- The applicant’s current competence

MS.06.01.05, EP 2

The hospital, based on recommendations by the
organized medical staff and approval by the governing
body, establishes criteria that determine a physician's or
other licensed practitioner’s ability to provide patient
care, treatment, and services within the scope of the
privilege(s) requested. Evaluation of all of the following
are included in the criteria:

- Current licensure and/or certification, as appropriate,

LD.11.01.01,EP 2

The governing body does the following:

- Approves and is responsible for the effective operation of the
grievance process

- Reviews and resolves grievances, unless it delegates
responsibility in writing to a grievance committee

- Determines, in accordance with state law, which categories of
practitioners are eligible candidates for appointment to the
medical staff

- Appoints members of the medical staff after considering the
recommendations of the existing members of the medical staff

- Makes certain that the medical staff has bylaws

- Approves medical staff bylaws and other medical staff rules and
regulations

- Makes certain that the medical staff is accountable to the
governing body for the quality of care provided to patients

- Makes certain that the criteria for selection to the medical staff
are based on individual character, competence, training,
experience, and judgment

- Makes certain that under no circumstances is the accordance of
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verified with the primary source

- The applicant’s specific relevant training, verified with
the primary source

- Evidence of physical ability to perform the requested
privilege

- Data from professional practice review by an
organization(s) that currently privileges the applicant (if
available)

- Peer and/or faculty recommendation

- When renewing privileges, review of the physician's or
other licensed practitioner’s performance within the
hospital

MS.06.01.05,EP 7

The hospital queries the National Practitioner Data Bank
(NPDB) in accordance with applicable law and
regulation.

MS.06.01.05, EP 8

Peer recommendation includes written information
regarding the physician's or other licensed practitioner’s
current:

- Medical/clinical knowledge

- Technical and clinical skills

- Clinical judgment

- Interpersonal skills

- Communication skills

- Professionalism

Note: Peer recommendation may be in the form of
written documentation reflecting informed opinions on
each applicant's scope and level of performance, or a
written peer evaluation of physician- or other licensed
practitioner-specific data collected from various

staff membership or professional privileges in the hospital
dependent solely upon certification, fellowship, or membership in
a specialty body or society

- Makes certain that the medical staff develops and implements
written policies and procedures for appraisal of emergencies,
initial treatment, and referral of patients at the locations without
emergency services when emergency services are not provided at
the hospital, or are provided at the hospital but not at one or more
off-campus locations
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sources for the purpose of validating current
competence.

MS.06.01.05,EP9

Before recommending privileges, the organized medical
staff also evaluates the following:

- Challenges to any licensure or registration

- Voluntary and involuntary relinquishment of any
license or registration

- Voluntary and involuntary termination of medical staff
membership

- Voluntary and involuntary limitation, reduction, or loss
of clinical privileges

- Any evidence of an unusual pattern or an excessive
number of professional liability actions resulting in a
final judgment against the applicant

- Documentation as to the applicant’s health status

- Relevant physician- or other licensed practitioner-
specific data as compared to aggregate data, when
available

- Morbidity and mortality data, when available

§482.12(a)(7)

(7) Ensure that under no circumstances is
the accordance of staff membership or
professional privileges in the hospital
dependent solely upon certification,
fellowship or membership in a specialty
body or society.

MS.06.01.07,EP 2

The hospital, based on recommendations by the
organized medical staff and approval by the governing
body, develops criteria that will be considered in the
decision to grant, limit, or deny a requested privilege.
Note: Medical staff membership and professional
privileges are not dependent solely upon certification,
fellowship, or membership in a specialty body or
society.

MS.07.01.01,EP 1
The organized medical staff develops criteria for

LD.11.01.01,EP 2

The governing body does the following:

- Approves and is responsible for the effective operation of the
grievance process

- Reviews and resolves grievances, unless it delegates
responsibility in writing to a grievance committee

- Determines, in accordance with state law, which categories of
practitioners are eligible candidates for appointment to the
medical staff

- Appoints members of the medical staff after considering the
recommendations of the existing members of the medical staff
- Makes certain that the medical staff has bylaws
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medical staff membership.

Note: Medical staff membership and professional
privileges are not dependent solely upon certification,
fellowship, or membership in a specialty body or
society.

- Approves medical staff bylaws and other medical staff rules and
regulations

- Makes certain that the medical staff is accountable to the
governing body for the quality of care provided to patients

- Makes certain that the criteria for selection to the medical staff
are based on individual character, competence, training,
experience, and judgment

- Makes certain that under no circumstances is the accordance of
staff membership or professional privileges in the hospital
dependent solely upon certification, fellowship, or membership in
a specialty body or society

- Makes certain that the medical staff develops and implements
written policies and procedures for appraisal of emergencies,
initial treatment, and referral of patients at the locations without
emergency services when emergency services are not provided at
the hospital, or are provided at the hospital but not at one or more
off-campus locations

§482.12(a)(8)

(8) Ensure that, when telemedicine services
are furnished to the hospital's patients
through an agreement with a distant-site
hospital, the agreement is written and that it
specifies that it is the responsibility of the
governing body of the distant-site hospital to
meet the requirements in paragraphs (a)(1)
through (a)(7) of this section with regard to
the distant-site hospital's physicians and
practitioners providing telemedicine
services. The governing body of the hospital
whose patients are receiving the
telemedicine services may, in accordance
with §482.22(a)(3) of this part, grant
privileges based on its medical staff

LD.04.03.09, EP 2
The hospital describes, in writing, the nature and scope
of services provided through contractual agreements.

LD.04.03.09,EP 4

Leaders monitor contracted services by establishing
expectations for the performance of the contracted
services.

Note 1: In most cases, each physician and other
licensed practitioner providing services through a
contractual agreement must be credentialed and
privileged by the hospital using their services following
the process described in the “Medical Staff” (MS)
chapter.

Note 2: For hospitals that do not use Joint Commission
accreditation for deemed status purposes: When the

MS.20.01.01,EP 1

When telemedicine services are furnished to the hospital's
patients through an agreement with a distant-site hospital or
telemedicine entity, the governing body of the originating hospital
may choose to rely upon the credentialing and privileging
decisions made by the distant-site hospital or telemedicine entity
for the individual distant-site physicians and other licensed
practitioners providing such services if the hospital's governing
body includes all of the following provisions in its written
agreement with the distant-site hospital or telemedicine entity:

- The distant site telemedicine entity provides services in
accordance with contract service requirements

- The distant-site telemedicine entity's medical staff credentialing
and privileging process and standards is consistent with the
hospital’s process and standards, at a minimum.

- The distant-site hospital providing the telemedicine servicesis a
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recommendations that rely on information
provided by the distant-site hospital.

hospital contracts with another accredited organization
for patient care, treatment, and services to be provided
off site, it can do the following:

- Verify that all physicians and other licensed
practitioners who will be providing patient care,
treatment, and services have appropriate privileges by
obtaining, for example, a copy of the list of privileges.

- Specify in the written agreement that the contracted
organization will ensure that all contracted services
provided by physicians and other licensed practitioners
will be within the scope of their privileges.

Note 3: For hospitals that use Joint Commission
accreditation for deemed status purposes: The leaders
who monitor the contracted services are the governing
body.

LD.04.03.09, EP 23

For hospitals that use Joint Commission accreditation
for deemed status purposes: When telemedicine
services are furnished to the hospital’s patients, the
originating site has a written agreement with the distant
site that specifies the following:

- The distant site is a contractor of services to the
hospital.

- The distant site furnishes services in a manner that
permits the originating site to be in compliance with the
Medicare Conditions of Participation

- The originating site makes certain through the written
agreement that all distant-site telemedicine providers’
credentialing and privileging processes meet, at a
minimum, the Medicare Conditions of Participation at
42 CFR 482.12(a)(1) through (a)(9) and 482.22(a)(1)
through (a)(4).

Medicare-participating hospital.

- The individual distant-site physician or other licensed practitioner
is privileged at the distant-site hospital or telemedicine entity
providing the telemedicine services, and the distant-site hospital
or telemedicine entity provides a current list of the distant-site
physician's or practitioner's privileges at the distant-site hospital
or telemedicine entity.

- The individual distant-site physician or other licensed practitioner
holds a license issued or recognized by the state in which the
hospital whose patients are receiving the telemedicine services is
located.

- For distant-site physicians or other licensed practitioners
privileged by the originating hospital, the originating hospital
internally reviews services provided by the distant-site physician or
other licensed practitioner and sends the distant-site hospital or
telemedicine entity information for use in the periodic evaluation
of the practitioner. At a minimum, this information includes
adverse events that result from the telemedicine services provided
by the distant-site physician or other licensed practitioner to the
hospital's patients and complaints the hospital has received about
the distant-site physician or other licensed practitioner.

Note: For hospitals that use Joint Commission accreditation for
deemed status purposes: The distant-site telemedicine entity’s
medical staff credentialing and privileging process and standards
at least meet the standards at 42 CFR 482.12(a)(1) through (a)(7)
and 482.22(a)(1) through (a)(2).
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Note: For the language of the Medicare Conditions of
Participation pertaining to telemedicine, see Appendix
A.

If the originating site chooses to use the credentialing
and privileging decision of the distant-site telemedicine
provider, then the following requirements apply:

- The governing body of the distant site is responsible for
having a process that is consistent with the
credentialing and privileging requirements in the
“Medical Staff” (MS) chapter (Standards MS.06.01.01
through MS.06.01.13).

- The governing body of the originating site grants
privileges to a distant site physician or other licensed
practitioner based on the originating site’s medical staff
recommendations, which rely on information provided
by the distant site.

MS.02.01.01,EP 11

The medical staff executive committee makes
recommendations, as defined in the medical staff
bylaws, directly to the governing body on, at least, all of
the following: The delineation of privileges for each
physician and other licensed practitioner privileged
through the medical staff process.

MS.06.01.07,EP 8

The governing body or delegated governing body
committee has final authority for granting, renewing, or
denying privileges.

§482.12(a)(9)

(9) Ensure that when telemedicine services
are furnished to the hospital's patients
through an agreement with a distant-site
telemedicine entity, the written agreement

LD.04.03.09, EP 2
The hospital describes, in writing, the nature and scope
of services provided through contractual agreements.

LD.13.03.03,EP 3

For hospitals that use Joint Commission accreditation for deemed
status purposes: When telemedicine services are furnished to the
hospital’s patients, the originating site has a written agreement
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specifies that the distant-site telemedicine
entity is a contractor of services to the
hospital and as such, in accordance with
8482.12(e), furnishes the contracted
services in a manner that permits the
hospital to comply with all applicable
conditions of participation for the contracted
services, including, but not limited to, the
requirements in paragraphs (a)(1) through
(a)(7) of this section with regard to the
distant-site telemedicine entity's physicians
and practitioners providing telemedicine
services. The governing body of the hospital
whose patients are receiving the
telemedicine services may, in accordance
with §482.22(a)(4) of this part, grant
privileges to physicians and practitioners
employed by the distant-site telemedicine
entity based on such hospital's medical staff
recommendations; such staff
recommendations may rely on information
provided by the distant-site telemedicine
entity.

LD.04.03.09,EP 3
Designated leaders approve contractual agreements.

LD.04.03.09,EP 4

Leaders monitor contracted services by establishing
expectations for the performance of the contracted
services.

Note 1: In most cases, each physician and other
licensed practitioner providing services through a
contractual agreement must be credentialed and
privileged by the hospital using their services following
the process described in the “Medical Staff” (MS)
chapter.

Note 2: For hospitals that do not use Joint Commission
accreditation for deemed status purposes: When the
hospital contracts with another accredited organization
for patient care, treatment, and services to be provided
off site, it can do the following:

- Verify that all physicians and other licensed
practitioners who will be providing patient care,
treatment, and services have appropriate privileges by
obtaining, for example, a copy of the list of privileges.

- Specify in the written agreement that the contracted
organization will ensure that all contracted services
provided by physicians and other licensed practitioners
will be within the scope of their privileges.

Note 3: For hospitals that use Joint Commission
accreditation for deemed status purposes: The leaders
who monitor the contracted services are the governing
body.

LD.04.03.09,EP 5
Leaders monitor contracted services by communicating

with the distant site that specifies the following:

- The distant site is a contractor of services to the hospital.

- The distant site furnishes services in a manner that permits the
originating site to be in compliance with the Medicare Conditions
of Participation.

- The originating site makes certain through the written agreement
that all distant-site telemedicine providers’ credentialing and
privileging processes meet, at a minimum, the Medicare
Conditions of Participation at 42 CFR 482.12(a)(1) through (a)(9)
and 482.22(a)(1) through (a)(4).

Note: For the language of the Medicare Conditions of Participation
pertaining to telemedicine, see Appendix A.

If the originating site chooses to use the credentialing and
privileging decision of the distant-site telemedicine provider, then
the following requirements apply:

- The governing body of the distant site is responsible for having a
process that is consistent with the credentialing and privileging
requirements in the “Medical Staff” (MS) chapter (Standards
MS.17.01.01 through MS.17.04.01).

- The governing body of the originating site grants privileges to a
distant site physician or other licensed practitioner based on the
originating site’s medical staff recommendations, which rely on
information provided by the distant site.

The written agreement includes that it is the responsibility of the
governing body of the distant-site hospital to meet the
requirements of this element of performance.
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the expectations in writing to the provider of the
contracted services.

Note: A written description of the expectations can be
provided either as part of the written agreement or in
addition to it.

LD.04.03.09,EP 6
Leaders monitor contracted services by evaluating these
services in relation to the hospital's expectations.

LD.04.03.09, EP 23

For hospitals that use Joint Commission accreditation
for deemed status purposes: When telemedicine
services are furnished to the hospital’s patients, the
originating site has a written agreement with the distant
site that specifies the following:

- The distant site is a contractor of services to the
hospital.

- The distant site furnishes services in a manner that
permits the originating site to be in compliance with the
Medicare Conditions of Participation

- The originating site makes certain through the written
agreement that all distant-site telemedicine providers’
credentialing and privileging processes meet, at a
minimum, the Medicare Conditions of Participation at
42 CFR 482.12(a)(1) through (a)(9) and 482.22(a)(1)
through (a)(4).

Note: For the language of the Medicare Conditions of
Participation pertaining to telemedicine, see Appendix
A.

If the originating site chooses to use the credentialing
and privileging decision of the distant-site telemedicine
provider, then the following requirements apply:
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- The governing body of the distant site is responsible for
having a process that is consistent with the
credentialing and privileging requirements in the
“Medical Staff” (MS) chapter (Standards MS.06.01.01
through MS.06.01.13).

- The governing body of the originating site grants
privileges to a distant site physician or other licensed
practitioner based on the originating site’s medical staff
recommendations, which rely on information provided
by the distant site.

MS.02.01.01, EP 11

The medical staff executive committee makes
recommendations, as defined in the medical staff
bylaws, directly to the governing body on, at least, all of
the following: The delineation of privileges for each
physician and other licensed practitioner privileged
through the medical staff process.

MS.06.01.07,EP 8

The governing body or delegated governing body
committee has final authority for granting, renewing, or
denying privileges.

§482.12(a)(10)

(10) Consult directly with the individual
assigned the responsibility for the
organization and conduct of the hospital’s
medical staff, or his or her designee. Ata
minimum, this direct consultation must
occur periodically throughout the fiscal or
calendar year and include discussion of
matters related to the quality of medical care
provided to patients of the hospital. For a
multi-hospital system using a single

LD.01.03.01, EP 13

For hospitals that use Joint Commission accreditation
for deemed status purposes: The governing body
consults directly with the individual assigned the
responsibility for the organization and conduct of the
hospital’s medical staff, or the individual's designee. At
a minimum, this direct consultation occurs periodically
throughout the fiscal or calendar year and includes a
discussion of matters related to the quality of medical
care provided to patients of the hospital. For a multi-

LD.11.01.01,EP5

For hospitals that use Joint Commission accreditation for deemed
status purposes: The governing body consults directly with the
individual assigned the responsibility for the organization and
conduct of the hospital’s medical staff, or with the individual's
designee. At a minimum, this direct consultation occurs
periodically throughout the fiscal or calendar year and includes a
discussion of matters related to the quality of medical care
provided to the hospital's patients. For a multi-hospital system
using a single governing body, the single multihospital system
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governing body, the single multihospital
system governing body must consult directly
with the individual responsible for the
organized medical staff (or his or her
designee) of each hospital within its system
in addition to the other requirements of this

paragraph (a).

hospital system using a single governing body, the single
multihospital system governing body consults directly
with the individual responsible for the organized medical
staff (or the individual's designee) of each hospital
within its system.

governing body consults directly with the individual responsible for
the organized medical staff (or the individual's designee) of each
hospital within its system.

§482.12(b) §482.12(b) Standard: Chief Executive Officer | LD.01.03.01,EP 4 LD.11.01.01,EP 6
The governing body must appoint a chief The governing body selects the chief executive The governing body appoints the chief executive officer
executive officer who is responsible for responsible for managing the hospital. responsible for managing the hospital.
managing the hospital.

§482.12(c) §482.12(c) Standard: Care of Patients In

accordance with hospital policy, the
governing body must ensure that the
following requirements are met:

§482.12(c)(1)

(1) Every Medicare patient is under the care
of:

§482.12(c)(1)(i)

(i) A doctor of medicine or osteopathy. (This
provision is not to be construed to limit the
authority of a doctor of medicine or
osteopathy to delegate tasks to other
gualified health care personnel to the extent
recognized under State law or a State’s
regulatory mechanism.);

MS.03.01.03,EP 1

Physicians and clinical psychologists with appropriate
privileges manage and coordinate the patient’s care,
treatment, and services.

Note: The definition of “physician” is the same as that
used by the Centers for Medicare &amp; Medicaid
Services (CMS) (refer to the Glossary).

MS.03.01.03,EP 3

A patient’s general medical condition is managed and
coordinated by a doctor of medicine or osteopathy. For
hospitals that use Joint Commission accreditation for
deemed status purposes: A doctor of medicine or
osteopathy manages and coordinates the care of any
Medicare or Medicaid patient’s psychiatric problem that
is not specifically within the scope of practice of a

LD.11.01.01,EP 7
The governing body makes certain that patients are under the care
of the appropriate licensed practitioners.

MS.16.01.03,EP 4

For hospitals that use Joint Commission accreditation for deemed
status purposes: Every Medicare patient is under the care of at
least one of the following:

- A doctor of medicine or osteopathy (This requirement does not
limit the authority of a doctor of medicine or osteopathy to
delegate tasks to other qualified health care staff to the extent
recognized under state law or a state’s regulatory mechanism.)

- A doctor of dental surgery or dental medicine who is legally
authorized to practice dentistry by the state and who is acting
within the scope of their license

- A doctor of podiatric medicine, but only with respect to functions
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doctor of dental surgery, dental medicine, podiatric
medicine, or optometry; a chiropractor, as limited under
42 CFR 482.12(c)(1)(v); or a clinical psychologist.

which they are legally authorized by the state to perform

- A doctor of optometry who is legally authorized to practice
optometry by the state in which they practice

- A chiropractor who is licensed by the state or legally authorized to
perform the services of a chiropractor, but only with respect to
treatment by means of manual manipulation of the spine to
correct a subluxation demonstrated by x-ray to exist

- A clinical psychologist as defined in 42 CFR 410.71, but only with
respect to clinical psychologist services as defined in 42 CFR
410.71 and only to the extent permitted by state

§482.12(c)(1)(ii)

(ii) A doctor of dental surgery or dental
medicine who is legally authorized to
practice dentistry by the State and who is
acting within the scope of his or her license;

MS.03.01.03,EP 1

Physicians and clinical psychologists with appropriate
privileges manage and coordinate the patient’s care,
treatment, and services.

Note: The definition of “physician” is the same as that
used by the Centers for Medicare &amp; Medicaid
Services (CMS) (refer to the Glossary).

MS.03.01.03,EP 3

A patient’s general medical condition is managed and
coordinated by a doctor of medicine or osteopathy. For
hospitals that use Joint Commission accreditation for
deemed status purposes: A doctor of medicine or
osteopathy manages and coordinates the care of any
Medicare or Medicaid patient’s psychiatric problem that
is not specifically within the scope of practice of a
doctor of dental surgery, dental medicine, podiatric
medicine, or optometry; a chiropractor, as limited under
42 CFR 482.12(c)(1)(v); or a clinical psychologist.

LD.11.01.01,EP 7
The governing body makes certain that patients are under the care
of the appropriate licensed practitioners.

MS.16.01.03,EP 4

For hospitals that use Joint Commission accreditation for deemed
status purposes: Every Medicare patient is under the care of at
least one of the following:

- A doctor of medicine or osteopathy (This requirement does not
limit the authority of a doctor of medicine or osteopathy to
delegate tasks to other qualified health care staff to the extent
recognized under state law or a state’s regulatory mechanism.)

- A doctor of dental surgery or dental medicine who is legally
authorized to practice dentistry by the state and who is acting
within the scope of their license

- A doctor of podiatric medicine, but only with respect to functions
which they are legally authorized by the state to perform

- A doctor of optometry who is legally authorized to practice
optometry by the state in which they practice

- A chiropractor who is licensed by the state or legally authorized to
perform the services of a chiropractor, but only with respect to
treatment by means of manual manipulation of the spine to
correct a subluxation demonstrated by x-ray to exist
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- A clinical psychologist as defined in 42 CFR 410.71, but only with
respect to clinical psychologist services as defined in 42 CFR
410.71 and only to the extent permitted by state

§482.12(c)(1)(iii)

(iii) A doctor of podiatric medicine, but only
with respect to functions which he or she is
legally authorized by the State to perform;

MS.03.01.03,EP 1

Physicians and clinical psychologists with appropriate
privileges manage and coordinate the patient’s care,
treatment, and services.

Note: The definition of “physician” is the same as that
used by the Centers for Medicare &amp; Medicaid
Services (CMS) (refer to the Glossary).

MS.03.01.03,EP 3

A patient’s general medical condition is managed and
coordinated by a doctor of medicine or osteopathy. For
hospitals that use Joint Commission accreditation for
deemed status purposes: A doctor of medicine or
osteopathy manages and coordinates the care of any
Medicare or Medicaid patient’s psychiatric problem that
is not specifically within the scope of practice of a
doctor of dental surgery, dental medicine, podiatric
medicine, or optometry; a chiropractor, as limited under
42 CFR 482.12(c)(1)(v); or a clinical psychologist.

LD.11.01.01,EP 7
The governing body makes certain that patients are under the care
of the appropriate licensed practitioners.

MS.16.01.03,EP 4

For hospitals that use Joint Commission accreditation for deemed
status purposes: Every Medicare patient is under the care of at
least one of the following:

- A doctor of medicine or osteopathy (This requirement does not
limit the authority of a doctor of medicine or osteopathy to
delegate tasks to other qualified health care staff to the extent
recognized under state law or a state’s regulatory mechanism.)

- A doctor of dental surgery or dental medicine who is legally
authorized to practice dentistry by the state and who is acting
within the scope of their license

- A doctor of podiatric medicine, but only with respect to functions
which they are legally authorized by the state to perform

- A doctor of optometry who is legally authorized to practice
optometry by the state in which they practice

- A chiropractor who is licensed by the state or legally authorized to
perform the services of a chiropractor, but only with respect to
treatment by means of manual manipulation of the spine to
correct a subluxation demonstrated by x-ray to exist

- A clinical psychologist as defined in 42 CFR 410.71, but only with
respect to clinical psychologist services as defined in 42 CFR
410.71 and only to the extent permitted by state

§482.12(c)(1)(iv)

(iv) A doctor of optometry who is legally
authorized to practice optometry by the
State in which he or she practices;

MS.03.01.03,EP 1

Physicians and clinical psychologists with appropriate
privileges manage and coordinate the patient’s care,
treatment, and services.

LD.11.01.01,EP 7
The governing body makes certain that patients are under the care
of the appropriate licensed practitioners.
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Note: The definition of “physician” is the same as that
used by the Centers for Medicare &amp; Medicaid
Services (CMS) (refer to the Glossary).

MS.03.01.03,EP 3

A patient’s general medical condition is managed and
coordinated by a doctor of medicine or osteopathy. For
hospitals that use Joint Commission accreditation for
deemed status purposes: A doctor of medicine or
osteopathy manages and coordinates the care of any
Medicare or Medicaid patient’s psychiatric problem that
is not specifically within the scope of practice of a
doctor of dental surgery, dental medicine, podiatric
medicine, or optometry; a chiropractor, as limited under
42 CFR 482.12(c)(1)(v); or a clinical psychologist.

MS.16.01.03,EP 4

For hospitals that use Joint Commission accreditation for deemed
status purposes: Every Medicare patient is under the care of at
least one of the following:

- A doctor of medicine or osteopathy (This requirement does not
limit the authority of a doctor of medicine or osteopathy to
delegate tasks to other qualified health care staff to the extent
recognized under state law or a state’s regulatory mechanism.)

- A doctor of dental surgery or dental medicine who is legally
authorized to practice dentistry by the state and who is acting
within the scope of their license

- A doctor of podiatric medicine, but only with respect to functions
which they are legally authorized by the state to perform

- A doctor of optometry who is legally authorized to practice
optometry by the state in which they practice

- A chiropractor who is licensed by the state or legally authorized to
perform the services of a chiropractor, but only with respect to
treatment by means of manual manipulation of the spine to
correct a subluxation demonstrated by x-ray to exist

- A clinical psychologist as defined in 42 CFR 410.71, but only with
respect to clinical psychologist services as defined in 42 CFR
410.71 and only to the extent permitted by state

§482.12(c)(1)(v)

(v) A chiropractor who is licensed by the
State or legally authorized to perform the
services of a chiropractor, but only with
respect to treatment by means of manual
manipulation of the spine to correct a
subluxation demonstrated by x-ray to exist;
and

MS.03.01.03,EP 1

Physicians and clinical psychologists with appropriate
privileges manage and coordinate the patient’s care,
treatment, and services.

Note: The definition of “physician” is the same as that
used by the Centers for Medicare &amp; Medicaid
Services (CMS) (refer to the Glossary).

MS.03.01.03,EP 3
A patient’s general medical condition is managed and
coordinated by a doctor of medicine or osteopathy. For

LD.11.01.01,EP 7
The governing body makes certain that patients are under the care
of the appropriate licensed practitioners.

MS.16.01.03,EP 4

For hospitals that use Joint Commission accreditation for deemed
status purposes: Every Medicare patient is under the care of at
least one of the following:

- A doctor of medicine or osteopathy (This requirement does not
limit the authority of a doctor of medicine or osteopathy to
delegate tasks to other qualified health care staff to the extent

Page 24 of 803

© 2025 The Joint Commission



Hospital Crosswalk - Current State Compared to Future State

CoP Requirement

CoP Text

Current EP Mapping

Future EP Mapping

hospitals that use Joint Commission accreditation for
deemed status purposes: A doctor of medicine or
osteopathy manages and coordinates the care of any
Medicare or Medicaid patient’s psychiatric problem that
is not specifically within the scope of practice of a
doctor of dental surgery, dental medicine, podiatric
medicine, or optometry; a chiropractor, as limited under
42 CFR 482.12(c)(1)(v); or a clinical psychologist.

recognized under state law or a state’s regulatory mechanism.)

- A doctor of dental surgery or dental medicine who is legally
authorized to practice dentistry by the state and who is acting
within the scope of their license

- A doctor of podiatric medicine, but only with respect to functions
which they are legally authorized by the state to perform

- A doctor of optometry who is legally authorized to practice
optometry by the state in which they practice

- A chiropractor who is licensed by the state or legally authorized to
perform the services of a chiropractor, but only with respect to
treatment by means of manual manipulation of the spine to
correct a subluxation demonstrated by x-ray to exist

- A clinical psychologist as defined in 42 CFR 410.71, but only with
respect to clinical psychologist services as defined in 42 CFR
410.71 and only to the extent permitted by state

§482.12(c)(1)(vi)

(vi) A clinical psychologist as defined in
8410.71 of this chapter, but only with respect
to clinical psychologist services as defined in
8410.71 of this chapter and only to the extent
permitted by State law.

MS.03.01.03,EP 1

Physicians and clinical psychologists with appropriate
privileges manage and coordinate the patient’s care,
treatment, and services.

Note: The definition of “physician” is the same as that
used by the Centers for Medicare &amp; Medicaid
Services (CMS) (refer to the Glossary).

MS.03.01.03,EP 3

A patient’s general medical condition is managed and
coordinated by a doctor of medicine or osteopathy. For
hospitals that use Joint Commission accreditation for
deemed status purposes: A doctor of medicine or
osteopathy manages and coordinates the care of any
Medicare or Medicaid patient’s psychiatric problem that
is not specifically within the scope of practice of a
doctor of dental surgery, dental medicine, podiatric

LD.11.01.01,EP 7
The governing body makes certain that patients are under the care
of the appropriate licensed practitioners.

MS.16.01.03,EP 4

For hospitals that use Joint Commission accreditation for deemed
status purposes: Every Medicare patient is under the care of at
least one of the following:

- A doctor of medicine or osteopathy (This requirement does not
limit the authority of a doctor of medicine or osteopathy to
delegate tasks to other qualified health care staff to the extent
recognized under state law or a state’s regulatory mechanism.)

- A doctor of dental surgery or dental medicine who is legally
authorized to practice dentistry by the state and who is acting
within the scope of their license

- A doctor of podiatric medicine, but only with respect to functions
which they are legally authorized by the state to perform

- A doctor of optometry who is legally authorized to practice
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medicine, or optometry; a chiropractor, as limited under
42 CFR 482.12(c)(1)(v); or a clinical psychologist.

optometry by the state in which they practice

- A chiropractor who is licensed by the state or legally authorized to
perform the services of a chiropractor, but only with respect to
treatment by means of manual manipulation of the spine to
correct a subluxation demonstrated by x-ray to exist

- A clinical psychologist as defined in 42 CFR 410.71, but only with
respect to clinical psychologist services as defined in 42 CFR
410.71 and only to the extent permitted by state

§482.12(c)(2)

(2) Patients are admitted to the hospital only
on the recommendation of a licensed
practitioner permitted by the State to admit
patients to a hospital. If a Medicare patient is
admitted by a practitioner not specified in
paragraph (c)(1) of this section, that patient
is under the care of a doctor of medicine or
osteopathy.

MS.03.01.01,EP 2

Physicians and other licensed practitioners practice
only within the scope of their privileges as determined
through mechanisms defined by the organized medical
staff.

MS.03.01.03,EP 1

Physicians and clinical psychologists with appropriate
privileges manage and coordinate the patient’s care,
treatment, and services.

Note: The definition of “physician” is the same as that
used by the Centers for Medicare &amp; Medicaid
Services (CMS) (refer to the Glossary).

MS.03.01.03,EP 3

A patient’s general medical condition is managed and
coordinated by a doctor of medicine or osteopathy. For
hospitals that use Joint Commission accreditation for
deemed status purposes: A doctor of medicine or
osteopathy manages and coordinates the care of any
Medicare or Medicaid patient’s psychiatric problem that
is not specifically within the scope of practice of a
doctor of dental surgery, dental medicine, podiatric
medicine, or optometry; a chiropractor, as limited under
42 CFR 482.12(c)(1)(v); or a clinical psychologist.

LD.11.01.01,EP 7
The governing body makes certain that patients are under the care
of the appropriate licensed practitioners.

MS.16.01.03,EP 1

Patients are admitted to the hospital only on the recommendation
of a licensed practitioner permitted by the state to admit patients
to a hospital.

For hospitals that use Joint Commission accreditation for deemed
status purposes: If a Medicare patient is admitted by a practitioner
not specified in MS.16.01.03, EP 5, that patient is under the care of
a doctor of medicine or osteopathy.

Page 26 of 803

© 2025 The Joint Commission



Hospital Crosswalk - Current State Compared to Future State

CoP Requirement

CoP Text

Current EP Mapping

Future EP Mapping

MS.03.01.03,EP 13

For hospitals that use Joint Commission accreditation
for deemed status purposes: Patients are admitted to
the hospital only on the decision of a licensed
practitioner permitted by the state to admit patientsto a
hospital.

§482.12(c)(2)
continued

Element Deleted

MS.03.01.03,EP 1

Physicians and clinical psychologists with appropriate
privileges manage and coordinate the patient’s care,
treatment, and services.

Note: The definition of “physician” is the same as that
used by the Centers for Medicare &amp; Medicaid
Services (CMS) (refer to the Glossary).

MS.03.01.03,EP 3

A patient’s general medical condition is managed and
coordinated by a doctor of medicine or osteopathy. For
hospitals that use Joint Commission accreditation for
deemed status purposes: A doctor of medicine or
osteopathy manages and coordinates the care of any
Medicare or Medicaid patient’s psychiatric problem that
is not specifically within the scope of practice of a
doctor of dental surgery, dental medicine, podiatric
medicine, or optometry; a chiropractor, as limited under
42 CFR 482.12(c)(1)(v); or a clinical psychologist.

§482.12(c)(3)

(3) Adoctor of medicine or osteopathy is on
duty or on call at all times.

MS.03.01.03,EP 12

For hospitals that use Joint Commission accreditation
for deemed status purposes: A doctor of medicine or
osteopathyis on duty or on call at all times.

LD.11.01.01,EP 7
The governing body makes certain that patients are under the care
of the appropriate licensed practitioners.

MS.16.01.03,EP 2
A doctor of medicine or osteopathy is on duty or on call at all
times.
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§482.12(c)(4)

(4) A doctor of medicine or osteopathy is
responsible for the care of each Medicare
patient with respect to any medical or
psychiatric problem that--

MS.03.01.03,EP 1

Physicians and clinical psychologists with appropriate
privileges manage and coordinate the patient’s care,
treatment, and services.

Note: The definition of “physician” is the same as that
used by the Centers for Medicare &amp; Medicaid
Services (CMS) (refer to the Glossary).

MS.03.01.03,EP 3

A patient’s general medical condition is managed and
coordinated by a doctor of medicine or osteopathy. For
hospitals that use Joint Commission accreditation for
deemed status purposes: A doctor of medicine or
osteopathy manages and coordinates the care of any
Medicare or Medicaid patient’s psychiatric problem that
is not specifically within the scope of practice of a
doctor of dental surgery, dental medicine, podiatric
medicine, or optometry; a chiropractor, as limited under
42 CFR 482.12(c)(1)(v); or a clinical psychologist.

LD.11.01.01,EP 7
The governing body makes certain that patients are under the care
of the appropriate licensed practitioners.

MS.16.01.03,EP 3

A doctor of medicine or osteopathy is responsible for the care of
each Medicare patient with respect to any medical or psychiatric
problem that is present on admission or develops during
hospitalization and is not specifically within the scope of practice,
as defined by the medical staff and in accordance with state law,
of a doctor of dental surgery, dental medicine, podiatric medicine,
or optometry; a chiropractor, as limited under 42 CFR 12(c)(1)(v);
or clinical psychologist.

§482.12(c)(4)(i)

(i) Is present on admission or develops
during hospitalization; and

MS.03.01.03,EP 1

Physicians and clinical psychologists with appropriate
privileges manage and coordinate the patient’s care,
treatment, and services.

Note: The definition of “physician” is the same as that
used by the Centers for Medicare &amp; Medicaid
Services (CMS) (refer to the Glossary).

MS.03.01.03,EP 3

A patient’s general medical condition is managed and
coordinated by a doctor of medicine or osteopathy. For
hospitals that use Joint Commission accreditation for
deemed status purposes: A doctor of medicine or
osteopathy manages and coordinates the care of any

LD.11.01.01,EP 7
The governing body makes certain that patients are under the care
of the appropriate licensed practitioners.

MS.16.01.03,EP 3

A doctor of medicine or osteopathy is responsible for the care of
each Medicare patient with respect to any medical or psychiatric
problem that is present on admission or develops during
hospitalization and is not specifically within the scope of practice,
as defined by the medical staff and in accordance with state law,
of a doctor of dental surgery, dental medicine, podiatric medicine,
or optometry; a chiropractor, as limited under 42 CFR 12(c)(1)(v);
or clinical psychologist.
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Medicare or Medicaid patient’s psychiatric problem that
is not specifically within the scope of practice of a
doctor of dental surgery, dental medicine, podiatric
medicine, or optometry; a chiropractor, as limited under
42 CFR 482.12(c)(1)(v); or a clinical psychologist.

§482.12(c)(4)(ii)

(ii) Is not specifically within the scope of
practice of a doctor of dental surgery, dental
medicine, podiatric medicine, or optometry;
a chiropractor; or clinical psychologist, as
that scope is--

MS.03.01.03,EP 1

Physicians and clinical psychologists with appropriate
privileges manage and coordinate the patient’s care,
treatment, and services.

Note: The definition of “physician” is the same as that
used by the Centers for Medicare &amp; Medicaid
Services (CMS) (refer to the Glossary).

MS.03.01.03,EP 3

A patient’s general medical condition is managed and
coordinated by a doctor of medicine or osteopathy. For
hospitals that use Joint Commission accreditation for
deemed status purposes: A doctor of medicine or
osteopathy manages and coordinates the care of any
Medicare or Medicaid patient’s psychiatric problem that
is not specifically within the scope of practice of a
doctor of dental surgery, dental medicine, podiatric
medicine, or optometry; a chiropractor, as limited under
42 CFR 482.12(c)(1)(v); or a clinical psychologist.

LD.11.01.01,EP 7
The governing body makes certain that patients are under the care
of the appropriate licensed practitioners.

MS.16.01.03,EP 3

A doctor of medicine or osteopathy is responsible for the care of
each Medicare patient with respect to any medical or psychiatric
problem thatis present on admission or develops during
hospitalization and is not specifically within the scope of practice,
as defined by the medical staff and in accordance with state law,
of a doctor of dental surgery, dental medicine, podiatric medicine,
or optometry; a chiropractor, as limited under 42 CFR 12(c)(1)(v);
or clinical psychologist.

§482.12(c)(4)(ii)(A)

(A) Defined by the medical staff;

MS.03.01.01,EP 2

Physicians and other licensed practitioners practice
only within the scope of their privileges as determined
through mechanisms defined by the organized medical
staff.

MS.03.01.03,EP 1
Physicians and clinical psychologists with appropriate
privileges manage and coordinate the patient’s care,

LD.11.01.01,EP 7
The governing body makes certain that patients are under the care
of the appropriate licensed practitioners.

MS.16.01.03,EP 3

A doctor of medicine or osteopathy is responsible for the care of
each Medicare patient with respect to any medical or psychiatric
problem that is present on admission or develops during
hospitalization and is not specifically within the scope of practice,
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treatment, and services.

Note: The definition of “physician” is the same as that
used by the Centers for Medicare &amp; Medicaid
Services (CMS) (refer to the Glossary).

MS.03.01.03,EP 3

A patient’s general medical condition is managed and
coordinated by a doctor of medicine or osteopathy. For
hospitals that use Joint Commission accreditation for
deemed status purposes: A doctor of medicine or
osteopathy manages and coordinates the care of any
Medicare or Medicaid patient’s psychiatric problem that
is not specifically within the scope of practice of a
doctor of dental surgery, dental medicine, podiatric
medicine, or optometry; a chiropractor, as limited under
42 CFR 482.12(c)(1)(v); or a clinical psychologist.

as defined by the medical staff and in accordance with state law,
of a doctor of dental surgery, dental medicine, podiatric medicine,
or optometry; a chiropractor, as limited under 42 CFR 12(c)(1)(v);
or clinical psychologist.

§482.12(c)(4)(ii)(B)

(B) Permitted by State law; and

MS.03.01.03,EP 1

Physicians and clinical psychologists with appropriate
privileges manage and coordinate the patient’s care,
treatment, and services.

Note: The definition of “physician” is the same as that
used by the Centers for Medicare &amp; Medicaid
Services (CMS) (refer to the Glossary).

MS.03.01.03,EP 3

A patient’s general medical condition is managed and
coordinated by a doctor of medicine or osteopathy. For
hospitals that use Joint Commission accreditation for
deemed status purposes: A doctor of medicine or
osteopathy manages and coordinates the care of any
Medicare or Medicaid patient’s psychiatric problem that
is not specifically within the scope of practice of a
doctor of dental surgery, dental medicine, podiatric

LD.11.01.01,EP 7
The governing body makes certain that patients are under the care
of the appropriate licensed practitioners.

MS.16.01.03,EP 3

A doctor of medicine or osteopathy is responsible for the care of
each Medicare patient with respect to any medical or psychiatric
problem that is present on admission or develops during
hospitalization and is not specifically within the scope of practice,
as defined by the medical staff and in accordance with state law,
of a doctor of dental surgery, dental medicine, podiatric medicine,
or optometry; a chiropractor, as limited under 42 CFR 12(c)(1)(v);
or clinical psychologist.
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medicine, or optometry; a chiropractor, as limited under
42 CFR 482.12(c)(1)(v); or a clinical psychologist.

§482.12(c)(4)(ii)(C)

(C) Limited, under paragraph (c)(1)(v) of this
section, with respect to chiropractors.

MS.03.01.03,EP 1

Physicians and clinical psychologists with appropriate
privileges manage and coordinate the patient’s care,
treatment, and services.

Note: The definition of “physician” is the same as that
used by the Centers for Medicare &amp; Medicaid
Services (CMS) (refer to the Glossary).

MS.03.01.03,EP 3

A patient’s general medical condition is managed and
coordinated by a doctor of medicine or osteopathy. For
hospitals that use Joint Commission accreditation for
deemed status purposes: A doctor of medicine or
osteopathy manages and coordinates the care of any
Medicare or Medicaid patient’s psychiatric problem that
is not specifically within the scope of practice of a
doctor of dental surgery, dental medicine, podiatric
medicine, or optometry; a chiropractor, as limited under
42 CFR 482.12(c)(1)(v); or a clinical psychologist.

LD.11.01.01,EP 7
The governing body makes certain that patients are under the care
of the appropriate licensed practitioners.

MS.16.01.03,EP 3

A doctor of medicine or osteopathy is responsible for the care of
each Medicare patient with respect to any medical or psychiatric
problem thatis present on admission or develops during
hospitalization and is not specifically within the scope of practice,
as defined by the medical staff and in accordance with state law,
of a doctor of dental surgery, dental medicine, podiatric medicine,
or optometry; a chiropractor, as limited under 42 CFR 12(c)(1)(v);
or clinical psychologist.

§482.12(d)

§482.12(d) Standard: Institutional Plan and
Budget The institution must have an overall
institutional plan that meets the following
conditions:

§482.12(d)(1)

(1) The plan mustinclude an annual
operating budget that is prepared according

to generally accepted accounting principles.

LD.04.01.03,EP 4

The governing body approves an annual operating
budget and, when needed, a long-term capital
expenditure plan.

LD.13.01.05,EP 1

For hospitals that use Joint Commission accreditation for deemed
status purposes: The hospital has an overall institutional plan that
meets the following conditions:

- The planincludes an annual operating budget that is prepared
according to generally accepted accounting principles and that
has all anticipated income and expenses. This provision does not
require that the budget identify item by item the components of
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each anticipated income or expense.

- The plan provides for capital expenditures for at least a 3-year
period, including the year in which the operating budget is
applicable.

§482.12(d)(2)

(2) The budget mustinclude all anticipated
income and expenses. This provision does
not require that the budget identify item by
item the components of each anticipated
income or expense.

LD.04.01.03,EP 3

The operating budget reflects the hospital’s goals and
objectives.

Note: For hospitals that use Joint Commission
accreditation for deemed status purposes: The hospital
meets the Centers for Medicare &amp; Medicaid
Services’ (CMS) Institutional Plan and Budget
requirements in accordance with 42 CFR 482.12(d).
(See Appendix A [AXA] for the language of this CMS
requirement.)

LD.04.01.03,EP 4

The governing body approves an annual operating
budget and, when needed, a long-term capital
expenditure plan.

LD.13.01.05,EP 1

For hospitals that use Joint Commission accreditation for deemed
status purposes: The hospital has an overall institutional plan that
meets the following conditions:

- The planincludes an annual operating budget that is prepared
according to generally accepted accounting principles and that
has all anticipated income and expenses. This provision does not
require that the budget identify item by item the components of
each anticipated income or expense.

- The plan provides for capital expenditures for at least a 3-year
period, including the year in which the operating budget is
applicable.

§482.12(d)(3)

(8) The plan must provide for capital
expenditures for at least a 3-year period,
including the year in which the operating
budget specified in paragraph (d)(2) of this
section is applicable.

LD.04.01.03,EP 3

The operating budget reflects the hospital’s goals and
objectives.

Note: For hospitals that use Joint Commission
accreditation for deemed status purposes: The hospital
meets the Centers for Medicare &amp; Medicaid
Services’ (CMS) Institutional Plan and Budget
requirements in accordance with 42 CFR 482.12(d).
(See Appendix A [AXA] for the language of this CMS
requirement.)

LD.04.01.03,EP 4
The governing body approves an annual operating

LD.13.01.05,EP 1

For hospitals that use Joint Commission accreditation for deemed
status purposes: The hospital has an overall institutional plan that
meets the following conditions:

- The planincludes an annual operating budget that is prepared
according to generally accepted accounting principles and that
has all anticipated income and expenses. This provision does not
require that the budget identify item by item the components of
each anticipated income or expense.

- The plan provides for capital expenditures for at least a 3-year
period, including the year in which the operating budget is
applicable.
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budget and, when needed, a long-term capital
expenditure plan.

§482.12(d)(4)

(4) The plan mustinclude and identify in
detail the objective of, and the anticipated
sources of financing for, each anticipated
capital expenditure in excess of $600,000 (or
a lesser amount that is established, in
accordance with section 1122(g)(1) of the
Act, by the State in which the hospital is
located) that relates to any of the following:

LD.04.01.03,EP 3

The operating budget reflects the hospital’s goals and
objectives.

Note: For hospitals that use Joint Commission
accreditation for deemed status purposes: The hospital
meets the Centers for Medicare &amp; Medicaid
Services’ (CMS) Institutional Plan and Budget
requirements in accordance with 42 CFR 482.12(d).
(See Appendix A [AXA] for the language of this CMS
requirement.)

LD.04.01.03,EP 4

The governing body approves an annual operating
budget and, when needed, a long-term capital
expenditure plan.

LD.13.01.05,EP 2

For hospitals that use Joint Commission accreditation for deemed
status purposes: The institutional plan includes and identifies in
detail the objective of, and the anticipated sources of financing for,
each anticipated capital expenditure in excess of $600,000 (or a
lesser amount that is established, in accordance with section
1122(g)(1) of the Social Security Act [42 U.S.C. 1320a-1(g)(1)], by
the state in which the hospital is located) that relates to any of the
following:

- Acquisition of land

- Improvement of land, buildings, and equipment

- Replacement, modernization, and expansion of buildings and
equipment

§482.12(d)(4)(i)

(i) Acquisition of land;

LD.04.01.03,EP 3

The operating budget reflects the hospital’s goals and
objectives.

Note: For hospitals that use Joint Commission
accreditation for deemed status purposes: The hospital
meets the Centers for Medicare &amp; Medicaid
Services’ (CMS) Institutional Plan and Budget
requirements in accordance with 42 CFR 482.12(d).
(See Appendix A [AXA] for the language of this CMS
requirement.)

LD.04.01.03,EP 4

The governing body approves an annual operating
budget and, when needed, a long-term capital
expenditure plan.

LD.13.01.05,EP 2

For hospitals that use Joint Commission accreditation for deemed
status purposes: The institutional plan includes and identifies in
detail the objective of, and the anticipated sources of financing for,
each anticipated capital expenditure in excess of $600,000 (or a
lesser amount that is established, in accordance with section
1122(g)(1) of the Social Security Act [42 U.S.C. 1320a-1(g)(1)], by
the state in which the hospital is located) that relates to any of the
following:

- Acquisition of land

- Improvement of land, buildings, and equipment

- Replacement, modernization, and expansion of buildings and
equipment
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§482.12(d)(4)(ii)

(ii) Improvement of land, buildings, and
equipment; or

LD.04.01.03,EP 3

The operating budget reflects the hospital’s goals and
objectives.

Note: For hospitals that use Joint Commission
accreditation for deemed status purposes: The hospital
meets the Centers for Medicare &amp; Medicaid
Services’ (CMS) Institutional Plan and Budget
requirements in accordance with 42 CFR 482.12(d).
(See Appendix A [AXA] for the language of this CMS
requirement.)

LD.04.01.03,EP 4

The governing body approves an annual operating
budget and, when needed, a long-term capital
expenditure plan.

LD.13.01.05,EP 2

For hospitals that use Joint Commission accreditation for deemed
status purposes: The institutional plan includes and identifies in
detail the objective of, and the anticipated sources of financing for,
each anticipated capital expenditure in excess of $600,000 (or a
lesser amount that is established, in accordance with section
1122(g)(1) of the Social Security Act [42 U.S.C. 1320a-1(g)(1)], by
the state in which the hospital is located) that relates to any of the
following:

- Acquisition of land

- Improvement of land, buildings, and equipment

- Replacement, modernization, and expansion of buildings and
equipment

§482.12(d)(4)(iii)

(iii) The replacement, modernization, and
expansion of buildings and equipment.

LD.04.01.03,EP 3

The operating budget reflects the hospital’s goals and
objectives.

Note: For hospitals that use Joint Commission
accreditation for deemed status purposes: The hospital
meets the Centers for Medicare &amp; Medicaid
Services’ (CMS) Institutional Plan and Budget
requirements in accordance with 42 CFR 482.12(d).
(See Appendix A [AXA] for the language of this CMS
requirement.)

LD.04.01.03,EP 4

The governing body approves an annual operating
budget and, when needed, a long-term capital
expenditure plan.

LD.13.01.05,EP 2

For hospitals that use Joint Commission accreditation for deemed
status purposes: The institutional plan includes and identifies in
detail the objective of, and the anticipated sources of financing for,
each anticipated capital expenditure in excess of $600,000 (or a
lesser amount that is established, in accordance with section
1122(g)(1) of the Social Security Act [42 U.S.C. 1320a-1(g)(1)], by
the state in which the hospital is located) that relates to any of the
following:

- Acquisition of land

- Improvement of land, buildings, and equipment

- Replacement, modernization, and expansion of buildings and
equipment

§482.12(d)(5)

(5) The plan must be submitted for review to
the planning agency designated in
accordance with section 1122(b) of the Act,

LD.04.01.01,EP 2
The hospital provides care, treatment, and services in
accordance with licensure requirements, laws, and

LD.13.01.05,EP 4
For hospitals that use Joint Commission accreditation for deemed
status purposes: The institutional plan is submitted for review to
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orif an agency is not designated, to the
appropriate health planning agency in the
State. (See part 100 of this title.) A capital
expenditure is not subject to section 1122
review if 75 percent of the health care
facility’s patients who are expected to use
the service for which the capital expenditure
is made are individuals enrolled in a health
maintenance organization (HMO) or
competitive medical plan (CMP) that meets
the requirements of section 1876(b) of the
Act, and if the Department determines that
the capital expenditure is for services and
facilities that are needed by the HMO or CMP
in order to operate efficiently and
economically and that are not otherwise
readily accessible to the HMO or CMP
because--

rules and regulations.

Note: For hospitals that use Joint Commission
accreditation for deemed status purposes: The hospital
meets the Centers for Medicare &amp; Medicaid
Services’ (CMS) definition of a hospital in accordance
with 42 CFR 482.1(a)(1) and (b). (See Appendix A [AXA]
for the language of this CMS requirement.)

the planning agency designated in accordance with section
1122(b) of the Social Security Act (42 U.S.C. 1320a-1(b)), orif an
agency is not designated, to the appropriate health planning
agency in the state. A capital expenditure is not subject to section
1122 review if 75 percent of the health care facility's patients who
are expected to use the service for which the capital expenditure is
made are individuals enrolled in a health maintenance
organization (HMO) or competitive medical plan (CMP) that meets
the requirements of section 1876(b) of the Social Security Act (42
U.S.C. 1395mm(b)), and if the US Department of Health and
Human Services determines that the capital expenditure is for
services and facilities that are needed by the HMO or CMP in order
to operate efficiently and economically and that are not otherwise
readily accessible to the HMO or CMP because of one of the
following:

- The facilities do not provide common services at the same site.

- The facilities are not available under a contract of reasonable
duration.

- Fulland equal medical staff privileges in the facilities are not
available.

- Arrangements with these facilities are not administratively
feasible.

- The purchase of these services is more costly than if the HMO or
CMP provided the services directly.

§482.12(d)(5)
continued

Element Deleted

LD.04.01.01,EP 2

The hospital provides care, treatment, and services in
accordance with licensure requirements, laws, and
rules and regulations.

Note: For hospitals that use Joint Commission
accreditation for deemed status purposes: The hospital
meets the Centers for Medicare &amp; Medicaid
Services’ (CMS) definition of a hospital in accordance
with 42 CFR 482.1(a)(1) and (b). (See Appendix A [AXA]
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for the language of this CMS requirement.)

LD.04.01.03,EP 3

The operating budget reflects the hospital’s goals and
objectives.

Note: For hospitals that use Joint Commission
accreditation for deemed status purposes: The hospital
meets the Centers for Medicare &amp; Medicaid
Services’ (CMS) Institutional Plan and Budget
requirements in accordance with 42 CFR 482.12(d).
(See Appendix A [AXA] for the language of this CMS
requirement.)

§482.12(d)(5)(i)

(i) The facilities do not provide common
services at the same site;

LD.04.01.01,EP 2

The hospital provides care, treatment, and services in
accordance with licensure requirements, laws, and
rules and regulations.

Note: For hospitals that use Joint Commission
accreditation for deemed status purposes: The hospital
meets the Centers for Medicare &amp; Medicaid
Services’ (CMS) definition of a hospital in accordance
with 42 CFR 482.1(a)(1) and (b). (See Appendix A [AXA]
for the language of this CMS requirement.)

LD.04.01.03,EP 3

The operating budget reflects the hospital’s goals and
objectives.

Note: For hospitals that use Joint Commission
accreditation for deemed status purposes: The hospital
meets the Centers for Medicare &amp; Medicaid
Services’ (CMS) Institutional Plan and Budget
requirements in accordance with 42 CFR 482.12(d).
(See Appendix A [AXA] for the language of this CMS
requirement.)

LD.13.01.05,EP 4

For hospitals that use Joint Commission accreditation for deemed
status purposes: The institutional plan is submitted for review to
the planning agency designated in accordance with section
1122(b) of the Social Security Act (42 U.S.C. 1320a-1(b)), orif an
agency is not designated, to the appropriate health planning
agency in the state. A capital expenditure is not subject to section
1122 review if 75 percent of the health care facility's patients who
are expected to use the service for which the capital expenditure is
made are individuals enrolled in a health maintenance
organization (HMO) or competitive medical plan (CMP) that meets
the requirements of section 1876(b) of the Social Security Act (42
U.S.C. 1395mm(b)), and if the US Department of Health and
Human Services determines that the capital expenditure is for
services and facilities that are needed by the HMO or CMP in order
to operate efficiently and economically and that are not otherwise
readily accessible to the HMO or CMP because of one of the
following:

- The facilities do not provide common services at the same site.

- The facilities are not available under a contract of reasonable
duration.
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- Full and equal medical staff privileges in the facilities are not
available.

- Arrangements with these facilities are not administratively
feasible.

- The purchase of these services is more costly than if the HMO or
CMP provided the services directly.

§482.12(d)(5)(ii)

(ii) The facilities are not available under a
contract of reasonable duration;

LD.04.01.01,EP 2

The hospital provides care, treatment, and services in
accordance with licensure requirements, laws, and
rules and regulations.

Note: For hospitals that use Joint Commission
accreditation for deemed status purposes: The hospital
meets the Centers for Medicare &amp; Medicaid
Services’ (CMS) definition of a hospital in accordance
with 42 CFR 482.1(a)(1) and (b). (See Appendix A [AXA]
for the language of this CMS requirement.)

LD.04.01.03,EP 3

The operating budget reflects the hospital’s goals and
objectives.

Note: For hospitals that use Joint Commission
accreditation for deemed status purposes: The hospital
meets the Centers for Medicare &amp; Medicaid
Services’ (CMS) Institutional Plan and Budget
requirements in accordance with 42 CFR 482.12(d).
(See Appendix A [AXA] for the language of this CMS
requirement.)

LD.13.01.05,EP 4

For hospitals that use Joint Commission accreditation for deemed
status purposes: The institutional plan is submitted for review to
the planning agency designated in accordance with section
1122(b) of the Social Security Act (42 U.S.C. 1320a-1(b)), orif an
agency is not designated, to the appropriate health planning
agency in the state. A capital expenditure is not subject to section
1122 review if 75 percent of the health care facility's patients who
are expected to use the service for which the capital expenditure is
made are individuals enrolled in a health maintenance
organization (HMO) or competitive medical plan (CMP) that meets
the requirements of section 1876(b) of the Social Security Act (42
U.S.C. 1395mm(b)), and if the US Department of Health and
Human Services determines that the capital expenditure is for
services and facilities that are needed by the HMO or CMP in order
to operate efficiently and economically and that are not otherwise
readily accessible to the HMO or CMP because of one of the
following:

- The facilities do not provide common services at the same site.

- The facilities are not available under a contract of reasonable
duration.

- Full and equal medical staff privileges in the facilities are not
available.

- Arrangements with these facilities are not administratively
feasible.

- The purchase of these services is more costly than if the HMO or
CMP provided the services directly.

Page 37 of 803

© 2025 The Joint Commission



Hospital Crosswalk - Current State Compared to Future State

CoP Requirement

CoP Text

Current EP Mapping

Future EP Mapping

§482.12(d)(5)(iii)

(iii) Full and equal medical staff privileges in
the facilities are not available;

LD.04.01.01,EP 2

The hospital provides care, treatment, and services in
accordance with licensure requirements, laws, and
rules and regulations.

Note: For hospitals that use Joint Commission
accreditation for deemed status purposes: The hospital
meets the Centers for Medicare &amp; Medicaid
Services’ (CMS) definition of a hospital in accordance
with 42 CFR 482.1(a)(1) and (b). (See Appendix A [AXA]
for the language of this CMS requirement.)

LD.04.01.03,EP 3

The operating budget reflects the hospital’s goals and
objectives.

Note: For hospitals that use Joint Commission
accreditation for deemed status purposes: The hospital
meets the Centers for Medicare &amp; Medicaid
Services’ (CMS) Institutional Plan and Budget
requirements in accordance with 42 CFR 482.12(d).
(See Appendix A [AXA] for the language of this CMS
requirement.)

LD.13.01.05,EP 4

For hospitals that use Joint Commission accreditation for deemed
status purposes: The institutional plan is submitted for review to
the planning agency designated in accordance with section
1122(b) of the Social Security Act (42 U.S.C. 1320a-1(b)), orif an
agency is not designated, to the appropriate health planning
agency in the state. A capital expenditure is not subject to section
1122 review if 75 percent of the health care facility's patients who
are expected to use the service for which the capital expenditure is
made are individuals enrolled in a health maintenance
organization (HMO) or competitive medical plan (CMP) that meets
the requirements of section 1876(b) of the Social Security Act (42
U.S.C. 1395mm(b)), and if the US Department of Health and
Human Services determines that the capital expenditure is for
services and facilities that are needed by the HMO or CMP in order
to operate efficiently and economically and that are not otherwise
readily accessible to the HMO or CMP because of one of the
following:

- The facilities do not provide common services at the same site.

- The facilities are not available under a contract of reasonable
duration.

- Full and equal medical staff privileges in the facilities are not
available.

- Arrangements with these facilities are not administratively
feasible.

- The purchase of these services is more costly than if the HMO or
CMP provided the services directly.

§482.12(d)(5)(iv)

(iv) Arrangements with these facilities are
not administratively feasible; or

LD.04.01.01,EP 2

The hospital provides care, treatment, and services in
accordance with licensure requirements, laws, and
rules and regulations.

Note: For hospitals that use Joint Commission
accreditation for deemed status purposes: The hospital

LD.13.01.05,EP 4

For hospitals that use Joint Commission accreditation for deemed
status purposes: The institutional plan is submitted for review to
the planning agency designated in accordance with section
1122(b) of the Social Security Act (42 U.S.C. 1320a-1(b)), orif an
agency is not designated, to the appropriate health planning
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meets the Centers for Medicare &amp; Medicaid
Services’ (CMS) definition of a hospital in accordance
with 42 CFR 482.1(a)(1) and (b). (See Appendix A [AXA]
for the language of this CMS requirement.)

LD.04.01.03,EP 3

The operating budget reflects the hospital’s goals and
objectives.

Note: For hospitals that use Joint Commission
accreditation for deemed status purposes: The hospital
meets the Centers for Medicare &amp; Medicaid
Services’ (CMS) Institutional Plan and Budget
requirements in accordance with 42 CFR 482.12(d).
(See Appendix A [AXA] for the language of this CMS
requirement.)

agency in the state. A capital expenditure is not subject to section
1122 review if 75 percent of the health care facility's patients who
are expected to use the service for which the capital expenditure is
made are individuals enrolled in a health maintenance
organization (HMO) or competitive medical plan (CMP) that meets
the requirements of section 1876(b) of the Social Security Act (42
U.S.C. 1395mm(b)), and if the US Department of Health and
Human Services determines that the capital expenditure is for
services and facilities that are needed by the HMO or CMP in order
to operate efficiently and economically and that are not otherwise
readily accessible to the HMO or CMP because of one of the
following:

- The facilities do not provide common services at the same site.

- The facilities are not available under a contract of reasonable
duration.

- Fulland equal medical staff privileges in the facilities are not
available.

- Arrangements with these facilities are not administratively
feasible.

- The purchase of these services is more costly than if the HMO or
CMP provided the services directly.

§482.12(d)(5)(v)

(v) The purchase of these services is more
costly than if the HMO or CMP provided the
services directly.

LD.04.01.01,EP 2

The hospital provides care, treatment, and services in
accordance with licensure requirements, laws, and
rules and regulations.

Note: For hospitals that use Joint Commission
accreditation for deemed status purposes: The hospital
meets the Centers for Medicare &amp; Medicaid
Services’ (CMS) definition of a hospital in accordance
with 42 CFR 482.1(a)(1) and (b). (See Appendix A [AXA]
for the language of this CMS requirement.)

LD.04.01.03,EP 3

LD.13.01.05,EP 4

For hospitals that use Joint Commission accreditation for deemed
status purposes: The institutional plan is submitted for review to
the planning agency designated in accordance with section
1122(b) of the Social Security Act (42 U.S.C. 1320a-1(b)), orif an
agency is not designated, to the appropriate health planning
agency in the state. A capital expenditure is not subject to section
1122 review if 75 percent of the health care facility's patients who
are expected to use the service for which the capital expenditure is
made are individuals enrolled in a health maintenance
organization (HMO) or competitive medical plan (CMP) that meets
the requirements of section 1876(b) of the Social Security Act (42
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The operating budget reflects the hospital’s goals and
objectives.

Note: For hospitals that use Joint Commission
accreditation for deemed status purposes: The hospital
meets the Centers for Medicare &amp; Medicaid
Services’ (CMS) Institutional Plan and Budget
requirements in accordance with 42 CFR 482.12(d).
(See Appendix A [AXA] for the language of this CMS
requirement.)

U.S.C. 1395mm(b)), and if the US Department of Health and
Human Services determines that the capital expenditure is for
services and facilities that are needed by the HMO or CMP in order
to operate efficiently and economically and that are not otherwise
readily accessible to the HMO or CMP because of one of the
following:

- The facilities do not provide common services at the same site.

- The facilities are not available under a contract of reasonable
duration.

- Full and equal medical staff privileges in the facilities are not
available.

- Arrangements with these facilities are not administratively
feasible.

- The purchase of these services is more costly than if the HMO or
CMP provided the services directly.

§482.12(d)(6)

(6) The plan must be reviewed and updated
annually

LD.04.01.03,EP 4

The governing body approves an annual operating
budget and, when needed, a long-term capital
expenditure plan.

LD.13.01.05,EP 3

For hospitals that use Joint Commission accreditation for deemed
status purposes: The institutional plan is prepared by
representatives of the hospital’s governing body, the
administrative staff, and the medical staff under the direction of
the governing body. The institutional plan is reviewed and updated
annually.

§482.12(d)(7)

(7) The plan must be prepared--

(
§482.12(d)(7)(i)

(i) Under the direction of the governing body;
and

LD.01.03.01, EP 2
The governing body provides for organization
management and planning.

LD.13.01.05,EP 3

For hospitals that use Joint Commission accreditation for deemed
status purposes: The institutional plan is prepared by
representatives of the hospital’s governing body, the
administrative staff, and the medical staff under the direction of
the governing body. The institutional plan is reviewed and updated
annually.

§482.12(d)(7)(ii)

(ii) By a committee consisting of
representatives of the governing body, the

LD.01.01.01,EP 2
The governing body identifies those responsible for
planning, management, and operational activities.

LD.13.01.05,EP 3
For hospitals that use Joint Commission accreditation for deemed
status purposes: The institutional plan is prepared by
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administrative staff, and the medical staff of
the institution.

LD.01.03.01,EP 8
The governing body provides the organized medical staff
with the opportunity to participate in governance.

LD.04.01.03,EP 1

Leaders solicit comments from those who work in the
hospital when developing the operational and capital
budgets.

representatives of the hospital’s governing body, the
administrative staff, and the medical staff under the direction of
the governing body. The institutional plan is reviewed and updated
annually.

§482.12(e)

§482.12(e) Standard: Contracted Services
The governing body must be responsible for
services furnished in the hospital whether or
not they are furnished under contracts. The
governing body must ensure that a
contractor of services (including one for
shared services and joint ventures) furnishes
services that permit the hospital to comply
with all applicable conditions of
participation and standards for the
contracted services.

LD.04.03.09, EP 2
The hospital describes, in writing, the nature and scope
of services provided through contractual agreements.

LD.04.03.09, EP 3
Designated leaders approve contractual agreements.

LD.04.03.09,EP 4

Leaders monitor contracted services by establishing
expectations for the performance of the contracted
services.

Note 1: In most cases, each physician and other
licensed practitioner providing services through a
contractual agreement must be credentialed and
privileged by the hospital using their services following
the process described in the “Medical Staff” (MS)
chapter.

Note 2: For hospitals that do not use Joint Commission
accreditation for deemed status purposes: When the
hospital contracts with another accredited organization
for patient care, treatment, and services to be provided
off site, it can do the following:

- Verify that all physicians and other licensed
practitioners who will be providing patient care,

LD.13.03.03,EP 1
The hospital maintains a list of all contracted services, including
the scope and nature of the services provided.

LD.13.03.03, EP 2

The governing body is responsible for all services provided in the
hospital, including contracted services. The governing body
assesses that services are provided in a safe and effective manner
and takes action to address issues pertaining to quality and
performance.

Note: For hospitals that use Joint Commission accreditation for
deemed status purposes: The governing body makes certain that a
contractor of services (including one for shared services and joint
ventures) provides services that permit the hospital to comply with
applicable Centers for Medicare &amp; Medicaid Services (CMS)
Conditions of Participation and standards for contract services.
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treatment, and services have appropriate privileges by
obtaining, for example, a copy of the list of privileges.

- Specify in the written agreement that the contracted
organization will ensure that all contracted services
provided by physicians and other licensed practitioners
will be within the scope of their privileges.

Note 3: For hospitals that use Joint Commission
accreditation for deemed status purposes: The leaders
who monitor the contracted services are the governing
body.

LD.04.03.09, EP 5

Leaders monitor contracted services by communicating
the expectations in writing to the provider of the
contracted services.

Note: A written description of the expectations can be
provided either as part of the written agreement or in
addition toit.

LD.04.03.09, EP 6
Leaders monitor contracted services by evaluating these
services in relation to the hospital's expectations.

§482.12(e)(1)

(1) The governing body must ensure that the
services performed under a contract are
provided in a safe and effective manner.

LD.01.03.01,EP5
The governing body provides for the resources needed to
maintain safe, quality care, treatment, and services.

LD.04.03.09,EP 6
Leaders monitor contracted services by evaluating these
services in relation to the hospital's expectations.

LD.04.03.09, EP 7
Leaders take steps to improve contracted services that
do not meet expectations.

LD.13.03.03,EP 2

The governing body is responsible for all services provided in the
hospital, including contracted services. The governing body
assesses that services are provided in a safe and effective manner
and takes action to address issues pertaining to quality and
performance.

Note: For hospitals that use Joint Commission accreditation for
deemed status purposes: The governing body makes certain that a
contractor of services (including one for shared services and joint
ventures) provides services that permit the hospital to comply with
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Note: Examples of improvement efforts to consider
include the following:

- Increase monitoring of the contracted services

- Provide consultation or training to the contractor
- Renegotiate the contract terms

- Apply defined penalties

- Terminate the contract

applicable Centers for Medicare &amp; Medicaid Services (CMS)
Conditions of Participation and standards for contract services.

§482.12(e)(2)

(2) The hospital must maintain a list of all
contracted services, including the scope and
nature of the services provided.

LD.04.03.09, EP 2
The hospital describes, in writing, the nature and scope
of services provided through contractual agreements.

LD.13.03.03,EP 1
The hospital maintains a list of all contracted services, including
the scope and nature of the services provided.

§482.12(f)

§482.12(f) Standard: Emergency Services

§482.12()(1)

(1) If emergency services are provided at the
hospital, the hospital must comply with the
requirements of §482.55.

LD.01.03.01,EP 3
The governing body approves the hospital's written
scope of services.

LD.04.01.01,EP 2

The hospital provides care, treatment, and services in
accordance with licensure requirements, laws, and
rules and regulations.

Note: For hospitals that use Joint Commission
accreditation for deemed status purposes: The hospital
meets the Centers for Medicare &amp; Medicaid
Services’ (CMS) definition of a hospital in accordance
with 42 CFR 482.1(a)(1) and (b). (See Appendix A [AXA]
for the language of this CMS requirement.)

LD.04.03.01,EP 2

The hospital provides essential services, including the
following:

- Diagnostic radiology

- Dietary

- Emergency

- Medical records

LD.13.03.01,EP 8

For hospitals that use Joint Commission accreditation for deemed
status purposes: If emergency services are provided at the
hospital, the hospital complies with the requirements of 42 CFR
482.55.
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- Nuclear medicine

- Nursing care

- Pathology and clinical laboratory

- Pharmaceutical

- Physical rehabilitation

- Respiratory care

- Social work

Note 1: Hospitals that provide only psychiatric and
addiction treatment services are not required to provide
nuclear medicine, physical rehabilitation, and
respiratory care services.

Note 2: For hospitals that use Joint Commission
accreditation for deemed status purposes: If emergency
services are provided at the hospital, the hospital
complies with the requirements of 42 CFR 482.55. For
more information on 42 CFR 482.55, refer to “Appendix
A: Medicare Requirements for Hospitals” (AXA).

Note 3: For hospitals that use Joint Commission
accreditation for deemed status purposes: The
diagnostic radiology services provided by the hospital,
as well as staff qualifications, meet professionally
approved standards.

§482.12()(2)

(2) If emergency services are not provided at
the hospital, the governing body must assure
that the medical staff has written policies
and procedures for appraisal of
emergencies, initial treatment, and referral
when appropriate.

MS.03.01.01,EP 14

For hospitals that use Joint Commission accreditation
for deemed status purposes: When emergency services
are not provided at the hospital, the medical staff has
written policies and procedures for appraisal of
emergencies, initial treatment of patients, and referral
of patients when needed.

LD.11.01.01,EP 2

The governing body does the following:

- Approves and is responsible for the effective operation of the
grievance process

- Reviews and resolves grievances, unless it delegates
responsibility in writing to a grievance committee

- Determines, in accordance with state law, which categories of
practitioners are eligible candidates for appointment to the
medical staff

- Appoints members of the medical staff after considering the
recommendations of the existing members of the medical staff
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- Makes certain that the medical staff has bylaws

- Approves medical staff bylaws and other medical staff rules and
regulations

- Makes certain that the medical staff is accountable to the
governing body for the quality of care provided to patients

- Makes certain that the criteria for selection to the medical staff
are based on individual character, competence, training,
experience, and judgment

- Makes certain that under no circumstances is the accordance of
staff membership or professional privileges in the hospital
dependent solely upon certification, fellowship, or membership in
a specialty body or society

- Makes certain that the medical staff develops and implements
written policies and procedures for appraisal of emergencies,
initial treatment, and referral of patients at the locations without
emergency services when emergency services are not provided at
the hospital, or are provided at the hospital but not at one or more
off-campus locations

§482.12()(3)

(3) If emergency services are provided at the
hospital but are not provided at one or more
off-campus departments of the hospital, the
governing body of the hospital must assure
that the medical staff has written policies
and procedures in effect with respect to the
off-campus department(s) for appraisal of
emergencies and referral when appropriate.

MS.03.01.01, EP 13

For hospitals that use Joint Commission accreditation
for deemed status purposes: When emergency services
are provided at the hospital but not at one or more off-
campus locations, the medical staff has written policies
and procedures for appraisal of emergencies, initial
treatment, and referral of patients at the off-campus
locations.

LD.11.01.01,EP 2

The governing body does the following:

- Approves and is responsible for the effective operation of the
grievance process

- Reviews and resolves grievances, unless it delegates
responsibility in writing to a grievance committee

- Determines, in accordance with state law, which categories of
practitioners are eligible candidates for appointment to the
medical staff

- Appoints members of the medical staff after considering the
recommendations of the existing members of the medical staff
- Makes certain that the medical staff has bylaws

- Approves medical staff bylaws and other medical staff rules and
regulations

- Makes certain that the medical staff is accountable to the
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governing body for the quality of care provided to patients

- Makes certain that the criteria for selection to the medical staff
are based on individual character, competence, training,
experience, and judgment

- Makes certain that under no circumstances is the accordance of
staff membership or professional privileges in the hospital
dependent solely upon certification, fellowship, or membership in
a specialty body or society

- Makes certain that the medical staff develops and implements
written policies and procedures for appraisal of emergencies,
initial treatment, and referral of patients at the locations without
emergency services when emergency services are not provided at
the hospital, or are provided at the hospital but not at one or more
off-campus locations

§482.13

§482.13 Condition of Participation: Patient's
Rights A hospital must protect and promote
each patient’s rights.

RI.01.01.01,EP1

The hospital has written policies on patient rights.

Note: For hospitals that use Joint Commission
accreditation for deemed status purposes: The
hospital's written policies address procedures regarding
patient visitation rights, including any clinically
necessary or reasonable restrictions or limitations.

RI.01.01.01,EP 2

The hospital informs the patient of the patient's rights.
Note 1: For hospitals that use Joint Commission
accreditation for deemed status purposes: The hospital
informs the patient (or support person, where
appropriate) of the patient's visitation rights. Visitation
rights include the right to receive the visitors designated
by the patient, including, but not limited to, a spouse, a
domestic partner (including a same-sex domestic
partner), another family member, or a friend. Also
included is the right to withdraw or deny such consent at

RI.11.01.01,EP 1
The hospital develops and implements written policies to protect
and promote patient rights.
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anytime.

Note 2: For hospitals that use Joint Commission
accreditation for deemed status purposes: The hospital
informs each patient (or support person, where
appropriate) of the patient’s rights in advance of
furnishing or discontinuing patient care whenever
possible.

RI.01.01.01,EP 4
The hospital treats the patient in a dignified and
respectful manner that supports the patient's dignity.

§482.13(a)

§482.13(a) Standard: Notice of Rights

§482.13(a)(1)

(1) A hospital must inform each patient, or
when appropriate, the patient’s
representative (as allowed under State law),
of the patient’s rights, in advance of
furnishing or discontinuing patient care
whenever possible.

RI.01.01.01,EP 1

The hospital has written policies on patient rights.

Note: For hospitals that use Joint Commission
accreditation for deemed status purposes: The
hospital's written policies address procedures regarding
patient visitation rights, including any clinically
necessary or reasonable restrictions or limitations.

RI.01.01.01,EP 2

The hospital informs the patient of the patient's rights.
Note 1: For hospitals that use Joint Commission
accreditation for deemed status purposes: The hospital
informs the patient (or support person, where
appropriate) of the patient's visitation rights. Visitation
rights include the right to receive the visitors designated
by the patient, including, but not limited to, a spouse, a
domestic partner (including a same-sex domestic
partner), another family member, or a friend. Also
included is the right to withdraw or deny such consent at
anytime.

Note 2: For hospitals that use Joint Commission

RI.11.01.01,EP 2

The hospital informs each patient, or when appropriate, the
patient's representative (as allowed, under state law) of the
patient’s rights in advance of providing or discontinuing patient
care whenever possible.
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accreditation for deemed status purposes: The hospital
informs each patient (or support person, where
appropriate) of the patient’s rights in advance of
furnishing or discontinuing patient care whenever
possible.

RI.01.02.01,EP 2

When a patient is unable to make decisions about their
care, treatment, and services, the hospital involves a
surrogate decision-maker in making these decisions.
Note: For hospitals that use Joint Commission
accreditation for deemed status purposes and have
swing beds: The selection of the surrogate decision-
maker is in accordance with state law.

RI.01.02.01,EP 3

The hospital provides the patient or surrogate decision-
maker with written information about the right to refuse
care, treatment, and services.

RI.01.02.01,EP 8

The hospital involves the patient’s family in care,
treatment, and services decisions to the extent
permitted by the patient or surrogate decision-maker, in
accordance with law and regulation.

§482.13(a)(2)

Element Deleted

RI.01.07.01,EP 1

The hospital establishes a complaint resolution process
for the prompt resolution of patient complaints that
includes a clearly explained procedure for the
submission of a patient's written or verbal complaint
and informs the patient and the patient's family about it.
Note: The governing body is responsible for the effective
operation of the complaint resolution process unless it
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delegates this responsibility in writing to a complaint
resolution committee.

§482.13(a)(2)
continued

(2) The hospital must establish a process for
prompt resolution of patient grievances and
must inform each patient whom to contact to
file a grievance. The hospital's governing
body must approve and be responsible for
the effective operation of the grievance
process and must review and resolve
grievances, unless it delegates the
responsibility in writing to a grievance
committee. The grievance process must
include a mechanism for timely referral of
patient concerns regarding quality of care or
premature discharge to the appropriate
Utilization and Quality Control Quality
Improvement Organization. At a minimum:

RI.01.07.01, EP 20

For hospitals that use Joint Commission accreditation
for deemed status purposes: The process for resolving
complaints includes a mechanism for timely referral of
patient concerns regarding quality of care or premature
discharge to the appropriate Utilization and Quality
Control Quality Improvement Organization.

LD.11.01.01,EP 2

The governing body does the following:

- Approves and is responsible for the effective operation of the
grievance process

- Reviews and resolves grievances, unless it delegates
responsibility in writing to a grievance committee

- Determines, in accordance with state law, which categories of
practitioners are eligible candidates for appointment to the
medical staff

- Appoints members of the medical staff after considering the
recommendations of the existing members of the medical staff

- Makes certain that the medical staff has bylaws

- Approves medical staff bylaws and other medical staff rules and
regulations

- Makes certain that the medical staff is accountable to the
governing body for the quality of care provided to patients

- Makes certain that the criteria for selection to the medical staff
are based on individual character, competence, training,
experience, and judgment

- Makes certain that under no circumstances is the accordance of
staff membership or professional privileges in the hospital
dependent solely upon certification, fellowship, or membership in
a specialty body or society

- Makes certain that the medical staff develops and implements
written policies and procedures for appraisal of emergencies,
initial treatment, and referral of patients at the locations without
emergency services when emergency services are not provided at
the hospital, or are provided at the hospital but not at one or more
off-campus locations

RI1.14.01.01,EP 1

Page 49 of 803

© 2025 The Joint Commission



Hospital Crosswalk - Current State Compared to Future State

CoP Requirement

CoP Text

Current EP Mapping

Future EP Mapping

For hospitals that use Joint Commission accreditation for deemed
status purposes: The process for resolving grievances includes a
mechanism for timely referral of patient concerns regarding quality
of care or premature discharge to the appropriate Utilization and
Quality Control Quality Improvement Organization.

RI.14.01.01,EP 2

The hospital develops and implements policies and procedures for
the prompt resolution of patient grievances. The policies clearly
explain the procedure for patients to submit written or verbal
grievances and specify timeframes for the review of and response
to the grievance.

§482.13(a)(2)
continued

Element Deleted

RI.01.07.01,EP 1

The hospital establishes a complaint resolution process
for the prompt resolution of patient complaints that
includes a clearly explained procedure for the
submission of a patient's written or verbal complaint
and informs the patient and the patient's family about it.
Note: The governing body is responsible for the effective
operation of the complaint resolution process unless it
delegates this responsibility in writing to a complaint
resolution committee.

§482.13(a)(2)(i)

(i) The hospital must establish a clearly
explained procedure for the submission of a
patient’s written or verbal grievance to the
hospital.

RI.01.01.03,EP 1
The hospital provides information in a manner tailored
to the patient's age, language, and ability to understand.

RI.01.07.01,EP 1

The hospital establishes a complaint resolution process
for the prompt resolution of patient complaints that
includes a clearly explained procedure for the
submission of a patient's written or verbal complaint
and informs the patient and the patient's family about it.
Note: The governing body is responsible for the effective

RI.14.01.01,EP 2

The hospital develops and implements policies and procedures for
the prompt resolution of patient grievances. The policies clearly
explain the procedure for patients to submit written or verbal
grievances and specify timeframes for the review of and response
to the grievance.
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operation of the complaint resolution process unless it
delegates this responsibility in writing to a complaint
resolution committee.

§482.13(a)(2)(ii)

(ii) The grievance process must specify time
frames for review of the grievance and the
provision of a response.

RI.01.07.01,EP 19

For hospitals that use Joint Commission accreditation
for deemed status purposes: The hospital determines
time frames for complaint review and response.

RI.14.01.01,EP 2

The hospital develops and implements policies and procedures for
the prompt resolution of patient grievances. The policies clearly
explain the procedure for patients to submit written or verbal
grievances and specify timeframes for the review of and response
to the grievance.

§482.13(a)(2)(iii)

(iii) In its resolution of the grievance, the
hospital must provide the patient with
written notice of its decision that contains
the name of the hospital contact person, the
steps taken on behalf of the patient to
investigate the grievance, the results of the
grievance process, and the date of
completion.

RI.01.07.01,EP 18

For hospitals that use Joint Commission accreditation
for deemed status purposes: In its resolution of
complaints, the hospital provides the individual with a
written notice of its decision, which contains the
following:

- The name of the hospital contact person

- The steps taken on behalf of the individual to
investigate the complaint

- The results of the process

- The date of completion of the complaint process

RI.14.01.01,EP 3

For hospitals that use Joint Commission accreditation for deemed
status purposes: In its resolution of grievances, the hospital
provides the patient with a written notice of its decision, which
contains the following:

- Name of the hospital contact person

- Steps taken on behalf of the individual to investigate the
grievances

- Results of the process

- Date of completion of the grievance process

§482.13(b)

8482.13(b) Standard: Exercise of Rights

§482.13(b)(1)

(1) The patient has the right to participate in
the development and implementation of his
or her plan of care.

RI.01.02.01,EP 1

The hospital involves the patient in making decisions
about their care, treatment, and services, including the
right to have the patient's family and physician or other
licensed practitioner promptly notified of their
admission to or discharge or transfer from the hospital.
Note 1: For hospitals that use Joint Commission

accreditation for deemed status purposes: The patient is

informed, prior to the notification occurring, of any
process to automatically notify the patient’s established
primary care practitioner, primary care practice
group/entity, or other practitioner group/entity, as well

PC.11.03.01,EP 2

The hospital involves the patient in the development and
implementation of their plan of care.

Note: For hospitals that use Joint Commission accreditation for
deemed status purposes and have swing beds: The resident has
the right to be informed, in advance, of changes to their plan of
care.
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as all applicable post-acute care services providers and
suppliers. The hospital has a process for documenting a
patient’s refusal to permit notification of registration to
the emergency department, admission to an inpatient
unit, or discharge or transfer from the emergency
department or inpatient unit. Notifications with primary
care practitioners and entities are in accordance with all
applicable federal and state laws and regulations.

Note 2: For hospitals that use Joint Commission
accreditation for deemed status purposes and have
swing beds: The resident has the right to be informed in
advance of changes to their plan of care.

RI.01.02.01,EP 2

When a patient is unable to make decisions about their
care, treatment, and services, the hospital involves a
surrogate decision-maker in making these decisions.
Note: For hospitals that use Joint Commission
accreditation for deemed status purposes and have
swing beds: The selection of the surrogate decision-
maker is in accordance with state law.

RI.01.02.01,EP 8

The hospital involves the patient’s family in care,
treatment, and services decisions to the extent
permitted by the patient or surrogate decision-maker, in
accordance with law and regulation.

§482.13(b)(2) (2) The patient or his or her representative RI.01.01.03,EP 3 RI.12.01.01,EP 1
(as allowed under State law) has the rightto | The hospital provides information to the patient who has | The patient or their representative (as allowed, in accordance with
make informed decisions regarding his or her | vision, speech, hearing, or cognitive impairmentsin a state law) has the right to make informed decisions regarding their
care. The patient's rights include being manner that meets the patient’s needs. care. The patient's rights include being informed of their health
informed of his or her health status, being status, being involved in care planning and treatment, and being
involved in care planning and treatment, and | RI.01.02.01,EP 1 able to request or refuse treatment. This does not mean the patient

Page 52 of 803 © 2025 The Joint Commission



Hospital Crosswalk - Current State Compared to Future State

CoP Requirement

CoP Text

Current EP Mapping

Future EP Mapping

being able to request or refuse treatment.
This right must not be construed as a
mechanism to demand the provision of
treatment or services deemed medically
unnecessary or inappropriate.

The hospital involves the patient in making decisions
about their care, treatment, and services, including the
right to have the patient's family and physician or other
licensed practitioner promptly notified of their
admission to or discharge or transfer from the hospital.
Note 1: For hospitals that use Joint Commission
accreditation for deemed status purposes: The patient is
informed, prior to the notification occurring, of any
process to automatically notify the patient’s established
primary care practitioner, primary care practice
group/entity, or other practitioner group/entity, as well
as all applicable post-acute care services providers and
suppliers. The hospital has a process for documenting a
patient’s refusal to permit notification of registration to
the emergency department, admission to an inpatient
unit, or discharge or transfer from the emergency
department or inpatient unit. Notifications with primary
care practitioners and entities are in accordance with all
applicable federal and state laws and regulations.

Note 2: For hospitals that use Joint Commission
accreditation for deemed status purposes and have
swing beds: The resident has the right to be informed in
advance of changes to their plan of care.

RI.01.02.01,EP 2

When a patient is unable to make decisions about their
care, treatment, and services, the hospital involves a
surrogate decision-maker in making these decisions.
Note: For hospitals that use Joint Commission
accreditation for deemed status purposes and have
swing beds: The selection of the surrogate decision-
maker is in accordance with state law.

has the right to demand the provision of treatment or services
deemed medically unnecessary or inappropriate.
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RI.01.02.01,EP 3

The hospital provides the patient or surrogate decision-
maker with written information about the right to refuse
care, treatment, and services.

RI.01.02.01,EP 4

The hospital respects the right of the patient or
surrogate decision-maker to refuse care, treatment, and
services in accordance with law and regulation.

RI.01.02.01,EP 8

The hospital involves the patient’s family in care,
treatment, and services decisions to the extent
permitted by the patient or surrogate decision-maker, in
accordance with law and regulation.

R1.01.02.01, EP 20

The hospital provides the patient or surrogate decision-
maker with the information about the following:

- Outcomes of care, treatment, and services that the
patient needs in order to participate in current and
future health care decisions.

- Unanticipated outcomes of the patient’s care,
treatment, and services that are sentinel events as
defined by The Joint Commission. This information is
provided by the physician or other licensed practitioner
responsible for managing the patient's care, treatment,
and services. (Refer to the Glossary for a definition of
sentinel event.)

RI.01.03.01,EP 1
The hospital follows a written policy on informed
consent that describes the following:
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- The specific care, treatment, and services that require
informed consent

- Circumstances that would allow for exceptions to
obtaining informed consent

- The process used to obtain informed consent

- The physician or other licensed practitioner permitted
to conduct the informed consent discussion in
accordance with law and regulation

- How informed consent is documented in the patient
record

Note: Documentation may be recorded in a form, in
progress notes, or elsewhere in the record.

- When a surrogate decision-maker may give informed
consent

RI.01.03.01,EP 2

The informed consent process includes a discussion
about the following:

- The patient's proposed care, treatment, and services.
- Potential benefits, risks, and side effects of the
patient's proposed care, treatment, and services; the
likelihood of the patient achieving their goals; and any
potential problems that might occur during
recuperation.

- Reasonable alternatives to the patient's proposed
care, treatment, and services. The discussion
encompasses risks, benefits, and side effects related to
the alternatives and the risks related to not receiving the
proposed care, treatment, and services.

RI.01.05.01,EP 1
The hospital follows written policies on advance
directives, forgoing or withdrawing life-sustaining
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treatment, and withholding resuscitative services that
address the following:

- Providing patients with written information about
advance directives, forgoing or withdrawing life-
sustaining treatment, and withholding resuscitative
services.

- Providing the patient upon admission with information
on the extent to which the hospital is able, unable, or
unwilling to honor advance directives.

- For outpatient hospital settings: Communicating its
policy on advance directives upon request or when
warranted by the care, treatment, and services
provided.

- Whether the hospital will honor advance directives in
its outpatient settings.

- That the hospital will honor the patient’s right to
formulate or review and revise the patient's advance
directives.

- Informing staff who are involved in the patient's care,
treatment, and services whether or not the patient has
an advance directive.

Note: For hospitals that use Joint Commission
accreditation for deemed status purposes: The patient’s
right to formulate advance directives and have staff and
licensed practitioners comply with these directivesisin
accordance with 42 CFR 489.100, 489.102, and
489.104.

§482.13(b)(3)

(3) The patient has the right to formulate
advance directives and to have hospital staff
and practitioners who provide care in the
hospital comply with these directives, in
accordance with §489.100 of this part
(Definition), 8489.102 of this part

LD.04.01.01,EP 2

The hospital provides care, treatment, and services in
accordance with licensure requirements, laws, and
rules and regulations.

Note: For hospitals that use Joint Commission
accreditation for deemed status purposes: The hospital

RI.12.01.01,EP 5

Staff and licensed practitioners who provide care, treatment, or
services in the hospital honor the patient’s right to formulate
advance directives and comply with these directives, in
accordance with law and regulation.

Note: For hospitals that use Joint Commission accreditation for
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(Requirements for providers), and §489.104 | meets the Centers for Medicare &amp; Medicaid deemed status purposes: Law and regulation includes, ata
of this part (Effective dates). Services’ (CMS) definition of a hospital in accordance minimum, 42 CFR 489.100, 489.102, and 489.104.

with 42 CFR 482.1(a)(1) and (b). (See Appendix A [AXA]
for the language of this CMS requirement.)

RI.01.05.01,EP 1

The hospital follows written policies on advance
directives, forgoing or withdrawing life-sustaining
treatment, and withholding resuscitative services that
address the following:

- Providing patients with written information about
advance directives, forgoing or withdrawing life-
sustaining treatment, and withholding resuscitative
services.

- Providing the patient upon admission with information
on the extent to which the hospital is able, unable, or
unwilling to honor advance directives.

- For outpatient hospital settings: Communicating its
policy on advance directives upon request or when
warranted by the care, treatment, and services
provided.

- Whether the hospital will honor advance directives in
its outpatient settings.

- That the hospital will honor the patient’s right to
formulate or review and revise the patient's advance
directives.

- Informing staff who are involved in the patient's care,
treatment, and services whether or not the patient has
an advance directive.

Note: For hospitals that use Joint Commission
accreditation for deemed status purposes: The patient’s
right to formulate advance directives and have staff and
licensed practitioners comply with these directivesisin
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accordance with 42 CFR 489.100, 489.102, and
489.104.

RI.01.05.01,EP9
The hospital documents whether or not the patient has
an advance directive.

RI.01.05.01,EP 10

Upon request, the hospital refers the patient to
resources for assistance in formulating advance
directives.

RI.01.05.01,EP 17

The existence or lack of an advance directive does not
determine the patient’s right to access care, treatment,
and services.

§482.13(b)(4)

(4) The patient has the right to have a family
member or representative of his or her
choice and his or her own physician notified
promptly of his or her admission to the
hospital.

RI.01.01.01,EP5
The hospital respects the patient’s right to and need for
effective communication.

RI.01.02.01,EP 1

The hospital involves the patient in making decisions
about their care, treatment, and services, including the
right to have the patient's family and physician or other
licensed practitioner promptly notified of their
admission to or discharge or transfer from the hospital.
Note 1: For hospitals that use Joint Commission
accreditation for deemed status purposes: The patient is
informed, prior to the notification occurring, of any
process to automatically notify the patient’s established
primary care practitioner, primary care practice
group/entity, or other practitioner group/entity, as well
as all applicable post-acute care services providers and

RI.12.01.01,EP 2

The hospital asks the patient whether they want a family member,
representative, or physician or other licensed practitioner notified
of their admission to the hospital. The hospital promptly notifies
the identified individual(s).

Note: For hospitals that use Joint Commission accreditation for
deemed status purposes: The patient is informed, prior to the
notification occurring, of any process to automatically notify the
patient’s established primary care practitioner, primary care
practice group/entity, or other practitioner group/entity, as well as
all applicable post-acute care service providers and suppliers. The
hospital has a process for documenting a patient’s refusal to
permit notification of registration to the emergency department,
admission to an inpatient unit, or discharge or transfer from the
emergency department or inpatient unit. Notifications with primary
care practitioners and entities are in accordance with all
applicable federal and state laws and regulations.
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suppliers. The hospital has a process for documenting a
patient’s refusal to permit notification of registration to
the emergency department, admission to an inpatient
unit, or discharge or transfer from the emergency
department or inpatient unit. Notifications with primary
care practitioners and entities are in accordance with all
applicable federal and state laws and regulations.

Note 2: For hospitals that use Joint Commission
accreditation for deemed status purposes and have
swing beds: The resident has the right to be informed in
advance of changes to their plan of care.

RI.01.02.01,EP 8

The hospital involves the patient’s family in care,
treatment, and services decisions to the extent
permitted by the patient or surrogate decision-maker, in
accordance with law and regulation.

§482.13(c)

8482.13(c) Standard: Privacy and Safety

§482.13(c)(1)

(1) The patient has the right to personal
privacy.

RI.01.01.01,EP 7

The hospital respects the patient’s right to privacy.

Note 1: This element of performance (EP) addresses a
patient's personal privacy.

Note 2: For hospitals that use Joint Commission
accreditation for deemed status purposes and have
swing beds: The resident’s right to privacy includes
privacy and confidentiality of their personal records and
written communications, including the right to send and
receive mail promptly.

RI.11.01.01,EP5

The hospital respects the patient’s right to personal privacy.

Note 1: This element of performance (EP) addresses a patient's
personal privacy. For EPs addressing the privacy of a patient’s
health information, refer to Standard IM.12.01.01.

Note 2: For hospitals that use Joint Commission accreditation for
deemed status purposes and have swing beds: Personal privacy
includes accommodations, medical treatment, written and
telephone communications, personal care, visits, and meetings of
family and resident groups, but this does not require the facility to
provide a private room for each resident.

§482.13(c)(2)

(2) The patient has the right to receive care in
a safe setting.

EC.01.01.01,EP5

The hospital has a written plan for managing the
following: The security of everyone who enters the
hospital’s facilities.

NPG.08.01.01,EP 1

For psychiatric hospitals and psychiatric units in general hospitals:
The hospital conducts an environmental risk assessment that
identifies features in the physical environment that could be used
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EC.02.01.01,EP 1

The hospital implements its process to identify safety
and security risks associated with the environment of
care that could affect patients, staff, and other people
coming to the hospital's facilities.

Note: Risks are identified from internal sources such as
ongoing monitoring of the environment, results of root
cause analyses, results of proactive risk assessments of
high-risk processes, and from credible external sources
such as Sentinel Event Alerts.

EC.02.01.01,EP 3

The hospital takes action to minimize or eliminate
identified safety and security risks in the physical
environment.

EC.02.01.01,EP7

The hospital identifies individuals entering its facilities.
Note: The hospital determines which of those
individuals require identification and how to do so.

EC.02.01.01,EP 8
The hospital controls access to and from areas it
identifies as security sensitive.

EC.02.01.01,EP9

The hospital has written procedures to follow in the
event of a security incident, including an infant or
pediatric abduction.

EC.02.01.01,EP 10
When a security incident occurs, the hospital follows its

to attempt suicide; the hospital takes necessary action to
minimize the risk(s) (for example, removal of anchor points, door
hinges, and hooks that can be used for hanging).

For nonpsychiatric units in hospitals: The organization implements
procedures to mitigate the risk of suicide for patients at high risk
for suicide, such as one-to-one monitoring, removing objects that
pose a risk for self-harm if they can be removed without adversely
affecting the patient’s medical care, assessing objects brought
into a room by visitors, and using safe transportation procedures
when moving patients to other parts of the hospital.

Note: Nonpsychiatric units in hospitals do not need to be ligature
resistant. Nevertheless, these facilities should routinely assess
clinical areas to identify objects that could be used for self-harm
and remove those objects, when possible, from the area around a
patient who has been identified as high risk for suicide. This
information can be used for training staff who monitor high-risk
patients (for example, developing checklists to help staff
remember which equipment should be removed when possible).

NPG.08.01.01, EP 2

The hospital screens all patients for suicidal ideation who are
being evaluated or treated for behavioral health conditions as their
primary reason for care using a validated screening tool.

Note: The Joint Commission requires screening for suicidal
ideation using a validated tool starting at age 12 and above.

NPG.08.01.01,EP 3

The hospital uses an evidence-based process to conduct a suicide
assessment of patients who have screened positive for suicidal
ideation. The assessment directly asks about suicidal ideation,
plan, intent, suicidal or self-harm behaviors, risk factors, and
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identified procedures.

EC.02.06.01,EP 1

Interior spaces meet the needs of the patient population
and are safe and suitable to the care, treatment, and
services provided.

EC.04.01.01,EP 1

The hospital establishes a process(es) for continually
monitoring, internally reporting, and investigating the
following:

- Injuries to patients or others within the hospital’s
facilities

- Occupationalillnesses and staff injuries

- Incidents of damage to its property or the property of
others

- Safety and security incidents involving patients, staff,
or others within its facilities, including those related to
workplace violence

- Hazardous materials and waste spills and exposures

- Fire safety management problems, deficiencies, and
failures

- Medical or laboratory equipment management
problems, failures, and use errors

- Utility systems management problems, failures, or use
errors

Note 1: All the incidents and issues listed above may be
reported to staff in quality assessment, improvement, or
other functions. A summary of such incidents may also
be shared with the person designated to coordinate
safety management activities.

Note 2: Review of incident reports often requires that
legal processes be followed to preserve confidentiality.

protective factors.

Note: EPs 2 and 3 can be satisfied through the use of a single
process or instrument that simultaneously screens patients for
suicidal ideation and assesses the severity of suicidal ideation.

NPG.08.01.01,EP 4
The hospital documents patients’ overall level of risk for suicide
and the plan to mitigate the risk for suicide.

NPG.08.01.01,EP5

The hospital follows written policies and procedures addressing
the care of patients identified as at risk for suicide. At a minimum,
these should include the following:

- Training and competence assessment of staff who care for
patients at risk for suicide

- Guidelines for reassessment

- Monitoring patients who are at high risk for suicide

NPG.08.01.01,EP7

The hospital monitors implementation and effectiveness of
policies and procedures for screening, assessment, and
management of patients at risk for suicide and takes action as
needed to improve compliance.

RI.11.01.01,EP 3
The patient has the right to receive care in a safe setting.
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Opportunities to improve care, treatment, and services,
or to prevent similar incidents, are not lost as a result of
following the legal process.

EC.04.01.01,EP3

Based on its process(es), the hospital reports and
investigates the following: Injuries to patients or others
in the hospital’s facilities.

EC.04.01.01,EP6

Based on its process(es), the hospital reports and
investigates the following: Safety and security incidents
involving patients, staff, or others within its facilities,
including those related to workplace violence.

NPSG.15.01.01,EP 1

For psychiatric hospitals and psychiatric units in general
hospitals: The hospital conducts an environmental risk
assessment that identifies features in the physical
environment that could be used to attempt suicide; the
hospital takes necessary action to minimize the risk(s)
(for example, removal of anchor points, door hinges, and
hooks that can be used for hanging).

For nonpsychiatric units in general hospitals: The
organization implements procedures to mitigate the risk
of suicide for patients at high risk for suicide, such as
one-to-one monitoring, removing objects that pose a
risk for self-harm if they can be removed without
adversely affecting the patient’s medical care,
assessing objects brought into a room by visitors, and
using safe transportation procedures when moving
patients to other parts of the hospital.
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Note: Nonpsychiatric units in general hospitals do not
need to be ligature resistant. Nevertheless, these
facilities should routinely assess clinical areas to
identify objects that could be used for self-harm and
remove those objects, when possible, from the area
around a patient who has been identified as high risk for
suicide. This information can be used for training staff
who monitor high-risk patients (for example, developing
checklists to help staff remember which equipment
should be removed when possible).

NPSG.15.01.01, EP 2

Screen all patients for suicidal ideation who are being
evaluated or treated for behavioral health conditions as
their primary reason for care using a validated screening
tool.

Note: The Joint Commission requires screening for
suicidalideation using a validated tool starting at age 12
and above.

NPSG.15.01.01,EP 3

Use an evidence-based process to conduct a suicide
assessment of patients who have screened positive for
suicidal ideation. The assessment directly asks about
suicidal ideation, plan, intent, suicidal or self-harm
behaviors, risk factors, and protective factors.

Note: EPs 2 and 3 can be satisfied through the use of a
single process or instrument that simultaneously
screens patients for suicidal ideation and assesses the
severity of suicidal ideation.

NPSG.15.01.01,EP 4
Document patients’ overall level of risk for suicide and
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the plan to mitigate the risk for suicide.

NPSG.15.01.01,EP 5

Follow written policies and procedures addressing the
care of patients identified as at risk for suicide. At a
minimum, these should include the following:

- Training and competence assessment of staff who care

for patients at risk for suicide
- Guidelines for reassessment
- Monitoring patients who are at high risk for suicide

NPSG.15.01.01,EP 7

Monitor implementation and effectiveness of policies
and procedures for screening, assessment, and
management of patients at risk for suicide and take
action as needed to improve compliance.

RI.01.01.01,EP 4
The hospital treats the patient in a dignified and
respectful manner that supports the patient's dignity.

RI.01.06.03,EP 1

The hospital protects the patient from harassment,
neglect, exploitation, and abuse that could occur while
the patientis receiving care, treatment, and services.
Note: For hospitals that use Joint Commission
accreditation for deemed status purposes and have
swing beds: The hospital also determines how it will
protect residents from corporal punishment and
involuntary seclusion.

§482.13(c)(3)

(3) The patient has the right to be free from
all forms of abuse or harassment.

RI1.01.06.03,EP 1
The hospital protects the patient from harassment,
neglect, exploitation, and abuse that could occur while

RI.13.01.01,EP 1
The hospital protects the patient from harassment, neglect,
exploitation, corporal punishment, involuntary seclusion, and
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the patientis receiving care, treatment, and services.
Note: For hospitals that use Joint Commission
accreditation for deemed status purposes and have
swing beds: The hospital also determines how it will
protect residents from corporal punishment and
involuntary seclusion.

RI.01.06.03, EP 2

The hospital evaluates all allegations, observations, and
suspected cases of neglect, exploitation, and abuse that
occur within the hospital.

RI.01.06.03,EP 3

The hospital reports allegations, observations, and
suspected cases of neglect, exploitation, and abuse to
appropriate authorities based on its evaluation of the
suspected events, or as required by law.

Note: For hospitals that use Joint Commission
accreditation for deemed status purposes and have
swing beds: Alleged violations involving abuse, neglect,
exploitation, or mistreatment, including injuries of
unknown source and misappropriation of resident
property, are reported to the administrator of the facility
and to other officials (including the state survey agency
and adult protective services where state law provides
for jurisdiction in long-term care facilities) in
accordance with state law and established procedures.
The alleged violations are reported in the following time
frames:

- No later than 2 hours after the allegation is made if the
allegation involves abuse or serious bodily injury

- No later than 24 hours after the allegation is made if

verbal, mental, sexual, or physical abuse that could occur while
the patientis receiving care, treatment, and services.

For hospitals that use Joint Commission accreditation for deemed
status purposes and have swing beds: The hospital also protects
the resident from misappropriation of property.

Page 65 of 803

© 2025 The Joint Commission



Hospital Crosswalk - Current State Compared to Future State

CoP Requirement

CoP Text

Current EP Mapping

Future EP Mapping

the allegation does not involve abuse or serious bodily
injury

§482.13(d)

§482.13(d) Standard: Confidentiality of
Patient Records

§482.13(d)(1)

(1) The patient has the right to the
confidentiality of his or her clinical records.

IM.02.01.01,EP 1
The hospital follows a written policy addressing the
privacy and confidentiality of health information.

IM.02.01.01,EP 3

The hospital uses health information only for purposes
permitted by law and regulation or as further limited by
its policy on privacy.

IM.02.01.01,EP 4

The hospital discloses health information only as
authorized by the patient or as otherwise consistent with
law and regulation.

IM.02.01.03,EP 1

The hospital follows a written policy that addresses the
security of health information, including access, use,
and disclosure.

IM.02.01.03,EP 2

The hospital implements a written policy addressing the
following:

- The integrity of health information against loss,
damage, unauthorized alteration, unintentional change,
and accidental destruction

- The intentional destruction of health information

- When and by whom the removal of health information
is permitted

IM.12.01.01,EP 1

The hospital develops and implements policies and procedures
addressing the privacy and confidentiality of health information.
Note: For hospitals that use Joint Commission accreditation for
deemed status purposes and have swing beds: Policies and
procedures also address the resident’s personal records.

Page 66 of 803

© 2025 The Joint Commission



Hospital Crosswalk - Current State Compared to Future State

CoP Requirement

CoP Text

Current EP Mapping

Future EP Mapping

Note: Removal refers to those actions that place health
information outside the hospital's control.

§482.13(d)(2)

(2) The patient has the right to access their
medical records, including current medical
records, upon an oral or written request, in
the form and format requested by the
individual, if it is readily producible in such
form and format (including in an electronic
form or format when such medical records
are maintained electronically); or, if not, in a
readable hard copy form or such other form
and format as agreed to by the facility and
the individual, and within a reasonable time
frame. The hospital must not frustrate the
legitimate efforts of individuals to gain
access to their own medical records and
must actively seek to meet these requests as
quickly as its record keeping system permits.

RI.01.01.01,EP 10

The hospital allows the patient, through oral or written
request, to access, request amendment to, and obtain
information on disclosures of the patient's health
information, in accordance with law and regulation.
Note: For hospitals that use Joint Commission
accreditation for deemed status purposes: Access to
medical records, including past and current records, is
in the form and format requested by the patient
(including in electronic form or format when available).
If electronic is unavailable, the medical record is in hard
copy form or another form agreed to by the organization
and patient. The hospital must not frustrate the
legitimate efforts of individuals to gain access to their
own medical records and must actively seek to meet
these electronic or hard-copy requests within a
reasonable time frame (that is, as quickly as its
recordkeeping system permits).

RI.11.01.01,EP6

The hospital provides the patient, upon an oral or written request,
with access to medical records, including past and current
records, in the form and format requested (including in electronic
form or format when available). If electronic is unavailable, the
medical record is provided in hard copy or another form agreed to
by the hospital and patient. The hospital does not impede the
legitimate efforts of individuals to gain access to their own medical
records and fulfills these electronic or hard-copy requests within a
reasonable time frame (that is, as quickly as its recordkeeping
system permits).

§482.13(e)

8§482.13(e) Standard: Restraint or seclusion.
All patients have the right to be free from
physical or mental abuse, and corporal
punishment. All patients have the right to be
free from restraint or seclusion, of any form,
imposed as a means of coercion, discipline,
convenience, or retaliation by staff. Restraint
or seclusion may only be imposed to ensure
the immediate physical safety of the patient,
a staff member, or others and must be
discontinued at the earliest possible time.

PC.03.05.01,EP 1

The hospital uses restraint or seclusion only to protect
the immediate physical safety of the patient, staff, or
others.

PC.03.05.01,EP 2

The hospital does not use restraint or seclusion as a
means of corporal punishment, coercion, discipline,
convenience, or staff retaliation.

PC.03.05.01,EP5
The hospital discontinues restraint or seclusion at the
earliest possible time, regardless of the scheduled

PC.13.02.01,EP 1

The hospital does not use restraint or seclusion of any form as a
means of coercion, discipline, convenience, or staff retaliation.
Restraint or seclusion is only used to protect the immediate
physical safety of the patient, staff, or others when less restrictive
interventions have been ineffective and is discontinued at the
earliest possible time, regardless of the length of time specified in
the order.

RI.13.01.01,EP 1

The hospital protects the patient from harassment, neglect,
exploitation, corporal punishment, involuntary seclusion, and
verbal, mental, sexual, or physical abuse that could occur while
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expiration of the order.

RI.01.06.03,EP 1

The hospital protects the patient from harassment,
neglect, exploitation, and abuse that could occur while
the patient is receiving care, treatment, and services.
Note: For hospitals that use Joint Commission
accreditation for deemed status purposes and have
swing beds: The hospital also determines how it will
protect residents from corporal punishment and
involuntary seclusion.

RI.01.06.03, EP 2

The hospital evaluates all allegations, observations, and
suspected cases of neglect, exploitation, and abuse that
occur within the hospital.

RI.01.06.03,EP 3

The hospital reports allegations, observations, and
suspected cases of neglect, exploitation, and abuse to
appropriate authorities based on its evaluation of the
suspected events, or as required by law.

Note: For hospitals that use Joint Commission
accreditation for deemed status purposes and have
swing beds: Alleged violations involving abuse, neglect,
exploitation, or mistreatment, including injuries of
unknown source and misappropriation of resident
property, are reported to the administrator of the facility
and to other officials (including the state survey agency
and adult protective services where state law provides
for jurisdiction in long-term care facilities) in
accordance with state law and established procedures.
The alleged violations are reported in the following time

the patientis receiving care, treatment, and services.

For hospitals that use Joint Commission accreditation for deemed
status purposes and have swing beds: The hospital also protects
the resident from misappropriation of property.
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frames:

- No later than 2 hours after the allegation is made if the
allegation involves abuse or serious bodily injury

- No later than 24 hours after the allegation is made if
the allegation does not involve abuse or serious bodily
injury

§482.13(e)(1)

(1) Definitions.

§482.13(e)(1)(i)

(i) Arestraintis—

§482.13(e)(1)(i)(A)

(A) Any manual method, physical or
mechanical device, material, or equipment
that immobilizes or reduces the ability of a
patient to move his or her arms, legs, body,
or head freely; or

PC.03.05.09,EP 1

The hospital’s policies and procedures regarding
restraint or seclusion include the following:

- Physician and other licensed practitioner training
requirements

- Staff training requirements

- The determination of who has authority to order
restraint and seclusion

- The determination of who has authority to discontinue
the use of restraint or seclusion

- The determination of who can initiate the use of
restraint or seclusion

- The circumstances under which restraint or seclusion
is discontinued

- The requirement that restraint or seclusion is
discontinued as soon as is safely possible

- A determination of who can assess and monitor
patients in restraint or seclusion

- Time frames for assessing and monitoring patients in
restraint or seclusion

- A definition of restraint

- A definition of seclusion

- A definition or description of what constitutes the use
of medications as a restraint

Note 1: For hospitals that use Joint Commission

PC.13.02.01,EP 4

The hospital restraint policies are followed when any manual
method, physical or mechanical device, material, or equipment
that immobilizes or reduces the ability of a patient to move his or
her arms, legs, body, or head freely; or when a drug or medication
is used as arestriction to manage the patient's behavior or restrict
the patient's freedom of movement and is not a standard
treatment or dosage for the patient's condition.

Note: Arestraint does not include devices, such as orthopedically
prescribed devices, surgical dressings or bandages, protective
helmets, or other methods that involve the physical holding of a
patient for the purpose of conducting routine physical
examinations or tests, or to protect the patient from falling out of
bed, or to permit the patient to participate in activities without the
risk of physical harm (this does not include a physical escort).
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accreditation for deemed status purposes: The
hospital’s definition of restraint or the use of
medications as a restraintis in accordance with 42 CFR
482.13(e)(1)(i)(A-C):

42 CFR 482.13(e)(1) Definitions. (i) A restraintis— (A)
Any manual method, physical or mechanical device,
material, or equipment that immobilizes or reduces the
ability of a patient to move his or her arms, legs, body, or
head freely; or 42 CFR 482.13(e)(1)(i)(B) (A restraint is—
) Adrug or medication when itis used as a restriction to
manage the patient's behavior or restrict the patient's
freedom of movement and is not a standard treatment
or dosage for the patient's condition.

42 CFR 482.13(e)(1)(i)(C) Arestraint does not include
devices, such as orthopedically prescribed devices,
surgical dressings or bandages, protective helmets, or
other methods that involve the physical holding of a
patient for the purpose of conducting routine physical
examinations or tests, or to protect the patient from
falling out of bed, or to permit the patient to participate
in activities without the risk of physical harm (this does
notinclude a physical escort).

Note 2: For hospitals that use Joint Commission
accreditation for deemed status purposes: The
hospital’s definition of seclusion is in accordance with
42 CFR 482.13(e)(1)(ii):

Seclusion is the involuntary confinement of a patient
alone in aroom or area from which the patient is
physically prevented from leaving. Seclusion may be
used only for the management of violent or self-
destructive behavior.

§482.13(e)(1)(i)(B)

(B) Adrug or medication when itis used as a
restriction to manage the patient's behavior

PC.03.05.09,EP 1
The hospital’s policies and procedures regarding

PC.13.02.01,EP 4
The hospital restraint policies are followed when any manual
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or restrict the patient's freedom of
movement and is not a standard treatment
or dosage for the patient's condition.

restraint or seclusion include the following:

- Physician and other licensed practitioner training
requirements

- Staff training requirements

- The determination of who has authority to order
restraint and seclusion

- The determination of who has authority to discontinue
the use of restraint or seclusion

- The determination of who can initiate the use of
restraint or seclusion

- The circumstances under which restraint or seclusion
is discontinued

- The requirement that restraint or seclusion is
discontinued as soon as is safely possible

- A determination of who can assess and monitor
patients in restraint or seclusion

- Time frames for assessing and monitoring patients in
restraint or seclusion

- A definition of restraint

- A definition of seclusion

- A definition or description of what constitutes the use
of medications as a restraint

Note 1: For hospitals that use Joint Commission
accreditation for deemed status purposes: The
hospital’s definition of restraint or the use of
medications as a restraintis in accordance with 42 CFR
482.13(e)(1)(i)(A-C):

42 CFR 482.13(e)(1) Definitions. (i) A restraintis— (A)
Any manual method, physical or mechanical device,
material, or equipment that immobilizes or reduces the
ability of a patient to move his or her arms, legs, body, or
head freely; or 42 CFR 482.13(e)(1)(i)(B) (A restraint is—
) Adrug or medication when itis used as a restriction to

method, physical or mechanical device, material, or equipment
thatimmobilizes or reduces the ability of a patient to move his or
her arms, legs, body, or head freely; or when a drug or medication
is used as a restriction to manage the patient's behavior or restrict
the patient's freedom of movement and is not a standard
treatment or dosage for the patient's condition.

Note: Arestraint does not include devices, such as orthopedically
prescribed devices, surgical dressings or bandages, protective
helmets, or other methods that involve the physical holding of a
patient for the purpose of conducting routine physical
examinations or tests, or to protect the patient from falling out of
bed, or to permit the patient to participate in activities without the
risk of physical harm (this does not include a physical escort).
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manage the patient's behavior or restrict the patient's
freedom of movement and is not a standard treatment
or dosage for the patient's condition.

42 CFR 482.13(e)(1)(i)(C) Arestraint does not include
devices, such as orthopedically prescribed devices,
surgical dressings or bandages, protective helmets, or
other methods that involve the physical holding of a
patient for the purpose of conducting routine physical
examinations or tests, or to protect the patient from
falling out of bed, or to permit the patient to participate
in activities without the risk of physical harm (this does
notinclude a physical escort).

Note 2: For hospitals that use Joint Commission
accreditation for deemed status purposes: The
hospital’s definition of seclusion is in accordance with
42 CFR 482.13(e)(1)(ii):

Seclusion is the involuntary confinement of a patient
alone in aroom or area from which the patientis
physically prevented from leaving. Seclusion may be
used only for the management of violent or self-
destructive behavior.

§482.13(e)(1)(i)(C)

(C) Arestraint does not include devices,
such as orthopedically prescribed devices,
surgical dressings or bandages, protective
helmets, or other methods that involve the
physical holding of a patient for the purpose
of conducting routine physical examinations
or tests, or to protect the patient from falling
out of bed, or to permit the patient to
participate in activities without the risk of
physical harm (this does not include a
physical escort).

PC.03.05.09,EP 1

The hospital’s policies and procedures regarding
restraint or seclusion include the following:

- Physician and other licensed practitioner training
requirements

- Staff training requirements

- The determination of who has authority to order
restraint and seclusion

- The determination of who has authority to discontinue
the use of restraint or seclusion

- The determination of who can initiate the use of
restraint or seclusion

PC.13.02.01,EP 4

The hospital restraint policies are followed when any manual
method, physical or mechanical device, material, or equipment
thatimmobilizes or reduces the ability of a patient to move his or
her arms, legs, body, or head freely; or when a drug or medication
is used as a restriction to manage the patient's behavior or restrict
the patient's freedom of movement and is not a standard
treatment or dosage for the patient's condition.

Note: Arestraint does not include devices, such as orthopedically
prescribed devices, surgical dressings or bandages, protective
helmets, or other methods that involve the physical holding of a
patient for the purpose of conducting routine physical
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- The circumstances under which restraint or seclusion
is discontinued

- The requirement that restraint or seclusion is
discontinued as soon as is safely possible

- A determination of who can assess and monitor
patients in restraint or seclusion

- Time frames for assessing and monitoring patients in
restraint or seclusion

- A definition of restraint

- A definition of seclusion

- A definition or description of what constitutes the use
of medications as a restraint

Note 1: For hospitals that use Joint Commission
accreditation for deemed status purposes: The
hospital’s definition of restraint or the use of
medications as a restraint is in accordance with 42 CFR
482.13(e)(1)(i)(A-C):

42 CFR 482.13(e)(1) Definitions. (i) A restraintis— (A)
Any manual method, physical or mechanical device,
material, or equipment that immobilizes or reduces the
ability of a patient to move his or her arms, legs, body, or
head freely; or 42 CFR 482.13(e)(1)(i)(B) (A restraintis—
) Adrug or medication when itis used as a restriction to
manage the patient's behavior or restrict the patient's
freedom of movement and is not a standard treatment
or dosage for the patient's condition.

42 CFR 482.13(e)(1)(i)(C) Arestraint does not include
devices, such as orthopedically prescribed devices,
surgical dressings or bandages, protective helmets, or
other methods that involve the physical holding of a
patient for the purpose of conducting routine physical
examinations or tests, or to protect the patient from
falling out of bed, or to permit the patient to participate

examinations or tests, or to protect the patient from falling out of
bed, or to permit the patient to participate in activities without the
risk of physical harm (this does notinclude a physical escort).
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in activities without the risk of physical harm (this does
notinclude a physical escort).

Note 2: For hospitals that use Joint Commission
accreditation for deemed status purposes: The
hospital’s definition of seclusion is in accordance with
42 CFR 482.13(e)(1)(ii):

Seclusion is the involuntary confinement of a patient
alone inaroom or area from which the patientis
physically prevented from leaving. Seclusion may be
used only for the management of violent or self-
destructive behavior.

§482.13(e)(1)(ii)

(ii) Seclusion is the involuntary confinement
of a patient alone in a room or area from
which the patient is physically prevented
from leaving. Seclusion may only be used for
the management of violent or self-
destructive behavior.

PC.03.05.09,EP 1

The hospital’s policies and procedures regarding
restraint or seclusion include the following:

- Physician and other licensed practitioner training
requirements

- Staff training requirements

- The determination of who has authority to order
restraint and seclusion

- The determination of who has authority to discontinue
the use of restraint or seclusion

- The determination of who can initiate the use of
restraint or seclusion

- The circumstances under which restraint or seclusion
is discontinued

- The requirement that restraint or seclusion is
discontinued as soon as is safely possible

- A determination of who can assess and monitor
patients in restraint or seclusion

- Time frames for assessing and monitoring patients in
restraint or seclusion

- A definition of restraint

- A definition of seclusion

PC.13.02.01,EP5

The hospital seclusion policies are followed when a patient is
involuntarily confined alone in a room or area from which the
patient is physically prevented from leaving.

Note: Seclusion is only used for the management of violent or self-
destructive behavior.
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- A definition or description of what constitutes the use
of medications as a restraint

Note 1: For hospitals that use Joint Commission
accreditation for deemed status purposes: The
hospital’s definition of restraint or the use of
medications as a restraintis in accordance with 42 CFR
482.13(e)(1)(i)(A-C):

42 CFR 482.13(e)(1) Definitions. (i) A restraintis— (A)
Any manual method, physical or mechanical device,
material, or equipment that immobilizes or reduces the
ability of a patient to move his or her arms, legs, body, or
head freely; or 42 CFR 482.13(e)(1)(i)(B) (A restraint is—
) A drug or medication when itis used as a restriction to
manage the patient's behavior or restrict the patient's
freedom of movement and is not a standard treatment
or dosage for the patient's condition.

42 CFR 482.13(e)(1)(i)(C) Arestraint does not include
devices, such as orthopedically prescribed devices,
surgical dressings or bandages, protective helmets, or
other methods that involve the physical holding of a
patient for the purpose of conducting routine physical
examinations or tests, or to protect the patient from
falling out of bed, or to permit the patient to participate
in activities without the risk of physical harm (this does
notinclude a physical escort).

Note 2: For hospitals that use Joint Commission
accreditation for deemed status purposes: The
hospital’s definition of seclusion is in accordance with
42 CFR 482.13(e)(1)(ii):

Seclusion is the involuntary confinement of a patient
alone inaroom or area from which the patientis
physically prevented from leaving. Seclusion may be
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used only for the management of violent or self-
destructive behavior.

§482.13(e)(2)

(2) Restraint or seclusion may only be used
when less restrictive interventions have been
determined to be ineffective to protect the
patient, a staff member, or others from
harm.

PC.03.05.01,EP 3
The hospital uses restraint or seclusion only when less
restrictive interventions are ineffective.

PC.03.05.01,EP 4

The hospital uses the least restrictive form of restraint or
seclusion that protects the physical safety of the
patient, staff, or others.

PC.13.02.01,EP1

The hospital does not use restraint or seclusion of any form as a
means of coercion, discipline, convenience, or staff retaliation.
Restraint or seclusion is only used to protect the immediate
physical safety of the patient, staff, or others when less restrictive
interventions have been ineffective and is discontinued at the
earliest possible time, regardless of the length of time specified in
the order.

§482.13(e)(3)

(3) The type or technique of restraint or
seclusion used must be the least restrictive
intervention that will be effective to protect
the patient, a staff member, or others from
harm.

PC.03.05.01,EP 4

The hospital uses the least restrictive form of restraint or
seclusion that protects the physical safety of the
patient, staff, or others.

PC.13.02.01,EP 2

The hospital uses the least restrictive form of restraint or seclusion
that will be effective to protect the patient, a staff member, or
others from harm.

§482.13(e)(4)

(4) The use of restraint or seclusion must be -

§482.13(e)(4)(i)

(i) in accordance with a written modification
to the patient's plan of care.

PC.03.05.03,EP 2
The use of restraint and seclusion is in accordance with
a written modification to the patient's plan of care.

PC.13.02.03,EP 1

The hospital’s use of restraint or seclusion meets the following
requirements:

- In accordance with a written modification to the patient's plan of
care.

- Implemented by trained staff using safe techniques identified by
the hospital’s policies and procedures in accordance with law and
regulation

8482.13(e)(4)(ii)

(ii) implemented in accordance with safe
and appropriate restraint and seclusion
techniques as determined by hospital policy
in accordance with State law.

PC.03.05.03,EP 1

The hospital implements restraint or seclusion using
safe techniques identified by the hospital’s policies and
procedures in accordance with law and regulation.

PC.13.02.03,EP 1

The hospital’s use of restraint or seclusion meets the following
requirements:

- In accordance with a written modification to the patient's plan of
care.

- Implemented by trained staff using safe techniques identified by
the hospital’s policies and procedures in accordance with law and
regulation
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§482.13(e)(5)

(5) The use of restraint or seclusion must be
in accordance with the order of a physician
or other licensed practitioner who is
responsible for the care of the patient and
authorized to order restraint or seclusion by

hospital policy in accordance with State law.

PC.03.05.05,EP 1

A physician or other authorized licensed practitioner
responsible for the patient’s care orders the use of
restraint or seclusion in accordance with hospital policy
and law and regulation.

PC.13.02.05,EP 1

The hospital uses restraint or seclusion as ordered by a physician
or other authorized licensed practitioner responsible for the
patient’s care in accordance with hospital policy and state law and
regulation.

§482.13(e)(6)

(6) Orders for the use of restraint or
seclusion must never be written as a
standing order or on an as needed basis
(PRN).

PC.03.05.05,EP 2
The hospital does not use standing orders or PRN (also
known as “as needed”) orders for restraint or seclusion.

PC.13.02.05,EP 2
The hospital does not use standing orders or PRN (also known as
“as needed”) orders for restraint or seclusion.

§482.13(e)(7)

(7) The attending physician must be
consulted as soon as possible if the
attending physician did not order the
restraint or seclusion.

PC.03.05.05,EP 3

The attending physician or clinical psychologist is
consulted as soon as possible, in accordance with
hospital policy, if they did not order the restraint or
seclusion.

Note: The definition of “physician” is the same as that
used by the Centers for Medicare &amp; Medicaid
Services (CMS) (refer to the Glossary).

PC.13.02.05,EP 3

The attending physician is consulted as soon as possible, in
accordance with hospital policy, if they did not order the restraint
or seclusion.

Note: The definition of “physician” is the same as that used by the
Centers for Medicare &amp; Medicaid Services (CMS) (refer to the
Glossary).

§482.13(e)(8)

(8) Unless superseded by State law that is
more restrictive --

§482.13(e)(8)(i)

(i) Each order for restraint or seclusion used
for the management of violent or self-
destructive behavior that jeopardizes the
immediate physical safety of the patient, a
staff member, or others may only be
renewed in accordance with the following
limits for up to a total of 24 hours:

PC.03.05.05,EP 4

Unless state law is more restrictive, orders for the use of
restraint or seclusion used for the management of
violent or self-destructive behavior that jeopardizes the
immediate physical safety of the patient, staff, or others
may be renewed within the following limits:

-4 hours for adults 18 years of age or older

- 2 hours for children and adolescents 9 to 17 years of
age

- 1 hour for children under 9 years of age

Orders may be renewed according to the time limits for
a maximum of 24 consecutive hours.

PC.13.02.05,EP 4

Unless state law is more restrictive, orders for the use of restraint
or seclusion used for the management of violent or self-
destructive behavior that jeopardizes the immediate physical
safety of the patient, staff, or others may be renewed within the
following time limits:

-4 hours for adults 18 years of age or older

- 2 hours for children and adolescents 9 to 17 years of age

- 1 hour for children under 9 years of age

Orders may be renewed according to the time limits for a
maximum of 24 consecutive hours.
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§482.13(e)(8)(i)(A)

(A) 4 hours for adults 18 years of age or
older;

PC.03.05.05,EP 4

Unless state law is more restrictive, orders for the use of
restraint or seclusion used for the management of
violent or self-destructive behavior that jeopardizes the
immediate physical safety of the patient, staff, or others
may be renewed within the following limits:

-4 hours for adults 18 years of age or older

- 2 hours for children and adolescents 9 to 17 years of
age

- 1 hour for children under 9 years of age

Orders may be renewed according to the time limits for
a maximum of 24 consecutive hours.

PC.13.02.05,EP 4

Unless state law is more restrictive, orders for the use of restraint
or seclusion used for the management of violent or self-
destructive behavior that jeopardizes the immediate physical
safety of the patient, staff, or others may be renewed within the
following time limits:

-4 hours for adults 18 years of age or older

- 2 hours for children and adolescents 9 to 17 years of age

- 1 hour for children under 9 years of age

Orders may be renewed according to the time limits for a
maximum of 24 consecutive hours.

§482.13(¢)(8)(i)(B)

(B) 2 hours for children and adolescents 9 to
17 years of age; or

PC.03.05.05,EP 4

Unless state law is more restrictive, orders for the use of
restraint or seclusion used for the management of
violent or self-destructive behavior that jeopardizes the
immediate physical safety of the patient, staff, or others
may be renewed within the following limits:

-4 hours for adults 18 years of age or older

- 2 hours for children and adolescents 9 to 17 years of
age

- 1 hour for children under 9 years of age

Orders may be renewed according to the time limits for
a maximum of 24 consecutive hours.

PC.13.02.05,EP 4

Unless state law is more restrictive, orders for the use of restraint
or seclusion used for the management of violent or self-
destructive behavior that jeopardizes the immediate physical
safety of the patient, staff, or others may be renewed within the
following time limits:

- 4 hours for adults 18 years of age or older

- 2 hours for children and adolescents 9 to 17 years of age

- 1 hour for children under 9 years of age

Orders may be renewed according to the time limits for a
maximum of 24 consecutive hours.

§482.13(e)(8)(i)(C)

(C) 1 hour for children under 9 years of age;
and

PC.03.05.05,EP 4

Unless state law is more restrictive, orders for the use of
restraint or seclusion used for the management of
violent or self-destructive behavior that jeopardizes the
immediate physical safety of the patient, staff, or others
may be renewed within the following limits:

-4 hours for adults 18 years of age or older

- 2 hours for children and adolescents 9 to 17 years of
age

PC.13.02.05,EP 4

Unless state law is more restrictive, orders for the use of restraint
or seclusion used for the management of violent or self-
destructive behavior that jeopardizes the immediate physical
safety of the patient, staff, or others may be renewed within the
following time limits:

-4 hours for adults 18 years of age or older

- 2 hours for children and adolescents 9 to 17 years of age

- 1 hour for children under 9 years of age
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- 1 hour for children under 9 years of age
Orders may be renewed according to the time limits for
a maximum of 24 consecutive hours.

Orders may be renewed according to the time limits for a
maximum of 24 consecutive hours.

§482.13(e)(8)(ii)

(ii) After 24 hours, before writing a new order
for the use of restraint or seclusion for the
management of violent or self-destructive
behavior, a physician or other licensed
practitioner who is responsible for the care
of the patient and authorized to order
restraint or seclusion by hospital policy in
accordance with State law must see and
assess the patient.

PC.03.05.05,EP 5

Unless state law is more restrictive, every 24 hours, a
physician or other authorized licensed practitioner
responsible for the patient’s care sees and evaluates the
patient before writing a new order for restraint or
seclusion used for the management of violent or self-
destructive behavior that jeopardizes the immediate
physical safety of the patient, staff, or others in
accordance with hospital policy and law and regulation.

PC.13.02.05,EP 5

Unless state law is more restrictive, every 24 hours, a physician or
other authorized licensed practitioner responsible for the patient’s
care sees and evaluates the patient before writing a new order for
restraint or seclusion used for the management of violent or self-
destructive behavior that jeopardizes the immediate physical
safety of the patient, staff, or others, in accordance with hospital
policy and law and regulation.

§482.13(e)(8)iii)

(iii) Each order for restraint used to ensure
the physical safety of the non-violent or non-
self-destructive patient may be renewed as
authorized by hospital policy.

PC.03.05.05,EP 6

Orders for restraint used to protect the physical safety of
the nonviolent or non-self-destructive patient are
renewed in accordance with hospital policy.

PC.13.02.05,EP 6

Orders for restraint used to protect the physical safety of a
nonviolent or non-self-destructive patient are renewed in
accordance with hospital policy.

§482.13(e)(9)

(9) Restraint or seclusion must be
discontinued at the earliest possible time,
regardless of the length of time identified in
the order.

PC.03.05.01,EP5

The hospital discontinues restraint or seclusion at the
earliest possible time, regardless of the scheduled
expiration of the order.

PC.13.02.01,EP1

The hospital does not use restraint or seclusion of any form as a
means of coercion, discipline, convenience, or staff retaliation.
Restraint or seclusion is only used to protect the immediate
physical safety of the patient, staff, or others when less restrictive
interventions have been ineffective and is discontinued at the
earliest possible time, regardless of the length of time specified in
the order.

§482.13(e)(10)

(10) The condition of the patient who is
restrained or secluded must be monitored by
a physician, other licensed practitioner or
trained staff that have completed the training
criteria specified in paragraph (f) of this
section at an interval determined by hospital
policy.

PC.03.05.07,EP 1

Physicians, other licensed practitioners, or staff who
have been trained in accordance with 42 CFR 482.13(f)
monitor the condition of patients in restraint or
seclusion.

PC.13.02.07,EP 1

Physicians, other licensed practitioners, or staff who have been
trained in accordance with 42 CFR 482.13(f) monitor the condition
of patients in restraint or seclusion.

§482.13(e)(11)

(11) Physician and other licensed
practitioner training requirements must be

PC.03.05.09,EP 1
The hospital’s policies and procedures regarding

PC.13.02.09,EP 1
The hospital's policies and procedures regarding the use of
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specified in hospital policy. At a minimum,
physicians and other licensed practitioners
authorized to order restraint or seclusion by
hospital policy in accordance with State law
must have a working knowledge of hospital
policy regarding the use of restraint or
seclusion.

restraint or seclusion include the following:

- Physician and other licensed practitioner training
requirements

- Staff training requirements

- The determination of who has authority to order
restraint and seclusion

- The determination of who has authority to discontinue
the use of restraint or seclusion

- The determination of who can initiate the use of
restraint or seclusion

- The circumstances under which restraint or seclusion
is discontinued

- The requirement that restraint or seclusion is
discontinued as soon as is safely possible

- A determination of who can assess and monitor
patients in restraint or seclusion

- Time frames for assessing and monitoring patients in
restraint or seclusion

- A definition of restraint

- A definition of seclusion

- A definition or description of what constitutes the use
of medications as a restraint

Note 1: For hospitals that use Joint Commission
accreditation for deemed status purposes: The
hospital’s definition of restraint or the use of
medications as a restraintis in accordance with 42 CFR
482.13(e)(1)(i)(A-C):

42 CFR 482.13(e)(1) Definitions. (i) A restraintis— (A)
Any manual method, physical or mechanical device,
material, or equipment that immobilizes or reduces the
ability of a patient to move his or her arms, legs, body, or
head freely; or 42 CFR 482.13(e)(1)(i)(B) (A restraint is—
) Adrug or medication when itis used as a restriction to

restraint or seclusion include the following:

- Definitions for restraint and seclusion that are consistent with
state and federal law and regulation

- Physician and other licensed practitioner training requirements
- Staff training requirements

- Who has authority to order restraint or seclusion

- Who has authority to discontinue the use of restraint or seclusion
- Who can initiate the use of restraint or seclusion

- Circumstances under which restraint or seclusion is
discontinued

- Requirement that restraint or seclusion is discontinued as soon
as is safely possible

- Who can assess and monitor patients in restraint or seclusion

- Time frames for assessing and monitoring patients in restraint or
seclusion

PC.13.02.09, EP 2

Physicians and other licensed practitioners authorized to order
restraint or seclusion (through hospital policy in accordance with
law and regulation) have a working knowledge of the hospital
policy regarding the use of restraint or seclusion.
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manage the patient's behavior or restrict the patient's
freedom of movement and is not a standard treatment
or dosage for the patient's condition.

42 CFR 482.13(e)(1)(i)(C) Arestraint does not include
devices, such as orthopedically prescribed devices,
surgical dressings or bandages, protective helmets, or
other methods that involve the physical holding of a
patient for the purpose of conducting routine physical
examinations or tests, or to protect the patient from
falling out of bed, or to permit the patient to participate
in activities without the risk of physical harm (this does
notinclude a physical escort).

Note 2: For hospitals that use Joint Commission
accreditation for deemed status purposes: The
hospital’s definition of seclusion is in accordance with
42 CFR 482.13(e)(1)(ii):

Seclusion is the involuntary confinement of a patient
alone in aroom or area from which the patientis
physically prevented from leaving. Seclusion may be
used only for the management of violent or self-
destructive behavior.

PC.03.05.09,EP 2

Physicians and other licensed practitioners authorized
to order restraint or seclusion (through hospital policy in
accordance with law and regulation) have a working
knowledge of the hospital policy regarding the use of
restraint and seclusion.

§482.13(e)(12)

(12) When restraint or seclusion is used for
the management of violent or self-
destructive behavior that jeopardizes the
immediate physical safety of the patient, a
staff member, or others, the patient must be
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seen face-to-face within 1 hour after the
initiation of the intervention --

§482.13(e)(12)(i)

(i)Bya--

§482.13(e)(12)(i)(A)

(A) Physician or other licensed practitioner;
or

PC.03.05.11,EP 1

A physician or other licensed practitioner responsible
for the care of the patient evaluates the patientin-
person within one hour of the initiation of restraint or
seclusion used for the management of violent or self-
destructive behavior that jeopardizes the physical safety
of the patient, staff, or others. A registered nurse may
conduct the in-person evaluation within one hour of the
initiation of restraint or seclusion; this individual is
trained in accordance with the requirements in
PC.03.05.17, EP 3.

Note: States may have statute or regulation
requirements that are more restrictive than the
requirements in this element of performance.

PC.13.02.11,EP1

A physician or other licensed practitioner responsible for the
patient's care evaluates the patient in person within one hour of
the initiation of restraint or seclusion used for the management of
violent or self-destructive behavior that jeopardizes the physical
safety of the patient, staff, or others. A registered nurse may
conduct the in-person evaluation within one hour of the initiation
of restraint or seclusion if they are trained in accordance with the
requirements in PC.13.02.17, EP 3.

Note: The hospital also follows any state statute or regulation that
may be more stringent than the requirements in this element of
performance.

§482.13(e)(12)(i)(B)

(B) Registered nurse who has been trained in
accordance with the requirements specified
in paragraph (f) of this section.

PC.03.05.11,EP 1

A physician or other licensed practitioner responsible
for the care of the patient evaluates the patientin-
person within one hour of the initiation of restraint or
seclusion used for the management of violent or self-
destructive behavior that jeopardizes the physical safety
of the patient, staff, or others. A registered nurse may
conduct the in-person evaluation within one hour of the
initiation of restraint or seclusion; this individual is
trained in accordance with the requirements in
PC.03.05.17, EP 3.

Note: States may have statute or regulation
requirements that are more restrictive than the
requirements in this element of performance.

PC.13.02.11,EP1

A physician or other licensed practitioner responsible for the
patient's care evaluates the patient in person within one hour of
the initiation of restraint or seclusion used for the management of
violent or self-destructive behavior that jeopardizes the physical
safety of the patient, staff, or others. A registered nurse may
conduct the in-person evaluation within one hour of the initiation
of restraint or seclusion if they are trained in accordance with the
requirements in PC.13.02.17, EP 3.

Note: The hospital also follows any state statute or regulation that
may be more stringent than the requirements in this element of
performance.

§482.13(e)(12)(ii)

(ii)To evaluate -
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§482.13(e)(12)(ii)(A
)

(A) the patient's immediate situation;

PC.03.05.11,EP 2

When the in-person evaluation (performed within one
hour of the initiation of restraint or seclusion) is done by
atrained registered nurse, they consult with the
attending physician or other licensed practitioner
responsible for the care of the patient as soon as
possible after the evaluation, as determined by hospital
policy.

PC.03.05.11,EP 3

The in-person evaluation, conducted within one hour of
the initiation of restraint or seclusion for the
management of violent or self-destructive behavior that
jeopardizes the physical safety of the patient, staff, or
others, includes the following:

- An evaluation of the patient's immediate situation

- The patient's reaction to the intervention

- The patient's medical and behavioral condition

- The need to continue or terminate the restraint or
seclusion

PC.13.02.11,EP 2

The in-person evaluation is conducted within one hour of the
initiation of restraint or seclusion for the management of violent or
self-destructive behavior that jeopardizes the physical safety of
the patient, staff, or others. The evaluation includes the following:
- An evaluation of the patient's immediate situation

- The patient's reaction to the intervention

- The patient's medical and behavioral condition

- The need to continue or terminate the restraint or seclusion

§482.13(e)(12)(ii)(B
)

(B) The patient's reaction to the intervention;

PC.03.05.11,EP 2

When the in-person evaluation (performed within one
hour of the initiation of restraint or seclusion) is done by
atrained registered nurse, they consult with the
attending physician or other licensed practitioner
responsible for the care of the patient as soon as
possible after the evaluation, as determined by hospital
policy.

PC.03.05.11,EP 3

The in-person evaluation, conducted within one hour of
the initiation of restraint or seclusion for the
management of violent or self-destructive behavior that

PC.13.02.11,EP 2

The in-person evaluation is conducted within one hour of the
initiation of restraint or seclusion for the management of violent or
self-destructive behavior that jeopardizes the physical safety of
the patient, staff, or others. The evaluation includes the following:
- An evaluation of the patient's immediate situation

- The patient's reaction to the intervention

- The patient's medical and behavioral condition

- The need to continue or terminate the restraint or seclusion
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jeopardizes the physical safety of the patient, staff, or
others, includes the following:

- An evaluation of the patient's immediate situation

- The patient's reaction to the intervention

- The patient's medical and behavioral condition

- The need to continue or terminate the restraint or
seclusion

§482.13(e)(12)(ii)(C
)

(C) The patient's medical and behavioral
condition; and

PC.03.05.11,EP 2

When the in-person evaluation (performed within one
hour of the initiation of restraint or seclusion) is done by
a trained registered nurse, they consult with the
attending physician or other licensed practitioner
responsible for the care of the patient as soon as
possible after the evaluation, as determined by hospital
policy.

PC.03.05.11,EP 3

The in-person evaluation, conducted within one hour of
the initiation of restraint or seclusion for the
management of violent or self-destructive behavior that
jeopardizes the physical safety of the patient, staff, or
others, includes the following:

- An evaluation of the patient's immediate situation

- The patient's reaction to the intervention

- The patient's medical and behavioral condition

- The need to continue or terminate the restraint or
seclusion

PC.13.02.11,EP 2

The in-person evaluation is conducted within one hour of the
initiation of restraint or seclusion for the management of violent or
self-destructive behavior that jeopardizes the physical safety of
the patient, staff, or others. The evaluation includes the following:
- An evaluation of the patient's immediate situation

- The patient's reaction to the intervention

- The patient's medical and behavioral condition

- The need to continue or terminate the restraint or seclusion

§482.13(e)(12)(ii)(D
)

(D)The need to continue or terminate the
restraint or seclusion.

PC.03.05.11,EP 2

When the in-person evaluation (performed within one
hour of the initiation of restraint or seclusion) is done by
a trained registered nurse, they consult with the
attending physician or other licensed practitioner
responsible for the care of the patient as soon as

PC.13.02.11,EP 2

The in-person evaluation is conducted within one hour of the
initiation of restraint or seclusion for the management of violent or
self-destructive behavior that jeopardizes the physical safety of
the patient, staff, or others. The evaluation includes the following:
- An evaluation of the patient's immediate situation
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possible after the evaluation, as determined by hospital
policy.

PC.03.05.11,EP 3

The in-person evaluation, conducted within one hour of
the initiation of restraint or seclusion for the
management of violent or self-destructive behavior that
jeopardizes the physical safety of the patient, staff, or
others, includes the following:

- An evaluation of the patient's immediate situation

- The patient's reaction to the intervention

- The patient's medical and behavioral condition

- The need to continue or terminate the restraint or
seclusion

- The patient's reaction to the intervention
- The patient's medical and behavioral condition
- The need to continue or terminate the restraint or seclusion

§482.13(e)(13)

(13) States are free to have requirements by
statute or regulation that are more restrictive
than those contained in paragraph (e)(12)(i)
of this section.

PC.03.05.11,EP 1

A physician or other licensed practitioner responsible
for the care of the patient evaluates the patientin-
person within one hour of the initiation of restraint or
seclusion used for the management of violent or self-
destructive behavior that jeopardizes the physical safety
of the patient, staff, or others. A registered nurse may
conduct the in-person evaluation within one hour of the
initiation of restraint or seclusion; this individual is
trained in accordance with the requirements in
PC.03.05.17, EP 3.

Note: States may have statute or regulation
requirements that are more restrictive than the
requirements in this element of performance.

PC.13.02.11,EP1

A physician or other licensed practitioner responsible for the
patient's care evaluates the patient in person within one hour of
the initiation of restraint or seclusion used for the management of
violent or self-destructive behavior that jeopardizes the physical
safety of the patient, staff, or others. A registered nurse may
conduct the in-person evaluation within one hour of the initiation
of restraint or seclusion if they are trained in accordance with the
requirements in PC.13.02.17, EP 3.

Note: The hospital also follows any state statute or regulation that
may be more stringent than the requirements in this element of
performance.

§482.13(e)(14)

(14) If the face-to-face evaluation specified
in paragraph (e)(12) of this section is
conducted by a trained registered nurse, the
trained registered nurse must consult the
attending physician or other licensed

PC.03.05.11,EP 1

A physician or other licensed practitioner responsible
for the care of the patient evaluates the patientin-
person within one hour of the initiation of restraint or
seclusion used for the management of violent or self-

PC.13.02.11,EP 3

When the in-person evaluation (performed within one hour of the
initiation of restraint or seclusion) is done by a trained registered

nurse, they consult with the attending physician or other licensed
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practitioner who is responsible for the care
of the patient as soon as possible after the
completion of the 1 hour face-to-face
evaluation.

destructive behavior that jeopardizes the physical safety
of the patient, staff, or others. A registered nurse may
conduct the in-person evaluation within one hour of the
initiation of restraint or seclusion; this individual is
trained in accordance with the requirements in
PC.03.05.17, EP 3.

Note: States may have statute or regulation
requirements that are more restrictive than the
requirements in this element of performance.

PC.03.05.11,EP 2

When the in-person evaluation (performed within one
hour of the initiation of restraint or seclusion) is done by
atrained registered nurse, they consult with the
attending physician or other licensed practitioner
responsible for the care of the patient as soon as
possible after the evaluation, as determined by hospital
policy.

practitioner responsible for the care of the patient as soon as
possible after the evaluation, as determined by hospital policy.

§482.13(e)(15)

(15) Allrequirements specified under this
paragraph are applicable to the
simultaneous use of restraint and seclusion.
Simultaneous restraint and seclusion use is
only permitted if the patientis continually
monitored -

§482.13(e)(15)(i)

(i) Face-to-face by an assigned, trained staff
member; or

PC.03.05.13,EP 1

The patient who is simultaneously restrained and
secluded is continually monitored by trained staff either
in-person or through the use of both video and audio
equipment thatis in close proximity to the patient.
Note: In this element of performance "continually"
means ongoing without interruption.

PC.13.02.13,EP 1

The patient who is simultaneously restrained and secluded is
continually monitored by trained staff, either in person or through
the use of both video and audio equipment that is in close
proximity to the patient.

Note: In this element of performance, continually means ongoing
without interruption.
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§482.13(e)(15)(ii)

(ii) By trained staff using both video and
audio equipment. This monitoring must be in
close proximity to the patient.

PC.03.05.13,EP 1

The patient who is simultaneously restrained and
secluded is continually monitored by trained staff either
in-person or through the use of both video and audio
equipment thatis in close proximity to the patient.
Note: In this element of performance "continually"
means ongoing without interruption.

PC.13.02.13,EP 1

The patient who is simultaneously restrained and secluded is
continually monitored by trained staff, either in person or through
the use of both video and audio equipment thatis in close
proximity to the patient.

Note: In this element of performance, continually means ongoing
without interruption.

§482.13(e)(16)

(16) When restraint or seclusion is used,
there must be documentation in the patient's
medical record of the following:

§482.13(e)(16)(i)

(i) The 1-hour face-to-face medical and
behavioral evaluation if restraint or seclusion
is used to manage violent or self-destructive
behavior;

PC.03.05.15,EP 1

Documentation of restraint and seclusion in the medical
record includes the following:

- Any in-person medical and behavioral evaluation for
restraint or seclusion used to manage violent or self-
destructive behavior

- A description of the patient’s behavior and the
intervention used

- Any alternatives or other less restrictive interventions
attempted

- The patient’s condition or symptom(s) that warranted
the use of the restraint or seclusion

- The patient’s response to the intervention(s) used,
including the rationale for continued use of the
intervention

- Individual patient assessments and reassessments

- The intervals for monitoring

- Revisions to the plan of care

- The patient’s behavior and staff concerns regarding
safety risks to the patient, staff, and others that
necessitated the use of restraint or seclusion

- Injuries to the patient

- Death associated with the use of restraint or seclusion

PC.13.02.15,EP 1

Documentation of restraint or seclusion in the medical record
includes the following:

- The 1-hour face-to-face medical and behavioral evaluation if
restraint or seclusion is used to manage violent or self-destructive
behavior

- Description of the patient's behavior and the intervention used

- Alternatives or other less restrictive interventions attempted (as
applicable)

- Patient's condition or symptom(s) that warranted the use of the
restraint or seclusion

- Patient's response to the intervention(s) used, including the
rationale for continued use of the intervention
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- The identity of the physician, clinical psychologist, or
other licensed practitioner who ordered the restraint or
seclusion

- Orders for restraint or seclusion

- Notification of the use of restraint or seclusion to the
attending physician

- Consultations

Note: The definition of “physician” is the same as that
used by the Centers for Medicare &amp; Medicaid
Services (CMS) (refer to the Glossary).

§482.13(e)(16)(ii)

(ii) A description of the patient's behavior
and the intervention used.

PC.03.05.15,EP 1

Documentation of restraint and seclusion in the medical
record includes the following:

- Any in-person medical and behavioral evaluation for
restraint or seclusion used to manage violent or self-
destructive behavior

- A description of the patient’s behavior and the
intervention used

- Any alternatives or other less restrictive interventions
attempted

- The patient’s condition or symptom(s) that warranted
the use of the restraint or seclusion

- The patient’s response to the intervention(s) used,
including the rationale for continued use of the
intervention

- Individual patient assessments and reassessments

- The intervals for monitoring

- Revisions to the plan of care

- The patient’s behavior and staff concerns regarding
safety risks to the patient, staff, and others that
necessitated the use of restraint or seclusion

- Injuries to the patient

- Death associated with the use of restraint or seclusion

PC.13.02.15,EP 1

Documentation of restraint or seclusion in the medical record
includes the following:

- The 1-hour face-to-face medical and behavioral evaluation if
restraint or seclusion is used to manage violent or self-destructive
behavior

- Description of the patient's behavior and the intervention used

- Alternatives or other less restrictive interventions attempted (as
applicable)

- Patient's condition or symptom(s) that warranted the use of the
restraint or seclusion

- Patient's response to the intervention(s) used, including the
rationale for continued use of the intervention
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- The identity of the physician, clinical psychologist, or
other licensed practitioner who ordered the restraint or
seclusion

- Orders for restraint or seclusion

- Notification of the use of restraint or seclusion to the
attending physician

- Consultations

Note: The definition of “physician” is the same as that
used by the Centers for Medicare &amp; Medicaid
Services (CMS) (refer to the Glossary).

§482.13(e)(16)(iii)

(iii) Alternatives or other less restrictive
interventions attempted (as applicable).

PC.03.05.15,EP 1

Documentation of restraint and seclusion in the medical
record includes the following:

- Any in-person medical and behavioral evaluation for
restraint or seclusion used to manage violent or self-
destructive behavior

- A description of the patient’s behavior and the
intervention used

- Any alternatives or other less restrictive interventions
attempted

- The patient’s condition or symptom(s) that warranted
the use of the restraint or seclusion

- The patient’s response to the intervention(s) used,
including the rationale for continued use of the
intervention

- Individual patient assessments and reassessments

- The intervals for monitoring

- Revisions to the plan of care

- The patient’s behavior and staff concerns regarding
safety risks to the patient, staff, and others that
necessitated the use of restraint or seclusion

- Injuries to the patient

- Death associated with the use of restraint or seclusion

PC.13.02.15,EP 1

Documentation of restraint or seclusion in the medical record
includes the following:

- The 1-hour face-to-face medical and behavioral evaluation if
restraint or seclusion is used to manage violent or self-destructive
behavior

- Description of the patient's behavior and the intervention used

- Alternatives or other less restrictive interventions attempted (as
applicable)

- Patient's condition or symptom(s) that warranted the use of the
restraint or seclusion

- Patient's response to the intervention(s) used, including the
rationale for continued use of the intervention
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- The identity of the physician, clinical psychologist, or
other licensed practitioner who ordered the restraint or
seclusion

- Orders for restraint or seclusion

- Notification of the use of restraint or seclusion to the
attending physician

- Consultations

Note: The definition of “physician” is the same as that
used by the Centers for Medicare &amp; Medicaid
Services (CMS) (refer to the Glossary).

§482.13(e)(16)(iv)

(iv) The patient's condition or symptom(s)
that warranted the use of the restraint or
seclusion.

PC.03.05.15,EP 1

Documentation of restraint and seclusion in the medical
record includes the following:

- Any in-person medical and behavioral evaluation for
restraint or seclusion used to manage violent or self-
destructive behavior

- A description of the patient’s behavior and the
intervention used

- Any alternatives or other less restrictive interventions
attempted

- The patient’s condition or symptom(s) that warranted
the use of the restraint or seclusion

- The patient’s response to the intervention(s) used,
including the rationale for continued use of the
intervention

- Individual patient assessments and reassessments

- The intervals for monitoring

- Revisions to the plan of care

- The patient’s behavior and staff concerns regarding
safety risks to the patient, staff, and others that
necessitated the use of restraint or seclusion

- Injuries to the patient

- Death associated with the use of restraint or seclusion

PC.13.02.15,EP 1

Documentation of restraint or seclusion in the medical record
includes the following:

- The 1-hour face-to-face medical and behavioral evaluation if
restraint or seclusion is used to manage violent or self-destructive
behavior

- Description of the patient's behavior and the intervention used

- Alternatives or other less restrictive interventions attempted (as
applicable)

- Patient's condition or symptom(s) that warranted the use of the
restraint or seclusion

- Patient's response to the intervention(s) used, including the
rationale for continued use of the intervention
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- The identity of the physician, clinical psychologist, or
other licensed practitioner who ordered the restraint or
seclusion

- Orders for restraint or seclusion

- Notification of the use of restraint or seclusion to the
attending physician

- Consultations

Note: The definition of “physician” is the same as that
used by the Centers for Medicare &amp; Medicaid
Services (CMS) (refer to the Glossary).

§482.13(e)(16)(v)

(v) The patient's response to the
intervention(s) used, including the rationale
for continued use of the intervention.

PC.03.05.15,EP 1

Documentation of restraint and seclusion in the medical
record includes the following:

- Any in-person medical and behavioral evaluation for
restraint or seclusion used to manage violent or self-
destructive behavior

- A description of the patient’s behavior and the
intervention used

- Any alternatives or other less restrictive interventions
attempted

- The patient’s condition or symptom(s) that warranted
the use of the restraint or seclusion

- The patient’s response to the intervention(s) used,
including the rationale for continued use of the
intervention

- Individual patient assessments and reassessments

- The intervals for monitoring

- Revisions to the plan of care

- The patient’s behavior and staff concerns regarding
safety risks to the patient, staff, and others that
necessitated the use of restraint or seclusion

- Injuries to the patient

- Death associated with the use of restraint or seclusion

PC.13.02.15,EP 1

Documentation of restraint or seclusion in the medical record
includes the following:

- The 1-hour face-to-face medical and behavioral evaluation if
restraint or seclusion is used to manage violent or self-destructive
behavior

- Description of the patient's behavior and the intervention used

- Alternatives or other less restrictive interventions attempted (as
applicable)

- Patient's condition or symptom(s) that warranted the use of the
restraint or seclusion

- Patient's response to the intervention(s) used, including the
rationale for continued use of the intervention
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- The identity of the physician, clinical psychologist, or
other licensed practitioner who ordered the restraint or
seclusion

- Orders for restraint or seclusion

- Notification of the use of restraint or seclusion to the
attending physician

- Consultations

Note: The definition of “physician” is the same as that
used by the Centers for Medicare &amp; Medicaid
Services (CMS) (refer to the Glossary).

§482.13(f)

§482.13(f) Standard: Restraint or seclusion:

Staff training requirements. The patient has
the right to safe implementation of restraint
or seclusion by trained staff.

PC.03.05.03,EP 1

The hospital implements restraint or seclusion using
safe techniques identified by the hospital’s policies and
procedures in accordance with law and regulation.

PC.03.05.17,EP 3

Based on the population served, staff education,
training, and demonstrated knowledge focus on the
following:

- Strategies to identify staff and patient behaviors,
events, and environmental factors that may trigger
circumstances that require the use of restraint or
seclusion

- Use of nonphysical intervention skills

- Methods for choosing the least restrictive intervention
based on an assessment of the patient’s medical or
behavioral status or condition

- Safe application and use of all types of restraint or
seclusion used in the hospital, including training in how
to recognize and respond to signs of physical and
psychological distress (for example, positional
asphyxia)

- Clinical identification of specific behavioral changes

PC.13.02.03,EP 1

The hospital’s use of restraint or seclusion meets the following
requirements:

- In accordance with a written modification to the patient's plan of
care.

- Implemented by trained staff using safe techniques identified by
the hospital’s policies and procedures in accordance with law and
regulation
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thatindicate that restraint or seclusion is no longer
necessary

- Monitoring the physical and psychological well-being
of the patient who is restrained or secluded, including,
but not limited to, respiratory and circulatory status,
skin integrity, vital signs, and any special requirements
specified by hospital policy associated with the in-
person evaluation conducted within one hour of
initiation of restraint or seclusion

- Use of first aid techniques and certification in the use
of cardiopulmonary resuscitation, including required
periodic recertification

§482.13(f)(1)

(1) Training Intervals. Staff must be trained
and able to demonstrate competency in the
application of restraints, implementation of
seclusion, monitoring, assessment, and
providing care for a patient in restraint or
seclusion -

PC.03.05.17,EP 3

Based on the population served, staff education,
training, and demonstrated knowledge focus on the
following:

- Strategies to identify staff and patient behaviors,
events, and environmental factors that may trigger
circumstances that require the use of restraint or
seclusion

- Use of nonphysical intervention skills

- Methods for choosing the least restrictive intervention
based on an assessment of the patient’s medical or
behavioral status or condition

- Safe application and use of all types of restraint or
seclusion used in the hospital, including training in how
to recognize and respond to signs of physical and
psychological distress (for example, positional
asphyxia)

- Clinical identification of specific behavioral changes
that indicate that restraint or seclusion is no longer
necessary

- Monitoring the physical and psychological well-being
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of the patient who is restrained or secluded, including,
but not limited to, respiratory and circulatory status,
skin integrity, vital signs, and any special requirements
specified by hospital policy associated with the in-
person evaluation conducted within one hour of
initiation of restraint or seclusion

- Use of first aid techniques and certification in the use
of cardiopulmonary resuscitation, including required
periodic recertification

§482.13()(1)(i)

(i) Before performing any of the actions
specified in this paragraph;

PC.03.05.17,EP 2

The hospital trains staff on the use of restraint and
seclusion, and assesses their competence, at the
following intervals:

- At orientation

- Before participating in the use of restraint and
seclusion

- On a periodic basis thereafter

PC.13.02.17,EP 1

The hospital trains staff on the use of restraint and seclusion and
assesses their competence at the following intervals:

- At orientation

- Before participating in the use of restraint or seclusion

- On a periodic basis thereafter, as determined by hospital policy

8482.13(f)(1)(ii)

(ii) As part of orientation; and

PC.03.05.17,EP 2

The hospital trains staff on the use of restraint and
seclusion, and assesses their competence, at the
following intervals:

- At orientation

- Before participating in the use of restraint and
seclusion

- On a periodic basis thereafter

PC.13.02.17,EP 1

The hospital trains staff on the use of restraint and seclusion and
assesses their competence at the following intervals:

- At orientation

- Before participating in the use of restraint or seclusion

- On a periodic basis thereafter, as determined by hospital policy

§482.13(f)(1)(iii)

(iii) Subsequently on a periodic basis
consistent with hospital policy.

PC.03.05.17,EP 2

The hospital trains staff on the use of restraint and
seclusion, and assesses their competence, at the
following intervals:

- At orientation

- Before participating in the use of restraint and
seclusion

- On a periodic basis thereafter

PC.13.02.17,EP 1

The hospital trains staff on the use of restraint and seclusion and
assesses their competence at the following intervals:

- At orientation

- Before participating in the use of restraint or seclusion

- On a periodic basis thereafter, as determined by hospital policy
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§482.13()(2)

(2) Training Content. The hospital must
require appropriate staff to have education,
training, and demonstrated knowledge
based on the specific needs of the patient
population in at least the following:

§482.13(f)(2)(i)

(i) Techniques to identify staff and patient
behaviors, events, and environmental
factors that may trigger circumstances that
require the use of a restraint or seclusion.

PC.03.05.17,EP 3

Based on the population served, staff education,
training, and demonstrated knowledge focus on the
following:

- Strategies to identify staff and patient behaviors,
events, and environmental factors that may trigger
circumstances that require the use of restraint or
seclusion

- Use of nonphysical intervention skills

- Methods for choosing the least restrictive intervention
based on an assessment of the patient’s medical or
behavioral status or condition

- Safe application and use of all types of restraint or
seclusion used in the hospital, including training in how
to recognize and respond to signs of physical and
psychological distress (for example, positional
asphyxia)

- Clinical identification of specific behavioral changes
thatindicate that restraint or seclusion is no longer
necessary

- Monitoring the physical and psychological well-being
of the patient who is restrained or secluded, including,
but not limited to, respiratory and circulatory status,
skin integrity, vital signs, and any special requirements
specified by hospital policy associated with the in-
person evaluation conducted within one hour of
initiation of restraint or seclusion

- Use of first aid techniques and certification in the use

PC.13.02.17,EP 3

Based on the population served, staff education, training, and
demonstrated knowledge focus on the following:

- Techniques to identify staff and patient behaviors, events, and
environmental factors that may trigger circumstances that require
the use of restraint or seclusion

- Use of nonphysical intervention skills

- Methods for choosing the least restrictive intervention based on
an assessment of the patient’s medical or behavioral status or
condition

- Safe application and use of all types of restraint or seclusion used
in the hospital, including training in how to recognize and respond
to signs of physical and psychological distress (for example,
positional asphyxia)

- Clinical identification of specific behavioral changes that indicate
that restraint or seclusion is no longer necessary

- Monitoring the physical and psychological well-being of the
patient who is restrained or secluded, including but not limited to
respiratory and circulatory status, skin integrity, vital signs, and
any special requirements specified by hospital policy associated
with the in-person evaluation conducted within one hour of
initiation of restraint or seclusion

- Use of first aid techniques and certification in the use of
cardiopulmonary resuscitation (CPR), including required periodic
recertification
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of cardiopulmonary resuscitation, including required
periodic recertification

§482.13(f)(2) (i)

(ii) The use of nonphysical intervention skills.

PC.03.05.17,EP 3

Based on the population served, staff education,
training, and demonstrated knowledge focus on the
following:

- Strategies to identify staff and patient behaviors,
events, and environmental factors that may trigger
circumstances that require the use of restraint or
seclusion

- Use of nonphysical intervention skills

- Methods for choosing the least restrictive intervention
based on an assessment of the patient’s medical or
behavioral status or condition

- Safe application and use of all types of restraint or
seclusion used in the hospital, including training in how
to recognize and respond to signs of physical and
psychological distress (for example, positional
asphyxia)

- Clinical identification of specific behavioral changes
that indicate that restraint or seclusion is no longer
necessary

- Monitoring the physical and psychological well-being
of the patient who is restrained or secluded, including,
but not limited to, respiratory and circulatory status,
skin integrity, vital signs, and any special requirements
specified by hospital policy associated with the in-
person evaluation conducted within one hour of
initiation of restraint or seclusion

- Use of first aid techniques and certification in the use
of cardiopulmonary resuscitation, including required
periodic recertification

PC.13.02.17,EP 3

Based on the population served, staff education, training, and
demonstrated knowledge focus on the following:

- Techniques to identify staff and patient behaviors, events, and
environmental factors that may trigger circumstances that require
the use of restraint or seclusion

- Use of nonphysical intervention skills

- Methods for choosing the least restrictive intervention based on
an assessment of the patient’s medical or behavioral status or
condition

- Safe application and use of all types of restraint or seclusion used
in the hospital, including training in how to recognize and respond
to signs of physical and psychological distress (for example,
positional asphyxia)

- Clinical identification of specific behavioral changes that indicate
that restraint or seclusion is no longer necessary

- Monitoring the physical and psychological well-being of the
patient who is restrained or secluded, including but not limited to
respiratory and circulatory status, skin integrity, vital signs, and
any special requirements specified by hospital policy associated
with the in-person evaluation conducted within one hour of
initiation of restraint or seclusion

- Use of first aid techniques and certification in the use of
cardiopulmonary resuscitation (CPR), including required periodic
recertification
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§482.13(f)(2) (i)

(iii) Choosing the least restrictive
intervention based on an individualized
assessment of the patient's medical, or
behavioral status or condition.

PC.03.05.17,EP 3

Based on the population served, staff education,
training, and demonstrated knowledge focus on the
following:

- Strategies to identify staff and patient behaviors,
events, and environmental factors that may trigger
circumstances that require the use of restraint or
seclusion

- Use of nonphysical intervention skills

- Methods for choosing the least restrictive intervention
based on an assessment of the patient’s medical or
behavioral status or condition

- Safe application and use of all types of restraint or
seclusion used in the hospital, including training in how
to recognize and respond to signs of physical and
psychological distress (for example, positional
asphyxia)

- Clinical identification of specific behavioral changes
that indicate that restraint or seclusion is no longer
necessary

- Monitoring the physical and psychological well-being
of the patient who is restrained or secluded, including,
but not limited to, respiratory and circulatory status,
skin integrity, vital signs, and any special requirements
specified by hospital policy associated with the in-
person evaluation conducted within one hour of
initiation of restraint or seclusion

- Use of first aid techniques and certification in the use
of cardiopulmonary resuscitation, including required
periodic recertification

PC.13.02.17,EP 3

Based on the population served, staff education, training, and
demonstrated knowledge focus on the following:

- Techniques to identify staff and patient behaviors, events, and
environmental factors that may trigger circumstances that require
the use of restraint or seclusion

- Use of nonphysical intervention skills

- Methods for choosing the least restrictive intervention based on
an assessment of the patient’s medical or behavioral status or
condition

- Safe application and use of all types of restraint or seclusion used
in the hospital, including training in how to recognize and respond
to signs of physical and psychological distress (for example,
positional asphyxia)

- Clinical identification of specific behavioral changes that indicate
that restraint or seclusion is no longer necessary

- Monitoring the physical and psychological well-being of the
patient who is restrained or secluded, including but not limited to
respiratory and circulatory status, skin integrity, vital signs, and
any special requirements specified by hospital policy associated
with the in-person evaluation conducted within one hour of
initiation of restraint or seclusion

- Use of first aid techniques and certification in the use of
cardiopulmonary resuscitation (CPR), including required periodic
recertification

§482.13(f)(2)(iv)

(iv) The safe application and use of all types
of restraint or seclusion used in the hospital,
including training in how to recognize and

PC.03.05.17,EP 3
Based on the population served, staff education,
training, and demonstrated knowledge focus on the

PC.13.02.17,EP 3
Based on the population served, staff education, training, and
demonstrated knowledge focus on the following:
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respond to signs of physical and
psychological distress (for example,
positional asphyxia).

following:

- Strategies to identify staff and patient behaviors,
events, and environmental factors that may trigger
circumstances that require the use of restraint or
seclusion

- Use of nonphysical intervention skills

- Methods for choosing the least restrictive intervention
based on an assessment of the patient’s medical or
behavioral status or condition

- Safe application and use of all types of restraint or
seclusion used in the hospital, including training in how
to recognize and respond to signs of physical and
psychological distress (for example, positional
asphyxia)

- Clinical identification of specific behavioral changes
that indicate that restraint or seclusion is no longer
necessary

- Monitoring the physical and psychological well-being
of the patient who is restrained or secluded, including,
but not limited to, respiratory and circulatory status,
skin integrity, vital signs, and any special requirements
specified by hospital policy associated with the in-
person evaluation conducted within one hour of
initiation of restraint or seclusion

- Use of first aid techniques and certification in the use
of cardiopulmonary resuscitation, including required
periodic recertification

- Techniques to identify staff and patient behaviors, events, and
environmental factors that may trigger circumstances that require
the use of restraint or seclusion

- Use of nonphysical intervention skills

- Methods for choosing the least restrictive intervention based on
an assessment of the patient’s medical or behavioral status or
condition

- Safe application and use of all types of restraint or seclusion used
in the hospital, including training in how to recognize and respond
to signs of physical and psychological distress (for example,
positional asphyxia)

- Clinical identification of specific behavioral changes that indicate
that restraint or seclusion is no longer necessary

- Monitoring the physical and psychological well-being of the
patient who is restrained or secluded, including but not limited to
respiratory and circulatory status, skin integrity, vital signs, and
any special requirements specified by hospital policy associated
with the in-person evaluation conducted within one hour of
initiation of restraint or seclusion

- Use of first aid techniques and certification in the use of
cardiopulmonary resuscitation (CPR), including required periodic
recertification

§482.13()(2)(v)

(v) Clinical identification of specific
behavioral changes that indicate that
restraint or seclusion is no longer necessary.

PC.03.05.17,EP 3

Based on the population served, staff education,
training, and demonstrated knowledge focus on the
following:

- Strategies to identify staff and patient behaviors,
events, and environmental factors that may trigger

PC.13.02.17,EP 3

Based on the population served, staff education, training, and
demonstrated knowledge focus on the following:

- Techniques to identify staff and patient behaviors, events, and
environmental factors that may trigger circumstances that require
the use of restraint or seclusion
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circumstances that require the use of restraint or
seclusion

- Use of nonphysical intervention skills

- Methods for choosing the least restrictive intervention
based on an assessment of the patient’s medical or
behavioral status or condition

- Safe application and use of all types of restraint or
seclusion used in the hospital, including training in how
to recognize and respond to signs of physical and
psychological distress (for example, positional
asphyxia)

- Clinical identification of specific behavioral changes
that indicate that restraint or seclusion is no longer
necessary

- Monitoring the physical and psychological well-being
of the patient who is restrained or secluded, including,
but not limited to, respiratory and circulatory status,
skin integrity, vital signs, and any special requirements
specified by hospital policy associated with the in-
person evaluation conducted within one hour of
initiation of restraint or seclusion

- Use of first aid techniques and certification in the use
of cardiopulmonary resuscitation, including required
periodic recertification

- Use of nonphysical intervention skills

- Methods for choosing the least restrictive intervention based on
an assessment of the patient’s medical or behavioral status or
condition

- Safe application and use of all types of restraint or seclusion used
in the hospital, including training in how to recognize and respond
to signs of physical and psychological distress (for example,
positional asphyxia)

- Clinical identification of specific behavioral changes that indicate
that restraint or seclusion is no longer necessary

- Monitoring the physical and psychological well-being of the
patient who is restrained or secluded, including but not limited to
respiratory and circulatory status, skin integrity, vital signs, and
any special requirements specified by hospital policy associated
with the in-person evaluation conducted within one hour of
initiation of restraint or seclusion

- Use of first aid techniques and certification in the use of
cardiopulmonary resuscitation (CPR), including required periodic
recertification

§482.13(f)(2)(vi)

(vi) Monitoring the physical and
psychological well-being of the patient who
is restrained or secluded, including but not
limited to, respiratory and circulatory status,
skin integrity, vital signs, and any special
requirements specified by hospital policy
associated with the 1-hour face-to-face
evaluation.

PC.03.05.17,EP 3

Based on the population served, staff education,
training, and demonstrated knowledge focus on the
following:

- Strategies to identify staff and patient behaviors,
events, and environmental factors that may trigger
circumstances that require the use of restraint or
seclusion

- Use of nonphysical intervention skills

PC.13.02.17,EP 3

Based on the population served, staff education, training, and
demonstrated knowledge focus on the following:

- Techniques to identify staff and patient behaviors, events, and
environmental factors that may trigger circumstances that require
the use of restraint or seclusion

- Use of nonphysical intervention skills

- Methods for choosing the least restrictive intervention based on
an assessment of the patient’s medical or behavioral status or
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- Methods for choosing the least restrictive intervention
based on an assessment of the patient’s medical or
behavioral status or condition

- Safe application and use of all types of restraint or
seclusion used in the hospital, including training in how
to recognize and respond to signs of physical and
psychological distress (for example, positional
asphyxia)

- Clinical identification of specific behavioral changes
that indicate that restraint or seclusion is no longer
necessary

- Monitoring the physical and psychological well-being
of the patient who is restrained or secluded, including,
but not limited to, respiratory and circulatory status,
skin integrity, vital signs, and any special requirements
specified by hospital policy associated with the in-
person evaluation conducted within one hour of
initiation of restraint or seclusion

- Use of first aid techniques and certification in the use
of cardiopulmonary resuscitation, including required
periodic recertification

condition

- Safe application and use of all types of restraint or seclusion used
in the hospital, including training in how to recognize and respond
to signs of physical and psychological distress (for example,
positional asphyxia)

- Clinical identification of specific behavioral changes that indicate
that restraint or seclusion is no longer necessary

- Monitoring the physical and psychological well-being of the
patient who is restrained or secluded, including but not limited to
respiratory and circulatory status, skin integrity, vital signs, and
any special requirements specified by hospital policy associated
with the in-person evaluation conducted within one hour of
initiation of restraint or seclusion

- Use of first aid techniques and certification in the use of
cardiopulmonary resuscitation (CPR), including required periodic
recertification

§482.13(f)(2)(vii)

(vii) The use of first aid techniques and
certification in the use of cardiopulmonary
resuscitation, including required periodic
recertification.

PC.03.05.17,EP 3

Based on the population served, staff education,
training, and demonstrated knowledge focus on the
following:

- Strategies to identify staff and patient behaviors,
events, and environmental factors that may trigger
circumstances that require the use of restraint or
seclusion

- Use of nonphysical intervention skills

- Methods for choosing the least restrictive intervention
based on an assessment of the patient’s medical or
behavioral status or condition

PC.13.02.17,EP 3

Based on the population served, staff education, training, and
demonstrated knowledge focus on the following:

- Techniques to identify staff and patient behaviors, events, and
environmental factors that may trigger circumstances that require
the use of restraint or seclusion

- Use of nonphysical intervention skills

- Methods for choosing the least restrictive intervention based on
an assessment of the patient’s medical or behavioral status or
condition

- Safe application and use of all types of restraint or seclusion used
in the hospital, including training in how to recognize and respond
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- Safe application and use of all types of restraint or
seclusion used in the hospital, including training in how
to recognize and respond to signs of physical and
psychological distress (for example, positional
asphyxia)

- Clinical identification of specific behavioral changes
that indicate that restraint or seclusion is no longer
necessary

- Monitoring the physical and psychological well-being
of the patient who is restrained or secluded, including,
but not limited to, respiratory and circulatory status,
skin integrity, vital signs, and any special requirements
specified by hospital policy associated with the in-
person evaluation conducted within one hour of
initiation of restraint or seclusion

- Use of first aid techniques and certification in the use
of cardiopulmonary resuscitation, including required
periodic recertification

to signs of physical and psychological distress (for example,
positional asphyxia)

- Clinical identification of specific behavioral changes that indicate
that restraint or seclusion is no longer necessary

- Monitoring the physical and psychological well-being of the
patient who is restrained or secluded, including but not limited to
respiratory and circulatory status, skin integrity, vital signs, and
any special requirements specified by hospital policy associated
with the in-person evaluation conducted within one hour of
initiation of restraint or seclusion

- Use of first aid techniques and certification in the use of
cardiopulmonary resuscitation (CPR), including required periodic
recertification

§482.13()(3)

(8) Trainer Requirements. Individuals
providing staff training must be qualified as
evidenced by education, training, and
experience in techniques used to address
patients' behaviors.

PC.03.05.17,EP 4

Individuals providing staff training in restraint or
seclusion have education, training, and experience in
the techniques used to address patient behaviors that
necessitate the use of restraint or seclusion.

PC.13.02.17,EP 4

Individuals providing staff training in restraint or seclusion are
qualified as evidenced by education, training, and experience in
the techniques used to address patient behaviors that necessitate
the use of restraint or seclusion.

§482.13()(4)

(4) Training Documentation. The hospital
must document in the staff personnel
records that the training and demonstration
of competency were successfully
completed.

PC.03.05.17,EP5

The hospital documents in staff records that restraint
and seclusion training and demonstration of
competence were completed.

PC.13.02.17,EP5
The hospital documents in staff records that they have completed
restraint and seclusion training and demonstrated competence.

§482.13(g)

§482.13(g) Standard: Death Reporting
Requirements: Hospitals must report deaths
associated with the use of seclusion or
restraint.

PC.03.05.19,EP 1

For hospitals that use Joint Commission accreditation
for deemed status purposes: The hospital reports the
following information to the Centers for Medicare &amp;
Medicaid Services (CMS) regarding deaths related to

PC.13.02.19,EP 1

For hospitals that use Joint Commission accreditation for deemed
status purposes: The hospital reports the following information to
the Centers for Medicare &amp; Medicaid Services regarding
deaths related to restraint or seclusion:
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restraint or seclusion (this requirement does not apply
to deaths related to the use of soft wrist restraints; for
more information, refer to EP 3 in this standard):

- Each death that occurs while a patient is in restraint or
seclusion

- Each death that occurs within 24 hours after the
patient has been removed from restraint or seclusion

- Each death known to the hospital that occurs within
one week after restraint or seclusion was used when itis
reasonable to assume that the use of the restraint or
seclusion contributed directly or indirectly to the
patient’s death. The types of restraints included in this
reporting requirement are all restraints except soft wrist
restraints.

Note: In this element of performance "reasonable to
assume" includes, but is not limited to, deaths related to
restrictions of movement for prolonged periods of time
or deaths related to chest compression, restriction of
breathing, or asphyxiation.

- Each death that occurs while a patient is in restraint or seclusion
- Each death that occurs within 24 hours after the patient has been
removed from restraint or seclusion

- Each death known to the hospital that occurs within one week
after restraint or seclusion was used when it is reasonable to
assume that the use of the restraint or seclusion contributed
directly or indirectly to the patient’s death

Note 1: This reporting requirement includes all restraints except
soft wrist restraints. For more information on deaths related to the
use of soft wrist restraints, refer to EP 3 in this standard.

Note 2: In this element of performance "reasonable to assume"
includes but is not limited to deaths related to restrictions of
movement for prolonged periods of time or deaths related to chest
compression, restriction of breathing, or asphyxiation.

§482.13(g)(1)

(1) With the exception of deaths described
under paragraph (g)(2) of this section, the
hospital must report the following
information to CMS by telephone, facsimile,
or electronically, as determined by CMS, no
later than the close of business on the next
business day following knowledge of the
patient’s death:

PC.03.05.19, EP 2

For hospitals that use Joint Commission accreditation
for deemed status purposes: The deaths addressed in
PC.03.05.19, EP 1, are reported to the Centers for
Medicare &amp; Medicaid Services (CMS) by telephone,
by facsimile, or electronically no later than the close of
the next business day following knowledge of the
patient’s death. The date and time that the patient's
death was reported is documented in the patient's
medical record.

PC.13.02.19,EP 2

For hospitals that use Joint Commission accreditation for deemed
status purposes: The deaths addressed in PC.13.02.19, EP 1, are
reported to the Centers for Medicare &amp; Medicaid Services by
telephone, by facsimile, or electronically no later than the close of
the next business day following knowledge of the patient’s death.
The date and time that the patient's death was reported is
documented in the patient's medical record.

§482.13(g)(1)(i)

(i) Each death that occurs while a patient is
in restraint or seclusion.

PC.03.05.19,EP 1

For hospitals that use Joint Commission accreditation
for deemed status purposes: The hospital reports the
following information to the Centers for Medicare &amp;

PC.13.02.19,EP 1

For hospitals that use Joint Commission accreditation for deemed
status purposes: The hospital reports the following information to
the Centers for Medicare &amp; Medicaid Services regarding
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Medicaid Services (CMS) regarding deaths related to
restraint or seclusion (this requirement does not apply
to deaths related to the use of soft wrist restraints; for
more information, refer to EP 3 in this standard):

- Each death that occurs while a patient is in restraint or
seclusion

- Each death that occurs within 24 hours after the
patient has been removed from restraint or seclusion

- Each death known to the hospital that occurs within
one week after restraint or seclusion was used when itis
reasonable to assume that the use of the restraint or
seclusion contributed directly or indirectly to the
patient’s death. The types of restraints included in this
reporting requirement are all restraints except soft wrist
restraints.

Note: In this element of performance "reasonable to
assume" includes, but is not limited to, deaths related to
restrictions of movement for prolonged periods of time
or deaths related to chest compression, restriction of
breathing, or asphyxiation.

deaths related to restraint or seclusion:

- Each death that occurs while a patient is in restraint or seclusion
- Each death that occurs within 24 hours after the patient has been
removed from restraint or seclusion

- Each death known to the hospital that occurs within one week
after restraint or seclusion was used when it is reasonable to
assume that the use of the restraint or seclusion contributed
directly or indirectly to the patient’s death

Note 1: This reporting requirement includes all restraints except
soft wrist restraints. For more information on deaths related to the
use of soft wrist restraints, refer to EP 3 in this standard.

Note 2: In this element of performance "reasonable to assume"
includes but is not limited to deaths related to restrictions of
movement for prolonged periods of time or deaths related to chest
compression, restriction of breathing, or asphyxiation.

8482.13(g)(1)(ii)

(ii) Each death that occurs within 24 hours
after the patient has been removed from
restraint or seclusion.

PC.03.05.19,EP 1

For hospitals that use Joint Commission accreditation
for deemed status purposes: The hospital reports the
following information to the Centers for Medicare &amp;
Medicaid Services (CMS) regarding deaths related to
restraint or seclusion (this requirement does not apply
to deaths related to the use of soft wrist restraints; for
more information, refer to EP 3 in this standard):

- Each death that occurs while a patient is in restraint or
seclusion

- Each death that occurs within 24 hours after the
patient has been removed from restraint or seclusion

- Each death known to the hospital that occurs within

PC.13.02.19,EP 1

For hospitals that use Joint Commission accreditation for deemed
status purposes: The hospital reports the following information to
the Centers for Medicare &amp; Medicaid Services regarding
deaths related to restraint or seclusion:

- Each death that occurs while a patient is in restraint or seclusion
- Each death that occurs within 24 hours after the patient has been
removed from restraint or seclusion

- Each death known to the hospital that occurs within one week
after restraint or seclusion was used when itis reasonable to
assume that the use of the restraint or seclusion contributed
directly or indirectly to the patient’s death

Note 1: This reporting requirement includes all restraints except
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one week after restraint or seclusion was used when it is
reasonable to assume that the use of the restraint or
seclusion contributed directly or indirectly to the
patient’s death. The types of restraints included in this
reporting requirement are all restraints except soft wrist
restraints.

Note: In this element of performance "reasonable to
assume" includes, but is not limited to, deaths related to
restrictions of movement for prolonged periods of time
or deaths related to chest compression, restriction of
breathing, or asphyxiation.

soft wrist restraints. For more information on deaths related to the
use of soft wrist restraints, refer to EP 3 in this standard.

Note 2: In this element of performance "reasonable to assume"
includes butis not limited to deaths related to restrictions of
movement for prolonged periods of time or deaths related to chest
compression, restriction of breathing, or asphyxiation.

§482.13(g)(1)(iii)

(iii) Each death known to the hospital that
occurs within 1 week after restraint or
seclusion where itis reasonable to assume
that use of restraint or placement in
seclusion contributed directly or indirectly to
a patient's death, regardless of the type(s) of
restraint used on the patient during this time.
"Reasonable to assume" in this context
includes, but is not limited to, deaths related
to restrictions of movement for prolonged
periods of time, or death related to chest
compression, restriction of breathing, or
asphyxiation.

PC.03.05.19,EP 1

For hospitals that use Joint Commission accreditation
for deemed status purposes: The hospital reports the
following information to the Centers for Medicare &amp;
Medicaid Services (CMS) regarding deaths related to
restraint or seclusion (this requirement does not apply
to deaths related to the use of soft wrist restraints; for
more information, refer to EP 3 in this standard):

- Each death that occurs while a patient is in restraint or
seclusion

- Each death that occurs within 24 hours after the
patient has been removed from restraint or seclusion

- Each death known to the hospital that occurs within
one week after restraint or seclusion was used when it is
reasonable to assume that the use of the restraint or
seclusion contributed directly or indirectly to the
patient’s death. The types of restraints included in this
reporting requirement are all restraints except soft wrist
restraints.

Note: In this element of performance "reasonable to
assume" includes, butis not limited to, deaths related to
restrictions of movement for prolonged periods of time

PC.13.02.19,EP 1

For hospitals that use Joint Commission accreditation for deemed
status purposes: The hospital reports the following information to
the Centers for Medicare &amp; Medicaid Services regarding
deaths related to restraint or seclusion:

- Each death that occurs while a patient is in restraint or seclusion
- Each death that occurs within 24 hours after the patient has been
removed from restraint or seclusion

- Each death known to the hospital that occurs within one week
after restraint or seclusion was used when it is reasonable to
assume that the use of the restraint or seclusion contributed
directly or indirectly to the patient’s death

Note 1: This reporting requirement includes all restraints except
soft wrist restraints. For more information on deaths related to the
use of soft wrist restraints, refer to EP 3 in this standard.

Note 2: In this element of performance "reasonable to assume"
includes butis not limited to deaths related to restrictions of
movement for prolonged periods of time or deaths related to chest
compression, restriction of breathing, or asphyxiation.
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or deaths related to chest compression, restriction of
breathing, or asphyxiation.

§482.13(g)(2)

(2) When no seclusion has been used and
when the only restraints used on the patient
are those applied exclusively to the patient’s
wrist(s), and which are composed solely of
soft, non-rigid, cloth-like materials, the
hospital staff must record in an internal log
or other system, the following information:

§482.13(g)(2) (i)

(i) Any death that occurs while a patientis in
such restraints.

PC.03.05.19,EP 3

For hospitals that use Joint Commission accreditation
for deemed status purposes: When no seclusion has
been used and when the only restraints used on the
patient are wrist restraints composed solely of soft, non-
rigid, cloth-like material, the hospital does the following:
- Records in a log or other system any death that occurs
while a patientis in restraint. The information is
recorded within seven days of the date of death of the
patient.

- Records in a log or other system any death that occurs
within 24 hours after a patient has been removed from
such restraints. The information is recorded within
seven days of the date of death of the patient.

- Documents in the patient record the date and time that
the death was recorded in the log or other system

- Documents in the log or other system the patient's
name, date of birth, date of death, name of attending
physician or other licensed practitioner responsible for
the care of the patient, medical record number, and
primary diagnosis(es)

- Makes the information in the log or other system
available to CMS, either electronically or in writing,
immediately upon request

PC.13.02.19,EP 3

For hospitals that use Joint Commission accreditation for deemed
status purposes: When no seclusion has been used and when the
only restraints used on the patient are wrist restraints composed
solely of soft, nonrigid, cloth-like material, the hospital does the
following:

- Records in a log or other system any death that occurs while a
patient is in restraint. The information is recorded within seven
days of the date of death of the patient.

- Records in a log or other system any death that occurs within 24
hours after a patient has been removed from such restraints. The
information is recorded within seven days of the date of death of
the patient.

- Documents in the patient record the date and time that the death
was recorded in the log or other system

- Documents in the log or other system the patient's name, date of
birth, date of death, name of attending physician or other licensed
practitioner responsible for the patient's care, medical record
number, and primary diagnosis(es)

- Makes the information in the log or other system available to the
Centers for Medicare and Medicaid Services, either electronically
or in writing, immediately upon request
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§482.13(g)(2)(ii)

(ii) Any death that occurs within 24 hours
after a patient has been removed from such
restraints.

PC.03.05.19,EP 3

For hospitals that use Joint Commission accreditation
for deemed status purposes: When no seclusion has
been used and when the only restraints used on the
patient are wrist restraints composed solely of soft, non-
rigid, cloth-like material, the hospital does the following:
- Records in a log or other system any death that occurs
while a patientis in restraint. The information is
recorded within seven days of the date of death of the
patient.

- Records in a log or other system any death that occurs
within 24 hours after a patient has been removed from
such restraints. The information is recorded within
seven days of the date of death of the patient.

- Documents in the patient record the date and time that
the death was recorded in the log or other system

- Documents in the log or other system the patient's
name, date of birth, date of death, name of attending
physician or other licensed practitioner responsible for
the care of the patient, medical record number, and
primary diagnosis(es)

- Makes the information in the log or other system
available to CMS, either electronically or in writing,
immediately upon request

PC.13.02.19,EP 3

For hospitals that use Joint Commission accreditation for deemed
status purposes: When no seclusion has been used and when the
only restraints used on the patient are wrist restraints composed
solely of soft, nonrigid, cloth-like material, the hospital does the
following:

- Records in a log or other system any death that occurs while a
patientis in restraint. The information is recorded within seven
days of the date of death of the patient.

- Records in a log or other system any death that occurs within 24
hours after a patient has been removed from such restraints. The
information is recorded within seven days of the date of death of
the patient.

- Documents in the patient record the date and time that the death
was recorded in the log or other system

- Documents in the log or other system the patient's name, date of
birth, date of death, name of attending physician or other licensed
practitioner responsible for the patient's care, medical record
number, and primary diagnosis(es)

- Makes the information in the log or other system available to the
Centers for Medicare and Medicaid Services, either electronically
or in writing, immediately upon request

§482.13(g)(3)

(3) The staff must document in the patient's
medical record the date and time the death
was:

§482.13(g)(3)(i)

(i) Reported to CMS for deaths described in
paragraph (g)(1) of this section; or

PC.03.05.19,EP 2

For hospitals that use Joint Commission accreditation
for deemed status purposes: The deaths addressed in
PC.03.05.19, EP 1, are reported to the Centers for
Medicare &amp; Medicaid Services (CMS) by telephone,
by facsimile, or electronically no later than the close of

PC.13.02.19,EP 2

For hospitals that use Joint Commission accreditation for deemed
status purposes: The deaths addressed in PC.13.02.19, EP 1, are
reported to the Centers for Medicare &amp; Medicaid Services by
telephone, by facsimile, or electronically no later than the close of
the next business day following knowledge of the patient’s death.
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the next business day following knowledge of the
patient’s death. The date and time that the patient's
death was reported is documented in the patient's
medical record.

The date and time that the patient's death was reported is
documented in the patient's medical record.

§482.13(g)(3)(ii)

(ii) Recorded in the internal log or other
system for deaths described in paragraph
(g)(2) of this section.

PC.03.05.19,EP 3

For hospitals that use Joint Commission accreditation
for deemed status purposes: When no seclusion has
been used and when the only restraints used on the
patient are wrist restraints composed solely of soft, non-
rigid, cloth-like material, the hospital does the following:
- Records in a log or other system any death that occurs
while a patientis in restraint. The information is
recorded within seven days of the date of death of the
patient.

- Records in a log or other system any death that occurs
within 24 hours after a patient has been removed from
such restraints. The information is recorded within
seven days of the date of death of the patient.

- Documents in the patient record the date and time that
the death was recorded in the log or other system

- Documents in the log or other system the patient's
name, date of birth, date of death, name of attending
physician or other licensed practitioner responsible for
the care of the patient, medical record number, and
primary diagnosis(es)

- Makes the information in the log or other system
available to CMS, either electronically or in writing,
immediately upon request

PC.13.02.19,EP 3

For hospitals that use Joint Commission accreditation for deemed
status purposes: When no seclusion has been used and when the
only restraints used on the patient are wrist restraints composed
solely of soft, nonrigid, cloth-like material, the hospital does the
following:

- Records in a log or other system any death that occurs while a
patient is in restraint. The information is recorded within seven
days of the date of death of the patient.

- Records in a log or other system any death that occurs within 24
hours after a patient has been removed from such restraints. The
information is recorded within seven days of the date of death of
the patient.

- Documents in the patient record the date and time that the death
was recorded in the log or other system

- Documents in the log or other system the patient's name, date of
birth, date of death, name of attending physician or other licensed
practitioner responsible for the patient's care, medical record
number, and primary diagnosis(es)

- Makes the information in the log or other system available to the
Centers for Medicare and Medicaid Services, either electronically
or in writing, immediately upon request

§482.13(g)(4)

(4) For deaths described in paragraph (g)(2)
of this section, entries into the internal log or
other system must be documented as
follows:
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§482.13(g)(4)(i)

(i) Each entry must be made not later than
seven days after the date of death of the
patient.

PC.03.05.19,EP 3

For hospitals that use Joint Commission accreditation
for deemed status purposes: When no seclusion has
been used and when the only restraints used on the
patient are wrist restraints composed solely of soft, non-
rigid, cloth-like material, the hospital does the following:
- Records in a log or other system any death that occurs
while a patientis in restraint. The information is
recorded within seven days of the date of death of the
patient.

- Records in a log or other system any death that occurs
within 24 hours after a patient has been removed from
such restraints. The information is recorded within
seven days of the date of death of the patient.

- Documents in the patient record the date and time that
the death was recorded in the log or other system

- Documents in the log or other system the patient's
name, date of birth, date of death, name of attending
physician or other licensed practitioner responsible for
the care of the patient, medical record number, and
primary diagnosis(es)

- Makes the information in the log or other system
available to CMS, either electronically or in writing,
immediately upon request

PC.13.02.19,EP 3

For hospitals that use Joint Commission accreditation for deemed
status purposes: When no seclusion has been used and when the
only restraints used on the patient are wrist restraints composed
solely of soft, nonrigid, cloth-like material, the hospital does the
following:

- Records in a log or other system any death that occurs while a
patientis in restraint. The information is recorded within seven
days of the date of death of the patient.

- Records in a log or other system any death that occurs within 24
hours after a patient has been removed from such restraints. The
information is recorded within seven days of the date of death of
the patient.

- Documents in the patient record the date and time that the death
was recorded in the log or other system

- Documents in the log or other system the patient's name, date of
birth, date of death, name of attending physician or other licensed
practitioner responsible for the patient's care, medical record
number, and primary diagnosis(es)

- Makes the information in the log or other system available to the
Centers for Medicare and Medicaid Services, either electronically
or in writing, immediately upon request

§482.13(g)(4)(ii)

(ii) Each entry must document the patient’s
name, date of birth, date of death, name of
attending physician or other licensed
practitioner who is responsible for the care
of the patient, medical record number, and
primary diagnosis(es).

PC.03.05.19,EP 3

For hospitals that use Joint Commission accreditation
for deemed status purposes: When no seclusion has
been used and when the only restraints used on the
patient are wrist restraints composed solely of soft, non-
rigid, cloth-like material, the hospital does the following:
- Records in a log or other system any death that occurs
while a patientis in restraint. The information is
recorded within seven days of the date of death of the

PC.13.02.19,EP 3

For hospitals that use Joint Commission accreditation for deemed
status purposes: When no seclusion has been used and when the
only restraints used on the patient are wrist restraints composed
solely of soft, nonrigid, cloth-like material, the hospital does the
following:

- Records in a log or other system any death that occurs while a
patient is in restraint. The information is recorded within seven
days of the date of death of the patient.

© 2025 The Joint Commission

Page 108 of 803




Hospital Crosswalk - Current State Compared to Future State

CoP Requirement

CoP Text

Current EP Mapping

Future EP Mapping

patient.

- Records in a log or other system any death that occurs
within 24 hours after a patient has been removed from
such restraints. The information is recorded within
seven days of the date of death of the patient.

- Documents in the patient record the date and time that
the death was recorded in the log or other system

- Documents in the log or other system the patient's
name, date of birth, date of death, name of attending
physician or other licensed practitioner responsible for
the care of the patient, medical record number, and
primary diagnosis(es)

- Makes the information in the log or other system
available to CMS, either electronically or in writing,
immediately upon request

- Records in a log or other system any death that occurs within 24
hours after a patient has been removed from such restraints. The
information is recorded within seven days of the date of death of
the patient.

- Documents in the patient record the date and time that the death
was recorded in the log or other system

- Documents in the log or other system the patient's name, date of
birth, date of death, name of attending physician or other licensed
practitioner responsible for the patient's care, medical record
number, and primary diagnosis(es)

- Makes the information in the log or other system available to the
Centers for Medicare and Medicaid Services, either electronically
or in writing, immediately upon request

§482.13(g)(4)((iii)

(iii) The information must be made available
in either written or electronic form to CMS
immediately upon request.

PC.03.05.19,EP 3

For hospitals that use Joint Commission accreditation
for deemed status purposes: When no seclusion has
been used and when the only restraints used on the
patient are wrist restraints composed solely of soft, non-
rigid, cloth-like material, the hospital does the following:
- Records in a log or other system any death that occurs
while a patientis in restraint. The information is
recorded within seven days of the date of death of the
patient.

- Records in a log or other system any death that occurs
within 24 hours after a patient has been removed from
such restraints. The information is recorded within
seven days of the date of death of the patient.

- Documents in the patient record the date and time that
the death was recorded in the log or other system

- Documents in the log or other system the patient's
name, date of birth, date of death, name of attending

PC.13.02.19,EP 3

For hospitals that use Joint Commission accreditation for deemed
status purposes: When no seclusion has been used and when the
only restraints used on the patient are wrist restraints composed
solely of soft, nonrigid, cloth-like material, the hospital does the
following:

- Records in a log or other system any death that occurs while a
patientis in restraint. The information is recorded within seven
days of the date of death of the patient.

- Records in a log or other system any death that occurs within 24
hours after a patient has been removed from such restraints. The
information is recorded within seven days of the date of death of
the patient.

- Documents in the patient record the date and time that the death
was recorded in the log or other system

- Documents in the log or other system the patient's name, date of
birth, date of death, name of attending physician or other licensed
practitioner responsible for the patient's care, medical record
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physician or other licensed practitioner responsible for
the care of the patient, medical record number, and
primary diagnosis(es)

- Makes the information in the log or other system
available to CMS, either electronically or in writing,
immediately upon request

number, and primary diagnosis(es)

- Makes the information in the log or other system available to the
Centers for Medicare and Medicaid Services, either electronically
or in writing, immediately upon request

§482.13(h)

§482.13(h) Standard: Patient visitation
rights. A hospital must have written policies
and procedures regarding the visitation
rights of patients, including those setting
forth any clinically necessary or reasonable
restriction or limitation that the hospital may
need to place on such rights and the reasons
for the clinical restriction or limitation. A
hospital must meet the following
requirements:

RI.01.01.01,EP 1

The hospital has written policies on patient rights.

Note: For hospitals that use Joint Commission
accreditation for deemed status purposes: The
hospital's written policies address procedures regarding
patient visitation rights, including any clinically
necessary or reasonable restrictions or limitations.

RI.11.01.01,EP 7

The hospital develops and implements policies and procedures for
patient visitation rights. Visitation rights include the right to receive
visitors designated by the patient, including but not limited to a
spouse, a domestic partner (including a same-sex domestic
partner), another family member, or a friend. The patient also has
the right to withdraw or deny consent for visitors at any time.

Note 1: For hospitals that use Joint Commission accreditation for
deemed status purposes: The hospital's written policies and
procedures include any restrictions or limitations that are clinically
necessary or reasonable that need to be placed on visitation rights
and the reasons for the restriction or limitation.

Note 2: For hospitals that use Joint Commission accreditation for
deemed status purposes: The hospital informs the patient (or
support person, where appropriate) of the patient's visitation
rights, including any clinical restriction or limitation on such rights.

§482.13(h)(1)

(1) Inform each patient (or support person,
where appropriate) of his or her visitation
rights, including any clinical restriction or
limitation on such rights, when he or she is
informed of his or her other rights under this
section.

RI.01.01.01,EP 2

The hospital informs the patient of the patient's rights.
Note 1: For hospitals that use Joint Commission
accreditation for deemed status purposes: The hospital
informs the patient (or support person, where
appropriate) of the patient's visitation rights. Visitation
rights include the right to receive the visitors designated
by the patient, including, but not limited to, a spouse, a
domestic partner (including a same-sex domestic
partner), another family member, or a friend. Also
included is the right to withdraw or deny such consent at

RI.11.01.01,EP 7

The hospital develops and implements policies and procedures for
patient visitation rights. Visitation rights include the right to receive
visitors designated by the patient, including but not limited to a
spouse, a domestic partner (including a same-sex domestic
partner), another family member, or a friend. The patient also has
the right to withdraw or deny consent for visitors at any time.

Note 1: For hospitals that use Joint Commission accreditation for
deemed status purposes: The hospital's written policies and
procedures include any restrictions or limitations that are clinically
necessary or reasonable that need to be placed on visitation rights
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anytime.

Note 2: For hospitals that use Joint Commission
accreditation for deemed status purposes: The hospital
informs each patient (or support person, where
appropriate) of the patient’s rights in advance of
furnishing or discontinuing patient care whenever
possible.

and the reasons for the restriction or limitation.

Note 2: For hospitals that use Joint Commission accreditation for
deemed status purposes: The hospital informs the patient (or
support person, where appropriate) of the patient's visitation
rights, including any clinical restriction or limitation on such rights.

§482.13(h)(2)

(2) Inform each patient (or support person,
where appropriate) of the right, subject to his
or her consent, to receive the visitors whom
he or she designates, including, but not
limited to, a spouse, a domestic partner
(including a same-sex domestic partner),
another family member, or a friend, and his
or her right to withdraw or deny such consent
atanytime.

RI.01.01.01,EP 2

The hospital informs the patient of the patient's rights.
Note 1: For hospitals that use Joint Commission
accreditation for deemed status purposes: The hospital
informs the patient (or support person, where
appropriate) of the patient's visitation rights. Visitation
rights include the right to receive the visitors designated
by the patient, including, but not limited to, a spouse, a
domestic partner (including a same-sex domestic
partner), another family member, or a friend. Also
included is the right to withdraw or deny such consent at
any time.

Note 2: For hospitals that use Joint Commission
accreditation for deemed status purposes: The hospital
informs each patient (or support person, where
appropriate) of the patient’s rights in advance of
furnishing or discontinuing patient care whenever
possible.

RI.01.01.01, EP 28

The hospital allows a family member, friend, or other
individual to be present with the patient for emotional
support during the course of stay.

Note: The hospital allows for the presence of a support
individual of the patient’s choice, unless the individual’s
presence infringes on others' rights, safety, oris

RI.11.01.01,EP 7

The hospital develops and implements policies and procedures for
patient visitation rights. Visitation rights include the right to receive
visitors designated by the patient, including but not limited to a
spouse, a domestic partner (including a same-sex domestic
partner), another family member, or a friend. The patient also has
the right to withdraw or deny consent for visitors at any time.

Note 1: For hospitals that use Joint Commission accreditation for
deemed status purposes: The hospital's written policies and
procedures include any restrictions or limitations that are clinically
necessary or reasonable that need to be placed on visitation rights
and the reasons for the restriction or limitation.

Note 2: For hospitals that use Joint Commission accreditation for
deemed status purposes: The hospital informs the patient (or
support person, where appropriate) of the patient's visitation
rights, including any clinical restriction or limitation on such rights.

© 2025 The Joint Commission

Page 111 of 803




Hospital Crosswalk - Current State Compared to Future State

CoP Requirement

CoP Text

Current EP Mapping

Future EP Mapping

medically or therapeutically contraindicated. The
individual may or may not be the patient's surrogate
decision-maker or legally authorized representative.
(For more information on surrogate or family
involvement in patient care, treatment, and services,
referto RI.01.02.01, EP 8.)

§482.13(h)(3)

(3) Not restrict, limit, or otherwise deny
visitation privileges on the basis of race,
color, national origin, religion, sex, gender
identity, sexual orientation, or disability.

RI.01.01.01, EP 29

The hospital prohibits discrimination based on age,
race, ethnicity, religion, culture, language, physical or
mental disability, socioeconomic status, sex, sexual
orientation, and gender identity or expression.

Note: This includes prohibiting discrimination through
restricting, limiting, or otherwise denying visitation
privileges.

RI.11.01.01,EP 4

The hospital prohibits discrimination based on age, race, ethnicity,
religion, culture, language, physical or mental disability,
socioeconomic status, sex, sexual orientation, and gender identity
or expression.

Note: This includes prohibiting discrimination through restricting,
limiting, or otherwise denying visitation privileges. The hospital
allows all visitors to have full and equal visitation privileges
consistent with patient preferences.

§482.13(h)(4)

(4) Ensure that all visitors enjoy full and
equal visitation privileges consistent with
patient preferences.

RI.01.01.01, EP 28

The hospital allows a family member, friend, or other
individual to be present with the patient for emotional
support during the course of stay.

Note: The hospital allows for the presence of a support
individual of the patient’s choice, unless the individual’s
presence infringes on others' rights, safety, or is
medically or therapeutically contraindicated. The
individual may or may not be the patient's surrogate
decision-maker or legally authorized representative.
(For more information on surrogate or family
involvement in patient care, treatment, and services,
referto RI.01.02.01, EP 8.)

RI.11.01.01,EP4

The hospital prohibits discrimination based on age, race, ethnicity,
religion, culture, language, physical or mental disability,
socioeconomic status, sex, sexual orientation, and gender identity
or expression.

Note: This includes prohibiting discrimination through restricting,
limiting, or otherwise denying visitation privileges. The hospital
allows all visitors to have full and equal visitation privileges
consistent with patient preferences.

§482.15

§482.15 Condition of Participation:
Emergency Preparedness The hospital
must comply with all applicable Federal,
State, and local emergency preparedness
requirements. The hospital must develop

EM.09.01.01,EP 1

The hospital has a written comprehensive emergency
management program that utilizes an all-hazards
approach. The program includes, but is not limited to,
the following:

EM.09.01.01,EP 1

The hospital has a written comprehensive emergency
management program that utilizes an all-hazards approach. The
program includes, but is not limited to, the following:

- Leadership structure and program accountability
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and maintain a comprehensive emergency
preparedness program that meets the
requirements of this section, utilizing an all-
hazards approach. The emergency
preparedness program must include, but not
be limited to, the following elements:

- Leadership structure and program accountability
- Hazard vulnerability analysis

- Mitigation and preparedness activities

- Emergency operations plan and policies and
procedures

- Education and training

- Exercises and testing

- Continuity of operations plan

- Disaster recovery

- Program evaluation

EM.09.01.01,EP 3

The hospital complies with all applicable federal, state,
and local emergency preparedness laws and
regulations.

- Hazard vulnerability analysis

- Mitigation and preparedness activities

- Emergency operations plan and policies and procedures
- Education and training

- Exercises and testing

- Continuity of operations plan

- Disaster recovery

- Program evaluation

EM.09.01.01,EP 3
The hospital complies with all applicable federal, state, and local
emergency preparedness laws and regulations.

§482.15(a)

(a) Emergency plan. The hospital must
develop and maintain an emergency
preparedness plan that must be reviewed,
and updated at least every 2 years. The plan
must do the following:

EM.12.01.01,EP 1

The hospital has a written all-hazards emergency
operations plan (EOP) with supporting policies and
procedures that provides guidance to staff and
volunteers on actions to take during emergency or
disaster incidents. The EOP and policies and procedures
include, but are not limited to, the following:

- Mobilizing incident command

- Communications plan

- Maintaining, expanding, curtailing, or closing
operations

- Protecting critical systems and infrastructure

- Conserving and/or supplementing resources

- Surge plans (such as flu or pandemic plans)

- Identifying alternate treatment areas or locations

- Sheltering in place

- Evacuating (partial or complete) or relocating services
- Safety and security

EM.12.01.01,EP 1

The hospital has a written all-hazards emergency operations plan
(EOP) with supporting policies and procedures that provides
guidance to staff and volunteers on actions to take during
emergency or disaster incidents. The EOP and policies and
procedures include, but are not limited to, the following:

- Mobilizing incident command

- Communications plan

- Maintaining, expanding, curtailing, or closing operations

- Protecting critical systems and infrastructure

- Conserving and/or supplementing resources

- Surge plans (such as flu or pandemic plans)

- Identifying alternate treatment areas or locations

- Sheltering in place

- Evacuating (partial or complete) or relocating services

- Safety and security

- Securing information and records
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- Securing information and records

EM.17.01.01,EP 3

The hospital reviews and makes necessary updates
based on after-action reports or opportunities for
improvement to the following items every two years, or
more frequently if necessary:

- Hazard vulnerability analysis

- Emergency management program

- Emergency operations plan, policies, and procedures
- Communications plan

- Continuity of operations plan

- Education and training program

- Testing program

EM.17.01.01,EP 3

The hospital reviews and makes necessary updates based on
after-action reports or opportunities for improvement to the
following items every two years, or more frequently if necessary:
- Hazard vulnerability analysis

- Emergency management program

- Emergency operations plan, policies, and procedures

- Communications plan

- Continuity of operations plan

- Education and training program

- Testing program

§482.15(a)(1)

(1) Be based on and include a documented,
facility-based and community-based risk
assessment, utilizing an all-hazards
approach.

EM.11.01.01,EP 1

The hospital conducts a facility-based hazard
vulnerability analysis (HVA) using an all-hazards
approach that includes the following:

- Hazards that are likely to impact the hospital’s
geographic region, community, facility, and patient
population

- A community-based risk assessment (such as those
developed by external emergency management
agencies)

- Separate HVAs for its other accredited facilities if they
significantly differ from the main site

The findings are documented.

Note: A separate HVA is only required if the accredited
facilities are in different geographic locations,
experience different hazards or threats, or the patient
population and services offered are unique to this
facility.

EM.11.01.01,EP 1

The hospital conducts a facility-based hazard vulnerability analysis
(HVA) using an all-hazards approach that includes the following:

- Hazards that are likely to impact the hospital’s geographic region,
community, facility, and patient population

- A community-based risk assessment (such as those developed
by external emergency management agencies)

- Separate HVAs for its other accredited facilities if they
significantly differ from the main site

The findings are documented.

Note: A separate HVA is only required if the accredited facilities
are in different geographic locations, experience different hazards
or threats, or the patient population and services offered are
unique to this facility.

EM.11.01.01,EP 2

The hospital’s hazard vulnerability analysis includes the following:
- Natural hazards (such as flooding, wildfires)

- Human-caused hazards (such as bomb threats or
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EM.11.01.01,EP 2

The hospital’s hazard vulnerability analysis includes the
following:

- Natural hazards (such as flooding, wildfires)

- Human-caused hazards (such as bomb threats or
cyber/information technology crimes)

- Technological hazards (such as utility or information
technology outages)

- Hazardous materials (such as radiological, nuclear,
chemical)

- Emerging infectious diseases (such as the Ebola, Zika,
or SARS-CoV-2 viruses)

cyber/information technology crimes)

- Technological hazards (such as utility or information technology
outages)

- Hazardous materials (such as radiological, nuclear, chemical)

- Emerging infectious diseases (such as the Ebola, Zika, or SARS-
CoV-2viruses)

§482.15(a)(2)

(2) Include strategies for addressing
emergency events identified by the risk
assessment.

EM.11.01.01,EP 3

The hospital evaluates and prioritizes the findings of the
hazard vulnerability analysis to determine what presents
the highest likelihood of occurring and the impacts
those hazards will have on the operating status of the
hospital and its ability to provide services. The findings
are documented.

EM.11.01.01,EP 4

The hospital uses its prioritized hazards from the hazard
vulnerability analysis to identify and implement
mitigation and preparedness actions to increase the
resilience of the hospital and helps reduce disruption of
essential services or functions.

EM.11.01.01,EP 3

The hospital evaluates and prioritizes the findings of the hazard
vulnerability analysis to determine what presents the highest
likelihood of occurring and the impacts those hazards will have on
the operating status of the hospital and its ability to provide
services. The findings are documented.

EM.11.01.01,EP 4

The hospital uses its prioritized hazards from the hazard
vulnerability analysis to identify and implement mitigation and
preparedness actions to increase the resilience of the hospital and
helps reduce disruption of essential services or functions.

§482.15(a)(3)

(3) Address patient population, including,
but not limited to, persons at-risk; the type of
services the hospital has the ability to
provide in an emergency; and continuity of
operations, including delegations of
authority and succession plans.

EM.12.01.01,EP 2

The hospital’s emergency operations plan identifies the
patient population(s) that it will serve, including at-risk
populations, and the types of services it would have the
ability to provide in an emergency or disaster event.
Note: At-risk populations such as the elderly, dialysis
patients, or persons with physical or mental disabilities

EM.12.01.01,EP 2

The hospital’s emergency operations plan identifies the patient
population(s) that it will serve, including at-risk populations, and
the types of services it would have the ability to provide in an
emergency or disaster event.

Note: At-risk populations such as the elderly, dialysis patients, or
persons with physical or mental disabilities may have additional

© 2025 The Joint Commission

Page 115 of 803




Hospital Crosswalk - Current State Compared to Future State

CoP Requirement

CoP Text

Current EP Mapping

Future EP Mapping

may have additional needs to be addressed during an
emergency or disaster incident, such as medical care,
communication, transportation, supervision, and
maintaining independence.

EM.13.01.01,EP 1

The hospital has a written continuity of operations plan
(COOP) that is developed with the participation of key
executive leaders, business and finance leaders, and
other department leaders as determined by the hospital.
These key leaders identify and prioritize the services and
functions that are considered essential or critical for
maintaining operations.

Note: The COOP provides guidance on how the hospital
will continue to perform its essential business functions
to deliver essential or critical services. Essential
business functions to consider include
administrative/vital records, information technology,
financial services, security systems,
communications/telecommunications, and building
operations to support essential and critical services that
cannot be deferred during an emergency; these
activities must be performed continuously or resumed
quickly following a disruption.

EM.13.01.01,EP 2

The hospital’s continuity of operations plan identifies in
writing how and where it will continue to provide its
essential business functions when the location of the
essential or critical service has been compromised due
to an emergency or disaster incident.

Note: Example of options to consider for providing
essential services include use of off-site locations,

needs to be addressed during an emergency or disaster incident,
such as medical care, communication, transportation,
supervision, and maintaining independence.

EM.13.01.01,EP 1

The hospital has a written continuity of operations plan (COOP)
that is developed with the participation of key executive leaders,
business and finance leaders, and other department leaders as
determined by the hospital. These key leaders identify and
prioritize the services and functions that are considered essential
or critical for maintaining operations.

Note: The COOP provides guidance on how the hospital will
continue to perform its essential business functions to deliver
essential or critical services. Essential business functions to
consider include administrative/vital records, information
technology, financial services, security systems,
communications/telecommunications, and building operations to
support essential and critical services that cannot be deferred
during an emergency; these activities must be performed
continuously or resumed quickly following a disruption.

EM.13.01.01,EP 2

The hospital’s continuity of operations plan identifies in writing
how and where it will continue to provide its essential business
functions when the location of the essential or critical service has
been compromised due to an emergency or disaster incident.
Note: Example of options to consider for providing essential
services include use of off-site locations, space maintained by
another organization, existing facilities or space, telework (remote
work), or telehealth.

EM.13.01.01,EP 3
The hospital has a written order of succession plan that identifies
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space maintained by another organization, existing
facilities or space, telework (remote work), or
telehealth.

EM.13.01.01,EP 3

The hospital has a written order of succession plan that
identifies who is authorized to assume a particular
leadership or management role when that person(s) is
unable to fulfill their function or perform their duties.

EM.13.01.01,EP 4

The hospital has a written delegation of authority plan
that provides the individual(s) with the legal
authorization to act on behalf of the hospital for
specified purposes and to carry out specific duties.
Note: Delegations of authority are an essential part of an
organization’s continuity program and should be
sufficiently detailed to make certain the hospital can
perform its essential functions. Delegations of authority
will specify a particular function that an individual is
authorized to perform and includes restrictions and
limitations associated with that authority.

who is authorized to assume a particular leadership or
management role when that person(s) is unable to fulfill their
function or perform their duties.

EM.13.01.01,EP 4

The hospital has a written delegation of authority plan that
provides the individual(s) with the legal authorization to act on
behalf of the hospital for specified purposes and to carry out
specific duties.

Note: Delegations of authority are an essential part of an
organization’s continuity program and should be sufficiently
detailed to make certain the hospital can perform its essential
functions. Delegations of authority will specify a particular
function that an individual is authorized to perform and includes
restrictions and limitations associated with that authority.

§482.15(a)(4)

(4) Include a process for cooperation and
collaboration with local, tribal, regional,
State, and Federal emergency preparedness
officials' efforts to maintain an integrated
response during a disaster or emergency
situation.

EM.12.01.01,EP6

The hospital’s emergency operations plan includes a
process for cooperating and collaborating with other
health care facilities; health care coalitions; and local,
tribal, regional, state, and federal emergency
preparedness officials' efforts to leverage support and
resources and to provide an integrated response during
an emergency or disaster incident.

EM.12.01.01,EP6

The hospital’s emergency operations plan includes a process for
cooperating and collaborating with other health care facilities;
health care coalitions; and local, tribal, regional, state, and federal
emergency preparedness officials' efforts to leverage support and
resources and to provide an integrated response during an
emergency or disaster incident.

§482.15(b)

(b) Policies and procedures. The hospital
must develop and implement emergency
preparedness policies and procedures,

EM.12.01.01,EP 1
The hospital has a written all-hazards emergency
operations plan (EOP) with supporting policies and

EM.12.01.01,EP 1
The hospital has a written all-hazards emergency operations plan
(EOP) with supporting policies and procedures that provides
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based on the emergency plan set forth in
paragraph (a) of this section, risk
assessment at paragraph (a)(1) of this
section, and the communication plan at
paragraph (c) of this section. The policies
and procedures must be reviewed and
updated at least every 2 years. Ata
minimum, the policies and procedures must
address the following:

procedures that provides guidance to staff and
volunteers on actions to take during emergency or
disaster incidents. The EOP and policies and procedures
include, but are not limited to, the following:

- Mobilizing incident command

- Communications plan

- Maintaining, expanding, curtailing, or closing
operations

- Protecting critical systems and infrastructure

- Conserving and/or supplementing resources

- Surge plans (such as flu or pandemic plans)

- Identifying alternate treatment areas or locations

- Sheltering in place

- Evacuating (partial or complete) or relocating services
- Safety and security

- Securing information and records

EM.17.01.01,EP 3

The hospital reviews and makes necessary updates
based on after-action reports or opportunities for
improvement to the following items every two years, or
more frequently if necessary:

- Hazard vulnerability analysis

- Emergency management program

- Emergency operations plan, policies, and procedures
- Communications plan

- Continuity of operations plan

- Education and training program

- Testing program

guidance to staff and volunteers on actions to take during
emergency or disaster incidents. The EOP and policies and
procedures include, but are not limited to, the following:
- Mobilizing incident command

- Communications plan

- Maintaining, expanding, curtailing, or closing operations
- Protecting critical systems and infrastructure

- Conserving and/or supplementing resources

- Surge plans (such as flu or pandemic plans)

- Identifying alternate treatment areas or locations

- Sheltering in place

- Evacuating (partial or complete) or relocating services

- Safety and security

- Securing information and records

EM.17.01.01,EP 3

The hospital reviews and makes necessary updates based on
after-action reports or opportunities for improvement to the
following items every two years, or more frequently if necessary:
- Hazard vulnerability analysis

- Emergency management program

- Emergency operations plan, policies, and procedures

- Communications plan

- Continuity of operations plan

- Education and training program

- Testing program

§482.15(b)(1)

(1) The provision of subsistence needs for
staff and patients, whether they evacuate or
shelter in place, include, but are not limited
to the following:

© 2025 The Joint Commission

Page 118 of 803




Hospital Crosswalk - Current State Compared to Future State

CoP Requirement

CoP Text

Current EP Mapping

Future EP Mapping

§482.15(b)(1)(i)

(i) Food, water, medical, and pharmaceutical
supplies.

EM.12.01.01,EP 4

The emergency operations plan includes written
procedures for how the hospital will provide essential
needs for its staff, volunteers, and patients, whether
they shelter in place or evacuate, that includes, but is
not limited to, the following:

- Food and other nutritional supplies

- Medications and related supplies

- Medical/surgical supplies

- Medical oxygen and supplies

- Potable or bottled water

EM.12.01.01,EP 4

The emergency operations plan includes written procedures for
how the hospital will provide essential needs for its staff,
volunteers, and patients, whether they shelter in place or
evacuate, that includes, butis not limited to, the following:

- Food and other nutritional supplies

- Medications and related supplies

- Medical/surgical supplies

- Medical oxygen and supplies

- Potable or bottled water

§482.15(b)(1)(ii)

(ii) Alternate sources of energy to maintain
the following:

§482.15(b)(1)(ii)(A)

(A) Temperatures to protect patient health
and safety and for the safe and sanitary
storage of provisions.

EM.12.02.11,EP 4

The hospital’s plan for managing utilities includes
alternate sources for maintaining energy to the
following:

- Temperatures to protect patient health and safety and
for the safe and sanitary storage of provisions

- Emergency lighting

- Fire detection, extinguishing, and alarm systems

- Sewage and waste disposal

Note: Itis important for hospitals to consider alternative
means for maintaining temperatures at a level that
protects the health and safety of all persons within the
facility. For example, when safe temperature levels
cannot be maintained, the hospital considers partial or
full evacuation or closure.

EM.12.02.11,EP 4

The hospital’s plan for managing utilities includes alternate
sources for maintaining energy to the following:

- Temperatures to protect patient health and safety and for the
safe and sanitary storage of provisions

- Emergency lighting

- Fire detection, extinguishing, and alarm systems

- Sewage and waste disposal

Note: It is important for hospitals to consider alternative means for
maintaining temperatures at a level that protects the health and
safety of all persons within the facility. For example, when safe
temperature levels cannot be maintained, the hospital considers
partial or full evacuation or closure.

§482.15(b)(1)(ii)(B)

(B) Emergency lighting.

EM.12.02.11,EP 4

The hospital’s plan for managing utilities includes
alternate sources for maintaining energy to the
following:

- Temperatures to protect patient health and safety and

EM.12.02.11,EP 4

The hospital’s plan for managing utilities includes alternate
sources for maintaining energy to the following:

- Temperatures to protect patient health and safety and for the
safe and sanitary storage of provisions
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for the safe and sanitary storage of provisions

- Emergency lighting

- Fire detection, extinguishing, and alarm systems

- Sewage and waste disposal

Note: It is important for hospitals to consider alternative
means for maintaining temperatures at a level that
protects the health and safety of all persons within the
facility. For example, when safe temperature levels
cannot be maintained, the hospital considers partial or
full evacuation or closure.

- Emergency lighting

- Fire detection, extinguishing, and alarm systems

- Sewage and waste disposal

Note: Itis important for hospitals to consider alternative means for
maintaining temperatures at a level that protects the health and
safety of all persons within the facility. For example, when safe
temperature levels cannot be maintained, the hospital considers
partial or full evacuation or closure.

§482.15(b)(1)(ii)(C)

(C) Fire detection, extinguishing, and alarm
systems.

EC.02.03.01,EP9

The written fire response plan describes the specific
roles of staff at and away from a fire's point of origin,
including when and how to sound and report fire alarms,
how to contain smoke and fire, how to use a fire
extinguisher, how to assist and relocate patients, how to
evacuate to areas of refuge, and how staff will cooperate
with firefighting authorities. Staff are periodically
instructed on and kept informed of their duties under the
plan, including cooperation with firefighting authorities.
A copy of the plan is readily available with the telephone
operator or security.

Note: For full text, refer to NFPA 101-2012: 18/19.7.1;
7.2.

EM.12.02.11,EP 4

The hospital’s plan for managing utilities includes
alternate sources for maintaining energy to the
following:

- Temperatures to protect patient health and safety and
for the safe and sanitary storage of provisions

- Emergency lighting

- Fire detection, extinguishing, and alarm systems

EM.12.02.11,EP 4

The hospital’s plan for managing utilities includes alternate
sources for maintaining energy to the following:

- Temperatures to protect patient health and safety and for the
safe and sanitary storage of provisions

- Emergency lighting

- Fire detection, extinguishing, and alarm systems

- Sewage and waste disposal

Note: It is important for hospitals to consider alternative means for
maintaining temperatures at a level that protects the health and
safety of all persons within the facility. For example, when safe
temperature levels cannot be maintained, the hospital considers
partial or full evacuation or closure.
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- Sewage and waste disposal

Note: Itis important for hospitals to consider alternative
means for maintaining temperatures at a level that
protects the health and safety of all persons within the
facility. For example, when safe temperature levels
cannot be maintained, the hospital considers partial or
full evacuation or closure.

§482.15(b)(1)(ii)(D)

(D) Sewage and waste disposal.

EM.12.02.11,EP 4

The hospital’s plan for managing utilities includes
alternate sources for maintaining energy to the
following:

- Temperatures to protect patient health and safety and
for the safe and sanitary storage of provisions

- Emergency lighting

- Fire detection, extinguishing, and alarm systems

- Sewage and waste disposal

Note: It is important for hospitals to consider alternative
means for maintaining temperatures at a level that
protects the health and safety of all persons within the
facility. For example, when safe temperature levels
cannot be maintained, the hospital considers partial or
full evacuation or closure.

EM.12.02.11,EP 4

The hospital’s plan for managing utilities includes alternate
sources for maintaining energy to the following:

- Temperatures to protect patient health and safety and for the
safe and sanitary storage of provisions

- Emergency lighting

- Fire detection, extinguishing, and alarm systems

- Sewage and waste disposal

Note: It is important for hospitals to consider alternative means for
maintaining temperatures at a level that protects the health and
safety of all persons within the facility. For example, when safe
temperature levels cannot be maintained, the hospital considers
partial or full evacuation or closure.

§482.15(b)(2)

(2) A system to track the location of on-duty
staff and sheltered patients in the hospital's
care during an emergency. If on-duty staff
and sheltered patients are relocated during
the emergency, the hospital must document
the specific name and location of the
receiving facility or other location.

EM.12.02.07,EP 2

The hospital’s plan for safety and security measures
includes a system to track the location of its on-duty
staff and volunteers and patients when sheltered in
place, relocated, or evacuated. If on-duty staff and
volunteers and patients are relocated during an
emergency, the hospital documents the specific name
and location of the receiving facility or evacuation
location.

Note: Examples of systems used for tracking purposes

EM.12.02.07,EP 2

The hospital’s plan for safety and security measures includes a
system to track the location of its on-duty staff and volunteers and
patients when sheltered in place, relocated, or evacuated. If on-
duty staff and volunteers and patients are relocated during an
emergency, the hospital documents the specific name and
location of the receiving facility or evacuation location.

Note: Examples of systems used for tracking purposes include the
use of established technology or tracking systems or taking head
counts at defined intervals.
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include the use of established technology or tracking
systems or taking head counts at defined intervals.

§482.15(b)(3)

(3) Safe evacuation from the hospital, which
includes consideration of care and treatment
needs of evacuees; staff responsibilities;
transportation; identification of evacuation
location(s); and primary and alternate
means of communication with external
sources of assistance.

EM.12.01.01,EP 3

The hospital’s emergency operations plan includes
written procedures for when and how it will shelter in
place or evacuate (partial or complete) its staff,
volunteers, and patients.

Note 1: Shelter-in-place plans may vary by department
and facility and may vary based on the type of
emergency or situation.

Note 2: Safe evacuation from the hospital includes
consideration of care, treatment, and service needs of
evacuees, staff responsibilities, and transportation.

EM.12.02.01,EP 6

The hospital’s communications plan identifies its
primary and alternate means for communicating with
staff and relevant authorities (such as federal, state,
tribal, regional, and local emergency preparedness
staff). The plan includes procedures for the following:
- How and when alternate/backup communication
methods are used

- Verifying that its communications systems are
compatible with those of community partners and
relevant authorities the hospital plans to communicate
with

- Testing the functionality of the hospital’s
alternate/backup communication systems or
equipment

Note: Examples of alternate/backup communication
systems include amateur radios, portable radios, text-
based notifications, cell and satellite phones, and
reverse 911 notification systems.

EM.12.01.01,EP 3

The hospital’s emergency operations plan includes written
procedures for when and how it will shelter in place or evacuate
(partial or complete) its staff, volunteers, and patients.

Note 1: Shelter-in-place plans may vary by department and facility
and may vary based on the type of emergency or situation.

Note 2: Safe evacuation from the hospital includes consideration
of care, treatment, and service needs of evacuees, staff
responsibilities, and transportation.

EM.12.02.01,EP 5

The hospital’s communications plan identifies its primary and
alternate means for communicating with staff and relevant
authorities (such as federal, state, tribal, regional, and local
emergency preparedness staff). The plan includes procedures for
the following:

- How and when alternate/backup communication methods are
used

- Verifying that its communications systems are compatible with
those of community partners and relevant authorities the hospital
plans to communicate with

- Testing the functionality of the hospital’s alternate/backup
communication systems or equipment

Note: Examples of alternate/backup communication systems
include amateur radios, portable radios, text-based notifications,
cell and satellite phones, and reverse 911 notification systems.
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§482.15(b)(4)

(4) Ameans to shelter in place for patients,
staff, and volunteers who remain in the
facility.

EM.12.01.01,EP 3

The hospital’s emergency operations plan includes
written procedures for when and how it will shelter in
place or evacuate (partial or complete) its staff,
volunteers, and patients.

Note 1: Shelter-in-place plans may vary by department
and facility and may vary based on the type of
emergency or situation.

Note 2: Safe evacuation from the hospital includes
consideration of care, treatment, and service needs of
evacuees, staff responsibilities, and transportation.

EM.12.01.01,EP 3

The hospital’s emergency operations plan includes written
procedures for when and how it will shelter in place or evacuate
(partial or complete) its staff, volunteers, and patients.

Note 1: Shelter-in-place plans may vary by department and facility
and may vary based on the type of emergency or situation.

Note 2: Safe evacuation from the hospital includes consideration
of care, treatment, and service needs of evacuees, staff
responsibilities, and transportation.

§482.15(b)(5)

(5) A system of medical documentation that
preserves patient information, protects
confidentiality of patient information, and
secures and maintains the availability of
records.

IM.01.01.03,EP 1

The hospital follows a written plan for managing
interruptions to its information processes (paper-based,
electronic, or a mix of paper-based and electronic).

IM.01.01.03,EP 2

The hospital's plan for managing interruptions to
information processes addresses the following:

- Scheduled and unscheduled interruptions of electronic
information systems

- Training for staff on alternative procedures to follow
when electronic information systems are unavailable

- Backup of electronic information systems

IM.02.01.01,EP 1
The hospital follows a written policy addressing the
privacy and confidentiality of health information.

IM.02.01.01,EP 4

The hospital discloses health information only as
authorized by the patient or as otherwise consistent with
law and regulation.

IM.11.01.01,EP 1

The hospital develops and implements policies and procedures
regarding medical documentation and patient information during
emergencies and other interruptions to information management
systems, including security and availability of patient records to
support continuity of care.

Note: These policies and procedures are based on the emergency
plan, risk assessment, and emergency communication plan and
are reviewed and updated at least every 2 years.
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IM.02.01.03,EP 1

The hospital follows a written policy that addresses the
security of health information, including access, use,
and disclosure.

IM.02.01.03,EP 5
The hospital protects against unauthorized access, use,
and disclosure of health information.

§482.15(b)(6) (6) The use of volunteers in an emergency EM.12.02.03,EP 1 EM.12.02.03,EP 1
and other emergency staffing strategies, The hospital develops a staffing plan for managing all The hospital develops a staffing plan for managing all staff and
including the process and role for integration | staff and volunteers to meet patient care needs during volunteers to meet patient care needs during the duration of an
of State and Federally designated health the duration of an emergency or disaster incident or emergency or disaster incident or during a patient surge. The plan
care professionals to address surge needs during a patient surge. The plan includes the following: includes the following:
during an emergency. - Methods for contacting off-duty staff - Methods for contacting off-duty staff
- Acquisition of staff from its other health care facilities - Acquisition of staff from its other health care facilities
- Use of volunteer staffing, such as staffing agencies, - Use of volunteer staffing, such as staffing agencies, health care
health care coalition support, and those deployed as coalition support, and those deployed as part of the disaster
part of the disaster medical assistance teams medical assistance teams
Note: If the hospital determines that it will never use Note: If the hospital determines that it will never use volunteers
volunteers during disasters, this is documented in its during disasters, this is documented in its plan.
plan.
EM.12.02.03, EP 2
EM.12.02.03, EP 2 The hospital's staffing plan addresses the management of all staff
The hospital's staffing plan addresses the management | and volunteers as follows:
of all staff and volunteers as follows: - Reporting processes
- Reporting processes - Roles and responsibilities for essential functions
- Roles and responsibilities for essential functions - Integration of staffing agencies, volunteer staffing, or deployed
- Integration of staffing agencies, volunteer staffing, or medical assistance teams into assigned roles and responsibilities

deployed medical assistance teams into assigned roles
and responsibilities

§482.15(b)(7) (7) The development of arrangements with EM.12.02.05,EP 1 EM.12.02.05,EP 1
other hospitals and other providers to The hospital’s plan for providing patient care and clinical | The hospital’s plan for providing patient care and clinical support
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receive patients in the event of limitations or
cessation of operations to maintain the
continuity of services to hospital patients.

support includes written procedures and arrangements
with other hospitals and providers for how it will share
patient care information and medical documentation
and how it will transfer patients to other health care
facilities to maintain continuity of care.

includes written procedures and arrangements with other
hospitals and providers for how it will share patient care
information and medical documentation and how it will transfer
patients to other health care facilities to maintain continuity of
care.

§482.15(b)(8)

(8) The role of the hospital under a waiver
declared by the Secretary, in accordance
with section 1135 of the Act, in the provision
of care and treatment at an alternate care
site identified by emergency management
officials.

EM.12.01.01,EP9

The hospital must develop and implement emergency
preparedness policies and procedures that address the
role of the hospital under a waiver declared by the
Secretary, in accordance with section 1135 of the Social
Security Act, in the provision of care and treatment at an
alternate care site identified by emergency management
officials.

Note 1: This element of performance is applicable only
to hospitals that receive Medicare, Medicaid, or
Children’s Health Insurance Program reimbursement.
Note 2: For more information on 1135 waivers, visit
https://www.cms.gov/about-cms/what-we-
do/emergency-response/how-can-we-help/waivers-
flexibilities and https://www.cms.gov/about-
cms/agency-
information/emergency/downloads/consolidated_medi
care_ffs_emergency_gsas.pdf.

EM.12.01.01,EP 7

The hospital must develop and implement emergency
preparedness policies and procedures that address the role of the
hospital under a waiver declared by the Secretary, in accordance
with section 1135 of the Social Security Act, in the provision of
care and treatment at an alternate care site identified by
emergency management officials.

Note 1: This element of performance is applicable only to hospitals
that receive Medicare, Medicaid, or Children’s Health Insurance
Program reimbursement.

Note 2: For more information on 1135 waivers, visit
https://www.cms.gov/about-cms/what-we-do/emergency-
response/how-can-we-help/waivers-flexibilities and
https://www.cms.gov/about-cms/agency-
information/emergency/downloads/consolidated_medicare_ffs_e
mergency_qsas.pdf.

§482.15(c)

(c) Communication plan. The hospital must
develop and maintain an emergency
preparedness communication plan that
complies with Federal, State, and local laws
and must be reviewed and updated at least
every 2 years. The communication plan must
include all of the following:

EM.09.01.01,EP 3

The hospital complies with all applicable federal, state,
and local emergency preparedness laws and
regulations.

EM.12.01.01,EP 1

The hospital has a written all-hazards emergency
operations plan (EOP) with supporting policies and
procedures that provides guidance to staff and
volunteers on actions to take during emergency or

EM.09.01.01,EP 3
The hospital complies with all applicable federal, state, and local
emergency preparedness laws and regulations.

EM.12.01.01,EP 1

The hospital has a written all-hazards emergency operations plan
(EOP) with supporting policies and procedures that provides
guidance to staff and volunteers on actions to take during
emergency or disaster incidents. The EOP and policies and
procedures include, but are not limited to, the following:
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disaster incidents. The EOP and policies and procedures
include, but are not limited to, the following:

- Mobilizing incident command

- Communications plan

- Maintaining, expanding, curtailing, or closing
operations

- Protecting critical systems and infrastructure

- Conserving and/or supplementing resources

- Surge plans (such as flu or pandemic plans)

- Identifying alternate treatment areas or locations

- Sheltering in place

- Evacuating (partial or complete) or relocating services
- Safety and security

- Securing information and records

EM.17.01.01,EP 3

The hospital reviews and makes necessary updates
based on after-action reports or opportunities for
improvement to the following items every two years, or
more frequently if necessary:

- Hazard vulnerability analysis

- Emergency management program

- Emergency operations plan, policies, and procedures
- Communications plan

- Continuity of operations plan

- Education and training program

- Testing program

- Mobilizing incident command

- Communications plan

- Maintaining, expanding, curtailing, or closing operations
- Protecting critical systems and infrastructure

- Conserving and/or supplementing resources

- Surge plans (such as flu or pandemic plans)

- Identifying alternate treatment areas or locations

- Sheltering in place

- Evacuating (partial or complete) or relocating services
- Safety and security

- Securing information and records

EM.17.01.01,EP 3

The hospital reviews and makes necessary updates based on
after-action reports or opportunities for improvement to the
following items every two years, or more frequently if necessary:
- Hazard vulnerability analysis

- Emergency management program

- Emergency operations plan, policies, and procedures

- Communications plan

- Continuity of operations plan

- Education and training program

- Testing program

§482.15(c)(1)

(1) Names and contact information for the
following:

§482.15(c)(1)(i)

(i) Staff.

EM.12.02.01,EP 1

The hospital maintains a contact list of individuals and
entities that are to be notified in response to an
emergency. The list of contacts includes the following:

EM.12.02.01,EP 1

The hospital maintains a contact list of individuals and entities that
are to be notified in response to an emergency. The list of contacts

includes the following:
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- Staff

- Physicians and other licensed practitioners

- Volunteers

- Other health care organizations

- Entities providing services under arrangement,
including suppliers of essential services, equipment,
and supplies

- Relevant community partners (such as fire, police,
localincident command, public health departments)

- Relevant authorities (federal, state, tribal, regional, and
local emergency preparedness staff)

- Other sources of assistance (such as health care
coalitions)

Note: The type of emergency will determine what
organizations/individuals need to be contacted to assist
with the emergency or disaster incident.

- Staff

- Physicians and other licensed practitioners

- Volunteers

- Other health care organizations

- Entities providing services under arrangement, including
suppliers of essential services, equipment, and supplies

- Relevant community partners (such as fire, police, local incident
command, public health departments)

- Relevant authorities (federal, state, tribal, regional, and local
emergency preparedness staff)

- Other sources of assistance (such as health care coalitions)
Note: The type of emergency will determine what
organizations/individuals need to be contacted to assist with the
emergency or disaster incident.

8482.15(c)(1)(ii)

(ii) Entities providing services under
arrangement.

EM.12.02.01,EP 1

The hospital maintains a contact list of individuals and
entities that are to be notified in response to an
emergency. The list of contacts includes the following:
- Staff

- Physicians and other licensed practitioners

- Volunteers

- Other health care organizations

- Entities providing services under arrangement,
including suppliers of essential services, equipment,
and supplies

- Relevant community partners (such as fire, police,
localincident command, public health departments)

- Relevant authorities (federal, state, tribal, regional, and
local emergency preparedness staff)

- Other sources of assistance (such as health care
coalitions)

EM.12.02.01,EP 1

The hospital maintains a contact list of individuals and entities that
are to be notified in response to an emergency. The list of contacts
includes the following:

- Staff

- Physicians and other licensed practitioners

- Volunteers

- Other health care organizations

- Entities providing services under arrangement, including
suppliers of essential services, equipment, and supplies

- Relevant community partners (such as fire, police, local incident
command, public health departments)

- Relevant authorities (federal, state, tribal, regional, and local
emergency preparedness staff)

- Other sources of assistance (such as health care coalitions)
Note: The type of emergency will determine what

© 2025 The Joint Commission

Page 127 of 803




Hospital Crosswalk - Current State Compared to Future State

CoP Requirement

CoP Text

Current EP Mapping

Future EP Mapping

Note: The type of emergency will determine what
organizations/individuals need to be contacted to assist
with the emergency or disaster incident.

organizations/individuals need to be contacted to assist with the
emergency or disaster incident.

§482.15(c)(1)(iii)

(iii) Patients' physicians.

EM.12.02.01,EP 1

The hospital maintains a contact list of individuals and
entities that are to be notified in response to an
emergency. The list of contacts includes the following:

- Staff

- Physicians and other licensed practitioners

- Volunteers

- Other health care organizations

- Entities providing services under arrangement,
including suppliers of essential services, equipment,
and supplies

- Relevant community partners (such as fire, police,
localincident command, public health departments)

- Relevant authorities (federal, state, tribal, regional, and
local emergency preparedness staff)

- Other sources of assistance (such as health care
coalitions)

Note: The type of emergency will determine what
organizations/individuals need to be contacted to assist
with the emergency or disaster incident.

EM.12.02.01,EP 1

The hospital maintains a contact list of individuals and entities that
are to be notified in response to an emergency. The list of contacts
includes the following:

- Staff

- Physicians and other licensed practitioners

- Volunteers

- Other health care organizations

- Entities providing services under arrangement, including
suppliers of essential services, equipment, and supplies

- Relevant community partners (such as fire, police, local incident
command, public health departments)

- Relevant authorities (federal, state, tribal, regional, and local
emergency preparedness staff)

- Other sources of assistance (such as health care coalitions)
Note: The type of emergency will determine what
organizations/individuals need to be contacted to assist with the
emergency or disaster incident.

§482.15(c)(1)(iv)

(iv) Other hospitals and CAHs

EM.12.02.01,EP 1

The hospital maintains a contact list of individuals and
entities that are to be notified in response to an
emergency. The list of contacts includes the following:
- Staff

- Physicians and other licensed practitioners

- Volunteers

- Other health care organizations

- Entities providing services under arrangement,
including suppliers of essential services, equipment,

EM.12.02.01,EP 1

The hospital maintains a contact list of individuals and entities that
are to be notified in response to an emergency. The list of contacts
includes the following:

- Staff

- Physicians and other licensed practitioners

- Volunteers

- Other health care organizations

- Entities providing services under arrangement, including
suppliers of essential services, equipment, and supplies
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and supplies

- Relevant community partners (such as fire, police,
localincident command, public health departments)

- Relevant authorities (federal, state, tribal, regional, and
local emergency preparedness staff)

- Other sources of assistance (such as health care
coalitions)

Note: The type of emergency will determine what
organizations/individuals need to be contacted to assist
with the emergency or disaster incident.

- Relevant community partners (such as fire, police, local incident
command, public health departments)

- Relevant authorities (federal, state, tribal, regional, and local
emergency preparedness staff)

- Other sources of assistance (such as health care coalitions)
Note: The type of emergency will determine what
organizations/individuals need to be contacted to assist with the
emergency or disaster incident.

§482.15(c)(1)(v)

(v) Volunteers.

EM.12.02.01,EP 1

The hospital maintains a contact list of individuals and
entities that are to be notified in response to an
emergency. The list of contacts includes the following:

- Staff

- Physicians and other licensed practitioners

- Volunteers

- Other health care organizations

- Entities providing services under arrangement,
including suppliers of essential services, equipment,
and supplies

- Relevant community partners (such as fire, police,
localincident command, public health departments)

- Relevant authorities (federal, state, tribal, regional, and
local emergency preparedness staff)

- Other sources of assistance (such as health care
coalitions)

Note: The type of emergency will determine what
organizations/individuals need to be contacted to assist
with the emergency or disaster incident.

EM.12.02.01,EP 1

The hospital maintains a contact list of individuals and entities that
are to be notified in response to an emergency. The list of contacts
includes the following:

- Staff

- Physicians and other licensed practitioners

- Volunteers

- Other health care organizations

- Entities providing services under arrangement, including
suppliers of essential services, equipment, and supplies

- Relevant community partners (such as fire, police, local incident
command, public health departments)

- Relevant authorities (federal, state, tribal, regional, and local
emergency preparedness staff)

- Other sources of assistance (such as health care coalitions)
Note: The type of emergency will determine what
organizations/individuals need to be contacted to assist with the
emergency or disaster incident.

§482.15(c)(2)

(2) Contact information for the following:

§482.15(c)(2)(i)

(i) Federal, State, tribal, regional, and local
emergency preparedness staff.

EM.12.02.01,EP 1
The hospital maintains a contact list of individuals and

EM.12.02.01,EP 1
The hospital maintains a contact list of individuals and entities that
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entities that are to be notified in response to an
emergency. The list of contacts includes the following:

- Staff

- Physicians and other licensed practitioners

- Volunteers

- Other health care organizations

- Entities providing services under arrangement,
including suppliers of essential services, equipment,
and supplies

- Relevant community partners (such as fire, police,
localincident command, public health departments)

- Relevant authorities (federal, state, tribal, regional, and
local emergency preparedness staff)

- Other sources of assistance (such as health care
coalitions)

Note: The type of emergency will determine what
organizations/individuals need to be contacted to assist
with the emergency or disaster incident.

are to be notified in response to an emergency. The list of contacts
includes the following:

- Staff

- Physicians and other licensed practitioners

- Volunteers

- Other health care organizations

- Entities providing services under arrangement, including
suppliers of essential services, equipment, and supplies

- Relevant community partners (such as fire, police, local incident
command, public health departments)

- Relevant authorities (federal, state, tribal, regional, and local
emergency preparedness staff)

- Other sources of assistance (such as health care coalitions)
Note: The type of emergency will determine what
organizations/individuals need to be contacted to assist with the
emergency or disaster incident.

8482.15(c)(2)(ii)

(i) Other sources of assistance.

EM.12.02.01,EP 1

The hospital maintains a contact list of individuals and
entities that are to be notified in response to an
emergency. The list of contacts includes the following:
- Staff

- Physicians and other licensed practitioners

- Volunteers

- Other health care organizations

- Entities providing services under arrangement,
including suppliers of essential services, equipment,
and supplies

- Relevant community partners (such as fire, police,
localincident command, public health departments)

- Relevant authorities (federal, state, tribal, regional, and
local emergency preparedness staff)

EM.12.02.01,EP 1

The hospital maintains a contact list of individuals and entities that
are to be notified in response to an emergency. The list of contacts
includes the following:

- Staff

- Physicians and other licensed practitioners

- Volunteers

- Other health care organizations

- Entities providing services under arrangement, including
suppliers of essential services, equipment, and supplies

- Relevant community partners (such as fire, police, local incident
command, public health departments)

- Relevant authorities (federal, state, tribal, regional, and local
emergency preparedness staff)

- Other sources of assistance (such as health care coalitions)
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- Other sources of assistance (such as health care
coalitions)

Note: The type of emergency will determine what
organizations/individuals need to be contacted to assist
with the emergency or disaster incident.

Note: The type of emergency will determine what
organizations/individuals need to be contacted to assist with the
emergency or disaster incident.

§482.15(c)(3)

(3) Primary and alternate means for
communicating with the following:

§482.15(c)(3)(i)

(i) Hospital's staff.

EM.12.02.01,EP 6

The hospital’s communications plan identifies its
primary and alternate means for communicating with
staff and relevant authorities (such as federal, state,
tribal, regional, and local emergency preparedness
staff). The plan includes procedures for the following:
- How and when alternate/backup communication
methods are used

- Verifying that its communications systems are
compatible with those of community partners and
relevant authorities the hospital plans to communicate
with

- Testing the functionality of the hospital’s
alternate/backup communication systems or
equipment

Note: Examples of alternate/backup communication
systems include amateur radios, portable radios, text-
based notifications, cell and satellite phones, and
reverse 911 notification systems.

EM.12.02.01,EP 5

The hospital’s communications plan identifies its primary and
alternate means for communicating with staff and relevant
authorities (such as federal, state, tribal, regional, and local
emergency preparedness staff). The plan includes procedures for
the following:

- How and when alternate/backup communication methods are
used

- Verifying that its communications systems are compatible with
those of community partners and relevant authorities the hospital
plans to communicate with

- Testing the functionality of the hospital’s alternate/backup
communication systems or equipment

Note: Examples of alternate/backup communication systems
include amateur radios, portable radios, text-based notifications,
cell and satellite phones, and reverse 911 notification systems.

§482.15(c)(3)(ii)

(ii) Federal, State, tribal, regional, and local
emergency management agencies.

EM.12.02.01,EP 6

The hospital’s communications plan identifies its
primary and alternate means for communicating with
staff and relevant authorities (such as federal, state,
tribal, regional, and local emergency preparedness
staff). The plan includes procedures for the following:
- How and when alternate/backup communication

EM.12.02.01,EP5

The hospital’s communications plan identifies its primary and
alternate means for communicating with staff and relevant
authorities (such as federal, state, tribal, regional, and local
emergency preparedness staff). The plan includes procedures for
the following:

- How and when alternate/backup communication methods are
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methods are used

- Verifying that its communications systems are
compatible with those of community partners and
relevant authorities the hospital plans to communicate
with

- Testing the functionality of the hospital’s
alternate/backup communication systems or
equipment

Note: Examples of alternate/backup communication
systems include amateur radios, portable radios, text-
based notifications, cell and satellite phones, and
reverse 911 notification systems.

used

- Verifying that its communications systems are compatible with
those of community partners and relevant authorities the hospital
plans to communicate with

- Testing the functionality of the hospital’s alternate/backup
communication systems or equipment

Note: Examples of alternate/backup communication systems
include amateur radios, portable radios, text-based notifications,
cell and satellite phones, and reverse 911 notification systems.

§482.15(c)(4)

(4) A method for sharing information and
medical documentation for patients under
the hospital's care, as necessary, with other
health care providers to maintain the
continuity of care.

EM.12.02.01,EP5

In the event of an emergency or evacuation, the
hospital’s communications plan includes a method for
sharing and/or releasing location information and
medical documentation for patients under the hospital’s
care to the following individuals or entities, in
accordance with law and regulation:

- Patient’s family, representative, or others involved in
the care of the patient

- Disaster relief organizations and relevant authorities
- Other health care providers

Note: Sharing and releasing of patient information is
consistent with 45 CFR 164.510(b)(1)(ii) and (b)(4).

EM.12.02.05,EP 1

The hospital’s plan for providing patient care and clinical
support includes written procedures and arrangements
with other hospitals and providers for how it will share
patient care information and medical documentation
and how it will transfer patients to other health care
facilities to maintain continuity of care.

EM.12.02.01,EP 4

In the event of an emergency or evacuation, the hospital’s
communications plan includes a method for sharing and/or
releasing location information and medical documentation for
patients under the hospital’s care to the following individuals or
entities, in accordance with law and regulation:

- Patient’s family, representative, or others involved in the care of
the patient

- Disaster relief organizations and relevant authorities

- Other health care providers

Note: Sharing and releasing of patient information is consistent
with 45 CFR 164.510(b)(1)(ii) and (b)(4).

EM.12.02.05,EP 1

The hospital’s plan for providing patient care and clinical support
includes written procedures and arrangements with other
hospitals and providers for how it will share patient care
information and medical documentation and how it will transfer
patients to other health care facilities to maintain continuity of
care.
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§482.15(c)(5)

(5) Ameans, in the event of an evacuation, to
release patient information as permitted
under 45 CFR 164.510(b)(1)(ii).

EM.12.02.01,EP5

In the event of an emergency or evacuation, the
hospital’s communications plan includes a method for
sharing and/or releasing location information and
medical documentation for patients under the hospital’s
care to the following individuals or entities, in
accordance with law and regulation:

- Patient’s family, representative, or others involved in
the care of the patient

- Disaster relief organizations and relevant authorities
- Other health care providers

Note: Sharing and releasing of patient information is
consistent with 45 CFR 164.510(b)(1)(ii) and (b)(4).

EM.12.02.01,EP 4

In the event of an emergency or evacuation, the hospital’s
communications plan includes a method for sharing and/or
releasing location information and medical documentation for
patients under the hospital’s care to the following individuals or
entities, in accordance with law and regulation:

- Patient’s family, representative, or others involved in the care of
the patient

- Disaster relief organizations and relevant authorities

- Other health care providers

Note: Sharing and releasing of patient information is consistent
with 45 CFR 164.510(b)(1)(ii) and (b)(4).

§482.15(c)(6)

(6) A means of providing information about
the general condition and location of
patients under the facility's care as
permitted under 45 CFR 164.510(b)(4).

EM.12.02.01,EP5

In the event of an emergency or evacuation, the
hospital’s communications plan includes a method for
sharing and/or releasing location information and
medical documentation for patients under the hospital’s
care to the following individuals or entities, in
accordance with law and regulation:

- Patient’s family, representative, or others involved in
the care of the patient

- Disaster relief organizations and relevant authorities
- Other health care providers

Note: Sharing and releasing of patient information is
consistent with 45 CFR 164.510(b)(1)(ii) and (b)(4).

EM.12.02.01,EP 4

In the event of an emergency or evacuation, the hospital’s
communications plan includes a method for sharing and/or
releasing location information and medical documentation for
patients under the hospital’s care to the following individuals or
entities, in accordance with law and regulation:

- Patient’s family, representative, or others involved in the care of
the patient

- Disaster relief organizations and relevant authorities

- Other health care providers

Note: Sharing and releasing of patient information is consistent
with 45 CFR 164.510(b)(1)(ii) and (b)(4).

§482.15(c)(7)

(7) Ameans of providing information about
the hospital's occupancy, needs, and its
ability to provide assistance, to the authority
having jurisdiction, the Incident Command
Center, or designee.

EM.12.02.01,EP 3

The hospital’s communication plan describes how the
hospital will communicate with and report information
about its organizational needs, available occupancy,
and ability to provide assistance to relevant authorities.
Note: Examples of hospital needs include shortages in
personal protective equipment, staffing shortages,

EM.12.02.01,EP 3

The hospital’s communication plan describes how the hospital will
communicate with and report information about its organizational
needs, available occupancy, and ability to provide assistance to
relevant authorities.

Note: Examples of hospital needs include shortages in personal
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evacuation or transfer of patients, and temporary loss of
part or all organization function.

protective equipment, staffing shortages, evacuation or transfer of
patients, and temporary loss of part or all organization function.

§482.15(d)

(d) Training and testing. The hospital must
develop and maintain an emergency
preparedness training and testing program
thatis based on the emergency plan set forth
in paragraph (a) of this section, risk
assessment at paragraph (a)(1) of this
section, policies and procedures at
paragraph (b) of this section, and the
communication plan at paragraph (c) of this
section. The training and testing program
must be reviewed and updated at least every
2 years.

EM.15.01.01,EP 1

The hospital has a written education and training
program in emergency management thatis based on the
hospital’s prioritized risks identified as part of its hazard
vulnerability analysis, emergency operations plan,
communications plan, and policies and procedures.
Note: If the hospital has developed multiple hazard
vulnerability analyses based on the location of other
services offered, the education and training for those
facilities are specific to their needs.

EM.16.01.01,EP 1

The hospital describes in writing a plan for when and
how it will conduct annual testing of its emergency
operations plan (EOP). The planned exercises are based
on the following:

- Likely emergencies or disaster scenarios

- EOP and policies and procedures

- After-action reports (AAR) and improvement plans

- Six critical areas (communications, staffing, patient
care and clinical support, safety and security, resources
and assets, utilities)

Note 1: The planned exercises should attempt to stress
the limits of its emergency response procedures to
assess how prepared the hospital may be if a real event
or disaster were to occur based on past experiences.
Note 2: An AARis a detailed critical summary or analysis
of an emergency or disaster incident, including both
planned and unplanned events. The report summarizes
what took place during the event, analyzes the actions
taken by participants, and provides areas needing

EM.15.01.01,EP 1

The hospital has a written education and training program in
emergency management thatis based on the hospital’s prioritized
risks identified as part of its hazard vulnerability analysis,
emergency operations plan, communications plan, and policies
and procedures.

Note: If the hospital has developed multiple hazard vulnerability
analyses based on the location of other services offered, the
education and training for those facilities are specific to their
needs.

EM.16.01.01,EP 1

The hospital describes in writing a plan for when and how it will
conduct annual testing of its emergency operations plan (EOP).
The planned exercises are based on the following:

- Likely emergencies or disaster scenarios

- EOP and policies and procedures

- After-action reports (AAR) and improvement plans

- Six critical areas (communications, staffing, patient care and
clinical support, safety and security, resources and assets,
utilities)

Note 1: The planned exercises should attempt to stress the limits
of its emergency response procedures to assess how prepared the
hospital may be if a real event or disaster were to occur based on
past experiences.

Note 2: An AARis a detailed critical summary or analysis of an
emergency or disaster incident, including both planned and
unplanned events. The report summarizes what took place during
the event, analyzes the actions taken by participants, and provides
areas needing improvement.
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improvement.

EM.17.01.01,EP 3

The hospital reviews and makes necessary updates
based on after-action reports or opportunities for
improvement to the following items every two years, or
more frequently if necessary:

- Hazard vulnerability analysis

- Emergency management program

- Emergency operations plan, policies, and procedures
- Communications plan

- Continuity of operations plan

- Education and training program

- Testing program

EM.17.01.01,EP 3

The hospital reviews and makes necessary updates based on
after-action reports or opportunities for improvement to the
following items every two years, or more frequently if necessary:
- Hazard vulnerability analysis

- Emergency management program

- Emergency operations plan, policies, and procedures

- Communications plan

- Continuity of operations plan

- Education and training program

- Testing program

§482.15(d)(1)

(1) Training program. The hospital must do
all of the following:

§482.15(d)(1) i)

(i) Initial training in emergency preparedness
policies and procedures to all new and
existing staff, individuals providing services
under arrangement, and volunteers,
consistent with their expected role.

EM.15.01.01,EP 2

The hospital provides initial education and training in
emergency management to all new and existing staff,
individuals providing services under arrangement, and
volunteers that are consistent with their roles and
responsibilities in an emergency. The initial education
and training include the following:

- Activation and deactivation of the emergency
operations plan

- Communications plan

- Emergency response policies and procedures

- Evacuation, shelter-in-place, lockdown, and surge
procedures

- Where and how to obtain resources and supplies for
emergencies (such as procedure manuals or
equipment)

Documentation is required.

EM.15.01.01,EP 2

The hospital provides initial education and training in emergency
management to all new and existing staff, individuals providing
services under arrangement, and volunteers that are consistent
with their roles and responsibilities in an emergency. The initial
education and training include the following:

- Activation and deactivation of the emergency operations plan

- Communications plan

- Emergency response policies and procedures

- Evacuation, shelter-in-place, lockdown, and surge procedures
- Where and how to obtain resources and supplies for emergencies
(such as procedure manuals or equipment)

Documentation is required.
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§482.15(d)(1)(ii)

(ii) Provide emergency preparedness training
at least every 2 years.

EM.15.01.01,EP 3

The hospital provides ongoing education and training to
all staff, individuals providing services under
arrangement, and volunteers that are consistent with
their roles and responsibilities in an emergency. The
education and training occur at the following times:

- At least every two years

- When roles or responsibilities change

- When there are significant revisions to the emergency
operations plan, policies, and/or procedures

- When procedural changes are made during an
emergency or disaster incident requiring just-in-time
education and training

Documentation is required.

Note 1: Staff demonstrate knowledge of emergency
procedures through participation in drills and exercises,
as well as post-training tests, participation in instructor-
led feedback (for example, questions and answers), or
other methods determined and documented by the
organization.

Note 2: Hospitals are not required to retrain staff on the
entire emergency operations plan but can choose to
provide education and training specific to the new or
revised elements of the emergency management
program.

EM.15.01.01,EP 3

The hospital provides ongoing education and training to all staff,
individuals providing services under arrangement, and volunteers
that are consistent with their roles and responsibilities in an
emergency. The education and training occur at the following
times:

- At least every two years

- When roles or responsibilities change

- When there are significant revisions to the emergency operations
plan, policies, and/or procedures

- When procedural changes are made during an emergency or
disaster incident requiring just-in-time education and training
Documentation is required.

Note 1: Staff demonstrate knowledge of emergency procedures
through participation in drills and exercises, as well as post-
training tests, participation in instructor-led feedback (for
example, questions and answers), or other methods determined
and documented by the organization.

Note 2: Hospitals are not required to retrain staff on the entire
emergency operations plan but can choose to provide education
and training specific to the new or revised elements of the
emergency management program.

§482.15(d)(1)(iii)

(iii) Maintain documentation of the training.

EM.15.01.01,EP 2

The hospital provides initial education and training in
emergency management to all new and existing staff,
individuals providing services under arrangement, and
volunteers that are consistent with their roles and
responsibilities in an emergency. The initial education
and training include the following:

- Activation and deactivation of the emergency

EM.15.01.01, EP 2

The hospital provides initial education and training in emergency
management to all new and existing staff, individuals providing
services under arrangement, and volunteers that are consistent
with their roles and responsibilities in an emergency. The initial
education and training include the following:

- Activation and deactivation of the emergency operations plan

- Communications plan
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operations plan

- Communications plan

- Emergency response policies and procedures

- Evacuation, shelter-in-place, lockdown, and surge
procedures

- Where and how to obtain resources and supplies for
emergencies (such as procedure manuals or
equipment)

Documentation is required.

EM.15.01.01,EP 3

The hospital provides ongoing education and training to
all staff, individuals providing services under
arrangement, and volunteers that are consistent with
their roles and responsibilities in an emergency. The
education and training occur at the following times:

- At least every two years

- When roles or responsibilities change

- When there are significant revisions to the emergency
operations plan, policies, and/or procedures

- When procedural changes are made during an
emergency or disaster incident requiring just-in-time
education and training

Documentation is required.

Note 1: Staff demonstrate knowledge of emergency
procedures through participation in drills and exercises,
as well as post-training tests, participation in instructor-
led feedback (for example, questions and answers), or
other methods determined and documented by the
organization.

Note 2: Hospitals are not required to retrain staff on the
entire emergency operations plan but can choose to
provide education and training specific to the new or

- Emergency response policies and procedures

- Evacuation, shelter-in-place, lockdown, and surge procedures

- Where and how to obtain resources and supplies for emergencies
(such as procedure manuals or equipment)

Documentation is required.

EM.15.01.01,EP 3

The hospital provides ongoing education and training to all staff,
individuals providing services under arrangement, and volunteers
that are consistent with their roles and responsibilities in an
emergency. The education and training occur at the following
times:

- At least every two years

- When roles or responsibilities change

- When there are significant revisions to the emergency operations
plan, policies, and/or procedures

- When procedural changes are made during an emergency or
disaster incident requiring just-in-time education and training
Documentation is required.

Note 1: Staff demonstrate knowledge of emergency procedures
through participation in drills and exercises, as well as post-
training tests, participation in instructor-led feedback (for
example, questions and answers), or other methods determined
and documented by the organization.

Note 2: Hospitals are not required to retrain staff on the entire
emergency operations plan but can choose to provide education
and training specific to the new or revised elements of the
emergency management program.
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revised elements of the emergency management
program.

§482.15(d)(1)(iv)

(iv) Demonstrate staff knowledge of
emergency procedures.

EM.15.01.01,EP 2

The hospital provides initial education and training in
emergency management to all new and existing staff,
individuals providing services under arrangement, and
volunteers that are consistent with their roles and
responsibilities in an emergency. The initial education
and training include the following:

- Activation and deactivation of the emergency
operations plan

- Communications plan

- Emergency response policies and procedures

- Evacuation, shelter-in-place, lockdown, and surge
procedures

- Where and how to obtain resources and supplies for
emergencies (such as procedure manuals or
equipment)

Documentation is required.

EM.15.01.01,EP 3

The hospital provides ongoing education and training to
all staff, individuals providing services under
arrangement, and volunteers that are consistent with
their roles and responsibilities in an emergency. The
education and training occur at the following times:

- At least every two years

- When roles or responsibilities change

- When there are significant revisions to the emergency
operations plan, policies, and/or procedures

- When procedural changes are made during an
emergency or disaster incident requiring just-in-time
education and training

EM.15.01.01,EP 2

The hospital provides initial education and training in emergency
management to all new and existing staff, individuals providing
services under arrangement, and volunteers that are consistent
with their roles and responsibilities in an emergency. The initial
education and training include the following:

- Activation and deactivation of the emergency operations plan

- Communications plan

- Emergency response policies and procedures

- Evacuation, shelter-in-place, lockdown, and surge procedures
- Where and how to obtain resources and supplies for emergencies
(such as procedure manuals or equipment)

Documentation is required.

EM.15.01.01,EP 3

The hospital provides ongoing education and training to all staff,
individuals providing services under arrangement, and volunteers
that are consistent with their roles and responsibilities in an
emergency. The education and training occur at the following
times:

- At least every two years

- When roles or responsibilities change

- When there are significant revisions to the emergency operations
plan, policies, and/or procedures

- When procedural changes are made during an emergency or
disaster incident requiring just-in-time education and training
Documentation is required.

Note 1: Staff demonstrate knowledge of emergency procedures
through participation in drills and exercises, as well as post-
training tests, participation in instructor-led feedback (for
example, questions and answers), or other methods determined
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Documentation is required.

Note 1: Staff demonstrate knowledge of emergency
procedures through participation in drills and exercises,
as well as post-training tests, participation in instructor-
led feedback (for example, questions and answers), or
other methods determined and documented by the
organization.

Note 2: Hospitals are not required to retrain staff on the
entire emergency operations plan but can choose to
provide education and training specific to the new or
revised elements of the emergency management
program.

and documented by the organization.

Note 2: Hospitals are not required to retrain staff on the entire
emergency operations plan but can choose to provide education
and training specific to the new or revised elements of the
emergency management program.

§482.15(d)(1)(v)

(v) If the emergency preparedness policies
and procedures are significantly updated,
the hospital must conduct training on the
updated policies and procedures.

EM.15.01.01,EP 3

The hospital provides ongoing education and training to
all staff, individuals providing services under
arrangement, and volunteers that are consistent with
their roles and responsibilities in an emergency. The
education and training occur at the following times:

- At least every two years

- When roles or responsibilities change

- When there are significant revisions to the emergency
operations plan, policies, and/or procedures

- When procedural changes are made during an
emergency or disaster incident requiring just-in-time
education and training

Documentation is required.

Note 1: Staff demonstrate knowledge of emergency
procedures through participation in drills and exercises,
as well as post-training tests, participation in instructor-
led feedback (for example, questions and answers), or
other methods determined and documented by the
organization.

Note 2: Hospitals are not required to retrain staff on the

EM.15.01.01,EP 3

The hospital provides ongoing education and training to all staff,
individuals providing services under arrangement, and volunteers
that are consistent with their roles and responsibilities in an
emergency. The education and training occur at the following
times:

- At least every two years

- When roles or responsibilities change

- When there are significant revisions to the emergency operations
plan, policies, and/or procedures

- When procedural changes are made during an emergency or
disaster incident requiring just-in-time education and training
Documentation is required.

Note 1: Staff demonstrate knowledge of emergency procedures
through participation in drills and exercises, as well as post-
training tests, participation in instructor-led feedback (for
example, questions and answers), or other methods determined
and documented by the organization.

Note 2: Hospitals are not required to retrain staff on the entire
emergency operations plan but can choose to provide education
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entire emergency operations plan but can choose to
provide education and training specific to the new or
revised elements of the emergency management
program.

and training specific to the new or revised elements of the
emergency management program.

§482.15(d)(2)

(2) Testing. The hospital must conduct
exercises to test the emergency plan at least
twice per year. The hospital must do all of the
following:

EM.16.01.01,EP 2
The hospital is required to conduct two exercises per
year to test the emergency operations plan.
- One of the annual exercises must consist of an
operations-based exercise as follows:

- Full-scale, community-based exercise; or

- Functional, facility-based exercise when a
community-based exercise is not possible
- The other annual exercise must consist of either an
operations-based or discussion-based exercise as
follows:

- Full-scale, community-based exercise; or

- Functional, facility-based exercise; or

- Mock disaster drill; or

- Tabletop, seminar, or workshop thatis led by a
facilitator and includes a group discussion using
narrated, clinically relevant emergency scenarios and a
set of problem statements, directed messages, or
prepared questions designed to challenge an
emergency plan.
Exercises and actual emergency or disaster incidents
are documented (after-action reports).
Note 1: The hospital would be exempt from conducting
its next annual operations-based exercise if it
experiences an actual emergency or disaster incident
(discussion-based exercises are excluded from
exemption). An exemption only applies if the hospital
provides documentation that it activated its emergency
operations plan.

EM.16.01.01,EP 2
The hospitalis required to conduct two exercises per year to test
the emergency operations plan.
- One of the annual exercises must consist of an operations-based
exercise as follows:

- Full-scale, community-based exercise; or

- Functional, facility-based exercise when a community-based
exercise is not possible
- The other annual exercise must consist of either an operations-
based or discussion-based exercise as follows:

- Full-scale, community-based exercise; or

- Functional, facility-based exercise; or

- Mock disaster drill; or

- Tabletop, seminar, or workshop that is led by a facilitator and
includes a group discussion using narrated, clinically relevant
emergency scenarios and a set of problem statements, directed
messages, or prepared questions designed to challenge an
emergency plan.
Exercises and actual emergency or disaster incidents are
documented (after-action reports).
Note 1: The hospital would be exempt from conducting its next
annual operations-based exercise if it experiences an actual
emergency or disaster incident (discussion-based exercises are
excluded from exemption). An exemption only applies if the
hospital provides documentation that it activated its emergency
operations plan.
Note 2: See the Glossary for the definitions of operations-based
and discussion-based exercises.
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Note 2: See the Glossary for the definitions of
operations-based and discussion-based exercises.

§482.15(d)(2)(i)

(i) Participate in an annual full-scale exercise
thatis community-based; or

EM.16.01.01,EP 2
The hospital is required to conduct two exercises per
year to test the emergency operations plan.
- One of the annual exercises must consist of an
operations-based exercise as follows:

- Full-scale, community-based exercise; or

- Functional, facility-based exercise when a
community-based exercise is not possible
- The other annual exercise must consist of either an
operations-based or discussion-based exercise as
follows:

- Full-scale, community-based exercise; or

- Functional, facility-based exercise; or

- Mock disaster drill; or

- Tabletop, seminar, or workshop thatis led by a
facilitator and includes a group discussion using
narrated, clinically relevant emergency scenarios and a
set of problem statements, directed messages, or
prepared questions designed to challenge an
emergency plan.
Exercises and actual emergency or disaster incidents
are documented (after-action reports).
Note 1: The hospital would be exempt from conducting
its next annual operations-based exercise if it
experiences an actual emergency or disaster incident
(discussion-based exercises are excluded from
exemption). An exemption only applies if the hospital
provides documentation that it activated its emergency
operations plan.
Note 2: See the Glossary for the definitions of
operations-based and discussion-based exercises.

EM.16.01.01,EP 2
The hospitalis required to conduct two exercises per year to test
the emergency operations plan.
- One of the annual exercises must consist of an operations-based
exercise as follows:

- Full-scale, community-based exercise; or

- Functional, facility-based exercise when a community-based
exercise is not possible
- The other annual exercise must consist of either an operations-
based or discussion-based exercise as follows:

- Full-scale, community-based exercise; or

- Functional, facility-based exercise; or

- Mock disaster drill; or

- Tabletop, seminar, or workshop that is led by a facilitator and
includes a group discussion using narrated, clinically relevant
emergency scenarios and a set of problem statements, directed
messages, or prepared questions designed to challenge an
emergency plan.
Exercises and actual emergency or disaster incidents are
documented (after-action reports).
Note 1: The hospital would be exempt from conducting its next
annual operations-based exercise if it experiences an actual
emergency or disaster incident (discussion-based exercises are
excluded from exemption). An exemption only applies if the
hospital provides documentation that it activated its emergency
operations plan.
Note 2: See the Glossary for the definitions of operations-based
and discussion-based exercises.

© 2025 The Joint Commission

Page 141 of 803




Hospital Crosswalk - Current State Compared to Future State

CoP Requirement

CoP Text

Current EP Mapping

Future EP Mapping

§482.15(d)(2)(i)(A)

(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise; or.

EM.16.01.01,EP 2
The hospital is required to conduct two exercises per
year to test the emergency operations plan.
- One of the annual exercises must consist of an
operations-based exercise as follows:

- Full-scale, community-based exercise; or

- Functional, facility-based exercise when a
community-based exercise is not possible
- The other annual exercise must consist of either an
operations-based or discussion-based exercise as
follows:

- Full-scale, community-based exercise; or

- Functional, facility-based exercise; or

- Mock disaster drill; or

- Tabletop, seminar, or workshop that is led by a
facilitator and includes a group discussion using
narrated, clinically relevant emergency scenarios and a
set of problem statements, directed messages, or
prepared questions designed to challenge an
emergency plan.
Exercises and actual emergency or disaster incidents
are documented (after-action reports).
Note 1: The hospital would be exempt from conducting
its next annual operations-based exercise if it
experiences an actual emergency or disaster incident
(discussion-based exercises are excluded from
exemption). An exemption only applies if the hospital
provides documentation that it activated its emergency
operations plan.
Note 2: See the Glossary for the definitions of
operations-based and discussion-based exercises.

EM.16.01.01,EP 2
The hospitalis required to conduct two exercises per year to test
the emergency operations plan.
- One of the annual exercises must consist of an operations-based
exercise as follows:

- Full-scale, community-based exercise; or

- Functional, facility-based exercise when a community-based
exercise is not possible
- The other annual exercise must consist of either an operations-
based or discussion-based exercise as follows:

- Full-scale, community-based exercise; or

- Functional, facility-based exercise; or

- Mock disaster drill; or

- Tabletop, seminar, or workshop that is led by a facilitator and
includes a group discussion using narrated, clinically relevant
emergency scenarios and a set of problem statements, directed
messages, or prepared questions designed to challenge an
emergency plan.
Exercises and actual emergency or disaster incidents are
documented (after-action reports).
Note 1: The hospital would be exempt from conducting its next
annual operations-based exercise if it experiences an actual
emergency or disaster incident (discussion-based exercises are
excluded from exemption). An exemption only applies if the
hospital provides documentation that it activated its emergency
operations plan.
Note 2: See the Glossary for the definitions of operations-based
and discussion-based exercises.

§482.15(d)(2)(i)(B)

(B) If the hospital experiences an actual
natural or man-made emergency that

EM.16.01.01, EP 2
The hospitalis required to conduct two exercises per

EM.16.01.01, EP 2
The hospitalis required to conduct two exercises per year to test
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requires activation of the emergency plan,
the hospital is exempt from engaging in its
next required fullscale community-based
exercise or individual, facility-based
functional exercise following the onset of the
emergency event.

year to test the emergency operations plan.
- One of the annual exercises must consist of an
operations-based exercise as follows:

- Full-scale, community-based exercise; or

- Functional, facility-based exercise when a
community-based exercise is not possible
- The other annual exercise must consist of either an
operations-based or discussion-based exercise as
follows:

- Full-scale, community-based exercise; or

- Functional, facility-based exercise; or

- Mock disaster drill; or

- Tabletop, seminar, or workshop thatis led by a
facilitator and includes a group discussion using
narrated, clinically relevant emergency scenarios and a
set of problem statements, directed messages, or
prepared questions designed to challenge an
emergency plan.
Exercises and actual emergency or disaster incidents
are documented (after-action reports).
Note 1: The hospital would be exempt from conducting
its next annual operations-based exercise if it
experiences an actual emergency or disaster incident
(discussion-based exercises are excluded from
exemption). An exemption only applies if the hospital
provides documentation that it activated its emergency
operations plan.
Note 2: See the Glossary for the definitions of
operations-based and discussion-based exercises.

the emergency operations plan.
- One of the annual exercises must consist of an operations-based
exercise as follows:

- Full-scale, community-based exercise; or

- Functional, facility-based exercise when a community-based
exercise is not possible
- The other annual exercise must consist of either an operations-
based or discussion-based exercise as follows:

- Full-scale, community-based exercise; or

- Functional, facility-based exercise; or

- Mock disaster drill; or

- Tabletop, seminar, or workshop that is led by a facilitator and
includes a group discussion using narrated, clinically relevant
emergency scenarios and a set of problem statements, directed
messages, or prepared questions designed to challenge an
emergency plan.
Exercises and actual emergency or disaster incidents are
documented (after-action reports).
Note 1: The hospital would be exempt from conducting its next
annual operations-based exercise if it experiences an actual
emergency or disaster incident (discussion-based exercises are
excluded from exemption). An exemption only applies if the
hospital provides documentation that it activated its emergency
operations plan.
Note 2: See the Glossary for the definitions of operations-based
and discussion-based exercises.

§482.15(d)(2)(ii)

(ii) Conduct an additional exercise that may
include, but is not limited to the following:
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§482.15(d)(2)(ii)(A)

(A) A second full-scale exercise that is
community-based or an individual, facility-
based functional exercise; or

EM.16.01.01,EP 2
The hospital is required to conduct two exercises per
year to test the emergency operations plan.
- One of the annual exercises must consist of an
operations-based exercise as follows:

- Full-scale, community-based exercise; or

- Functional, facility-based exercise when a
community-based exercise is not possible
- The other annual exercise must consist of either an
operations-based or discussion-based exercise as
follows:

- Full-scale, community-based exercise; or

- Functional, facility-based exercise; or

- Mock disaster drill; or

- Tabletop, seminar, or workshop that is led by a
facilitator and includes a group discussion using
narrated, clinically relevant emergency scenarios and a
set of problem statements, directed messages, or
prepared questions designed to challenge an
emergency plan.
Exercises and actual emergency or disaster incidents
are documented (after-action reports).
Note 1: The hospital would be exempt from conducting
its next annual operations-based exercise if it
experiences an actual emergency or disaster incident
(discussion-based exercises are excluded from
exemption). An exemption only applies if the hospital
provides documentation that it activated its emergency
operations plan.
Note 2: See the Glossary for the definitions of
operations-based and discussion-based exercises.

EM.16.01.01,EP 2
The hospitalis required to conduct two exercises per year to test
the emergency operations plan.
- One of the annual exercises must consist of an operations-based
exercise as follows:

- Full-scale, community-based exercise; or

- Functional, facility-based exercise when a community-based
exercise is not possible
- The other annual exercise must consist of either an operations-
based or discussion-based exercise as follows:

- Full-scale, community-based exercise; or

- Functional, facility-based exercise; or

- Mock disaster drill; or

- Tabletop, seminar, or workshop that is led by a facilitator and
includes a group discussion using narrated, clinically relevant
emergency scenarios and a set of problem statements, directed
messages, or prepared questions designed to challenge an
emergency plan.
Exercises and actual emergency or disaster incidents are
documented (after-action reports).
Note 1: The hospital would be exempt from conducting its next
annual operations-based exercise if it experiences an actual
emergency or disaster incident (discussion-based exercises are
excluded from exemption). An exemption only applies if the
hospital provides documentation that it activated its emergency
operations plan.
Note 2: See the Glossary for the definitions of operations-based
and discussion-based exercises.

§482.15(d)(2)(ii)(B)

(B) Amock disaster drill; or

EM.16.01.01, EP 2
The hospitalis required to conduct two exercises per

EM.16.01.01, EP 2
The hospitalis required to conduct two exercises per year to test
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year to test the emergency operations plan.
- One of the annual exercises must consist of an
operations-based exercise as follows:

- Full-scale, community-based exercise; or

- Functional, facility-based exercise when a
community-based exercise is not possible
- The other annual exercise must consist of either an
operations-based or discussion-based exercise as
follows:

- Full-scale, community-based exercise; or

- Functional, facility-based exercise; or

- Mock disaster drill; or

- Tabletop, seminar, or workshop thatis led by a
facilitator and includes a group discussion using
narrated, clinically relevant emergency scenarios and a
set of problem statements, directed messages, or
prepared questions designed to challenge an
emergency plan.
Exercises and actual emergency or disaster incidents
are documented (after-action reports).
Note 1: The hospital would be exempt from conducting
its next annual operations-based exercise if it
experiences an actual emergency or disaster incident
(discussion-based exercises are excluded from
exemption). An exemption only applies if the hospital
provides documentation that it activated its emergency
operations plan.
Note 2: See the Glossary for the definitions of
operations-based and discussion-based exercises.

the emergency operations plan.
- One of the annual exercises must consist of an operations-based
exercise as follows:

- Full-scale, community-based exercise; or

- Functional, facility-based exercise when a community-based
exercise is not possible
- The other annual exercise must consist of either an operations-
based or discussion-based exercise as follows:

- Full-scale, community-based exercise; or

- Functional, facility-based exercise; or

- Mock disaster drill; or

- Tabletop, seminar, or workshop that is led by a facilitator and
includes a group discussion using narrated, clinically relevant
emergency scenarios and a set of problem statements, directed
messages, or prepared questions designed to challenge an
emergency plan.
Exercises and actual emergency or disaster incidents are
documented (after-action reports).
Note 1: The hospital would be exempt from conducting its next
annual operations-based exercise if it experiences an actual
emergency or disaster incident (discussion-based exercises are
excluded from exemption). An exemption only applies if the
hospital provides documentation that it activated its emergency
operations plan.
Note 2: See the Glossary for the definitions of operations-based
and discussion-based exercises.

§482.15(d)(2)(ii)(C)

(C) Atabletop exercise or workshop that
includes a group discussion led by a
facilitator, using a narrated, clinically-
relevant emergency scenario, and a set of

EM.16.01.01,EP 2

The hospitalis required to conduct two exercises per
year to test the emergency operations plan.

- One of the annual exercises must consist of an

EM.16.01.01,EP 2

The hospitalis required to conduct two exercises per year to test
the emergency operations plan.

- One of the annual exercises must consist of an operations-based
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problem statements, directed messages, or | operations-based exercise as follows: exercise as follows:
prepared questions designed to challenge an - Full-scale, community-based exercise; or - Full-scale, community-based exercise; or
emergency plan. - Functional, facility-based exercise when a - Functional, facility-based exercise when a community-based
community-based exercise is not possible exercise is not possible
- The other annual exercise must consist of either an - The other annual exercise must consist of either an operations-
operations-based or discussion-based exercise as based or discussion-based exercise as follows:
follows: - Full-scale, community-based exercise; or
- Full-scale, community-based exercise; or - Functional, facility-based exercise; or
- Functional, facility-based exercise; or - Mock disaster drill; or
- Mock disaster drill; or - Tabletop, seminar, or workshop that is led by a facilitator and
- Tabletop, seminar, or workshop thatis led by a includes a group discussion using narrated, clinically relevant
facilitator and includes a group discussion using emergency scenarios and a set of problem statements, directed
narrated, clinically relevant emergency scenarios anda | messages, or prepared questions designed to challenge an
set of problem statements, directed messages, or emergency plan.
prepared questions designed to challenge an Exercises and actual emergency or disaster incidents are
emergency plan. documented (after-action reports).
Exercises and actual emergency or disaster incidents Note 1: The hospital would be exempt from conducting its next
are documented (after-action reports). annual operations-based exercise if it experiences an actual
Note 1: The hospital would be exempt from conducting emergency or disaster incident (discussion-based exercises are
its next annual operations-based exercise if it excluded from exemption). An exemption only applies if the
experiences an actual emergency or disaster incident hospital provides documentation that it activated its emergency
(discussion-based exercises are excluded from operations plan.
exemption). An exemption only applies if the hospital Note 2: See the Glossary for the definitions of operations-based
provides documentation that it activated its emergency | and discussion-based exercises.
operations plan.
Note 2: See the Glossary for the definitions of
operations-based and discussion-based exercises.
§482.15(d)(2)(iii) (iii) Analyze the hospital's response to and EM.17.01.01,EP1 EM.17.01.01,EP 1
maintain documentation of all drills, The multidisciplinary committee that oversees the The multidisciplinary committee that oversees the emergency
tabletop exercises, and emergency events, emergency management program reviews and management program reviews and evaluates all exercises and
and revise the hospital's emergency plan, as | evaluates all exercises and actual emergency or disaster | actual emergency or disaster incidents. The committee reviews
needed. incidents. The committee reviews after-action reports after-action reports (AARs), identifies opportunities for
(AARs), identifies opportunities for improvement, and improvement, and recommends actions to take to improve the
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recommends actions to take to improve the emergency
management program. The AARs and improvement
plans are documented.

Note 1: The review and evaluation addresses the
effectiveness of its emergency response procedure,
continuity of operations plans (if activated), training and
exercise programs, evacuation procedures, surge
response procedures, and activities related to
communications, resources and assets, security, staff,
utilities, and patients.

Note 2: An AAR provides a detailed critical summary or
analysis of a planned exercise or an actual emergency or
disaster incident. The report summarizes what took
place during the event, analyzes the actions taken by
participants, and provides areas needing improvement.

EM.17.01.01,EP 3

The hospital reviews and makes necessary updates
based on after-action reports or opportunities for
improvement to the following items every two years, or
more frequently if necessary:

- Hazard vulnerability analysis

- Emergency management program

- Emergency operations plan, policies, and procedures
- Communications plan

- Continuity of operations plan

- Education and training program

- Testing program

emergency management program. The AARs and improvement
plans are documented.

Note 1: The review and evaluation addresses the effectiveness of
its emergency response procedure, continuity of operations plans
(if activated), training and exercise programs, evacuation
procedures, surge response procedures, and activities related to
communications, resources and assets, security, staff, utilities,
and patients.

Note 2: An AAR provides a detailed critical summary or analysis of
a planned exercise or an actual emergency or disaster incident.
The report summarizes what took place during the event, analyzes
the actions taken by participants, and provides areas needing
improvement.

EM.17.01.01,EP 3

The hospital reviews and makes necessary updates based on
after-action reports or opportunities for improvement to the
following items every two years, or more frequently if necessary:
- Hazard vulnerability analysis

- Emergency management program

- Emergency operations plan, policies, and procedures

- Communications plan

- Continuity of operations plan

- Education and training program

- Testing program

§482.15(e)

(e) Emergency and standby power systems.
The hospital must implement emergency
and standby power systems based on the
emergency plan set forth in paragraph (a) of
this section and in the policies and

EM.12.02.11,EP1

The hospital’s plan for managing utilities describes in
writing the utility systems that it considers as essential
or critical to provide care, treatment, and services.
Note: Essential or critical utilities to consider may

EM.12.02.11,EP 1

The hospital’s plan for managing utilities describes in writing the
utility systems that it considers as essential or critical to provide
care, treatment, and services.

Note: Essential or critical utilities to consider may include systems
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procedures plan set forth in paragraphs
(b)(2)(i) and (ii) of this section.

include systems for electrical distribution; emergency
power; vertical and horizontal transport; heating,
ventilation, and air conditioning; plumbing and steam
boilers; medical gas; medical/surgical vacuum; and
network or communication systems.

EM.12.02.11,EP 2

The hospital’s plan for managing utilities describes in
writing how it will continue to maintain essential or
critical utility systems if one or more are impacted
during an emergency or disaster incident.

EM.12.02.11,EP 3

The hospital’s plan for managing utilities describes in
writing alternative means for providing essential or
critical utilities, such as water supply, emergency power
supply systems, fuel storage tanks, and emergency
generators.

for electrical distribution; emergency power; vertical and
horizontal transport; heating, ventilation, and air conditioning;
plumbing and steam boilers; medical gas; medical/surgical
vacuum; and network or communication systems.

EM.12.02.11,EP 2

The hospital’s plan for managing utilities describes in writing how it
will continue to maintain essential or critical utility systems if one
or more are impacted during an emergency or disaster incident.

EM.12.02.11,EP 3

The hospital’s plan for managing utilities describes in writing
alternative means for providing essential or critical utilities, such
as water supply, emergency power supply systems, fuel storage
tanks, and emergency generators.

§482.15(e)(1)

(1) Emergency generator location. The
generator must be located in accordance
with the location requirements found in the
Health Care Facilities Code (NFPA 99 and
Tentative Interim Amendments TIA 12-2, TIA
12-3,TIA12-4,TIA 12-5, and TIA 12-6), Life
Safety Code (NFPA 101 and Tentative Interim
Amendments TIA 12-1, TIA 12-2, TIA 12-3,
and TIA 12-4), and NFPA 110, when a new
structure is built or when an existing
structure or building is renovated.

EC.01.01.01,EP 12

The hospital complies with the 2012 edition of NFPA 99:
Health Care Facilities Code, including Tentative Interim
Amendments (TIA) 12-2, 12-3, 12-4, 12-5, and 12-6.
Chapters 7, 8, 12, and 13 of the Health Care Facilities
Code do not apply.

EC.02.05.07, EP 11

The hospital meets all other emergency power system
requirements found in NFPA 99-2012 Health Care
Facilities Code, NFPA 110-2010 Standard for Emergency
and Standby Power Systems, and NFPA 101-2012 Life
Safety Code requirements.

LS.01.01.01,EP 8

PE.03.01.01,EP 3

The hospital meets the applicable provisions of the Life Safety
Code (NFPA 101-2012 and Tentative Interim Amendments [TIA] 12-
1,12-2,12-3, and 12-4).

Note 1: Outpatient surgical departments meet the provisions
applicable to ambulatory health care occupancies, regardless of
the number of patients served.

Note 2: For hospitals that use Joint Commission accreditation for
deemed status purposes: The provisions of the Life Safety Code do
not apply in a state where the Centers for Medicare &amp;
Medicaid Services (CMS) finds that a fire and safety code imposed
by state law adequately protects patients in hospitals.

Note 3: For hospitals that use Joint Commission accreditation for
deemed status purposes: In consideration of a recommendation
by the state survey agency or accrediting organization or at the
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The hospital complies with the Life Safety Code (NFPA
101-2012 and Tentative Interim Amendments [TIA] 12-1,
12-2,12-3, and 12-4).

discretion of the Secretary for the US Department of Health &amp;
Human Services, CMS may waive, for periods deemed appropriate,
specific provisions of the Life Safety Code, which would resultin
unreasonable hardship upon a hospital, but only if the waiver will
not adversely affect the health and safety of the patients.

Note 4: All inspecting activities are documented with the name of
the activity; date of the activity; inventory of devices, equipment, or
other items; required frequency; name and contact information of
person who performed the activity; NFPA standard(s) referenced
for the activity; and results of the activity.

PE.04.01.01,EP 1

The hospital meets the applicable provisions and proceeds in
accordance with the Health Care Facilities Code (NFPA 99-2012
and Tentative Interim Amendments [TIA] 12-2, 12-3, 12-4, 12-5,
and 12-6).

Note 1: Chapters 7, 8, 12, and 13 of the Health Care Facilities
Code do not apply.

Note 2: If application of the Health Care Facilities Code would
result in unreasonable hardship for the hospital, the Centers for
Medicare &amp; Medicaid Services may waive specific provisions
of the Health Care Facilities Code, but only if the waiver does not
adversely affect the health and safety of patients.

Note 3: Allinspecting activities are documented with the name of
the activity; date of the activity; inventory of devices, equipment, or
other items; required frequency; name and contact information of
person who performed the activity; NFPA standard(s) referenced
for the activity; and results of the activity.

PE.04.01.03,EP 3
The hospital meets the emergency power system and generator
requirements found in NFPA 99-2012 Health Care Facilities Code,
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NFPA 110-2010 Standard for Emergency and Standby Power
Systems, and NFPA 101-2012 Life Safety Code requirements.

8482.15(e)(2) (2) Emergency generator inspection and EC.02.05.07,EP 3 PE.04.01.03,EP 3
testing. The hospital mustimplement the The hospital performs a functional test of Level 1 stored | The hospital meets the emergency power system and generator
emergency power system inspection, emergency power supply systems (SEPSS) on a monthly | requirements found in NFPA 99-2012 Health Care Facilities Code,
testing, and maintenance requirements basis and performs a test of Level 2 SEPSS on a NFPA 110-2010 Standard for Emergency and Standby Power
found in the Health Care Facilities Code, quarterly basis. Test duration is for five minutes or as Systems, and NFPA 101-2012 Life Safety Code requirements.
NFPA 110, and Life Safety Code. specified for its class (whichever is less). The hospital

performs an annual test at full load for 60% of the full
duration of its class. The test results and completion
dates are documented.

Note 1: Non-SEPSS battery backup emergency power
systems that the hospital has determined to be critical
for operations during a power failure (for example,
laboratory equipment or electronic health records)
should be properly tested and maintained in accordance
with manufacturers' recommendations.

Note 2: Level 1 SEPSS are intended to automatically
supply illumination or power to critical areas and
equipment essential for safety to human life. Included
are systems that supply emergency power for such
functions as illumination for safe exiting, ventilation
where it is essential to maintain life, fire detection and
alarm systems, public safety communications systems,
and processes where the current interruption would
produce serious life safety or health hazards to patients,
the public, or staff.

Note 3: Class defines the minimum time for which the
SEPSS is designed to operate at its rated load without
being recharged.

Note 4: For additional guidance on operational
inspection and testing, see NFPA 111-2010: 8.4.
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EC.02.05.07,EP 4

Every week, the hospital inspects the emergency power
supply system (EPSS), including all associated
components and batteries. The results and completion
dates of the inspections are documented. (For full text,
referto NFPA 110-2010: 8.3.1; 8.3.3; 8.3.4; 8.3.7; 8.4.1)

EC.02.05.07,EP 5

At least monthly, the hospital tests each emergency
generator beginning with a cold start under load for at
least 30 continuous minutes. The cooldown period is not
part of the 30 continuous minutes. The test results and
completion dates are documented. (For full text, refer to
NFPA99-2012:6.4.4.1)

EC.02.05.07,EP 6

The monthly tests for diesel-powered emergency
generators are conducted with a dynamic load that is at
least 30% of the nameplate rating of the generator or
meets the manufacturer’s recommended prime movers’
exhaust gas temperature. If the hospital does not meet
either the 30% of nameplate rating or the recommended
exhaust gas temperature during any test in EC.02.05.07,
EP 5, then it must test the emergency generator once
every 12 months using supplemental (dynamic or static)
loads of 50% of nameplate rating for 30 minutes,
followed by 75% of nameplate rating for 60 minutes, for
a total of 12 continuous hours. (For full text, refer to
NFPA 99-2012:6.4.4.1)

Note: Tests for non-diesel-powered generators need
only be conducted with available load.

EC.02.05.07,EP 7
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At least monthly, the hospital tests all automatic and
manual transfer switches on the inventory. The test
results and completion dates are documented. (For full
text, refer to NFPA 99-2012:6.4.4.1)

EC.02.05.07,EP 8

At least annually, the hospital tests the fuel quality to
ASTM standards. The test results and completion dates
are documented.

Note: For additional guidance, see NFPA 110-2010:
8.3.8.

EC.02.05.07,EP9

At least once every 36 months, hospitals with a
generator providing emergency power test each
emergency generator for a minimum of 4 continuous
hours. The test results and completion dates are
documented.

Note: For additional guidance, see NFPA 110-2010,
Chapter 8.

EC.02.05.07,EP 10

The 36-month diesel-powered emergency generator test
uses a dynamic or static load that is at least 30% of the
nameplate rating of the generator or meets the
manufacturer’s recommended prime movers' exhaust
gas temperature.

Note 1: Tests for non-diesel-powered generators need
only be conducted with available load.

Note 2: For additional guidance, see NFPA 110-2010,
Chapter 8.

EC.02.05.07,EP 11
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The hospital meets all other emergency power system
requirements found in NFPA 99-2012 Health Care
Facilities Code, NFPA 110-2010 Standard for Emergency
and Standby Power Systems, and NFPA 101-2012 Life
Safety Code requirements.

§482.15(¢e)(3)

(3) Emergency generator fuel. Hospitals that
maintain an onsite fuel source to power
emergency generators must have a plan for
how it will keep emergency power systems
operational during the emergency, unless it
evacuates.

EM.12.02.09,EP 1

The hospital’s plan for managing its resources and
assets describes in writing how it will document, track,
monitor, and locate the following resources (on-site and
off-site inventories) and assets during and after an
emergency or disaster incident:

- Medications and related supplies

- Medical/surgical supplies

- Medical gases including oxygen and supplies

- Potable or bottled water and nutrition

- Non-potable water

- Laboratory equipment and supplies

- Personal protective equipment

- Fuel for operations

- Equipment and nonmedical supplies to sustain
operations

Note: The hospital should be aware of the resources and
assets it has readily available and what resources and
assets may be quickly depleted depending on the type of
emergency or disaster incident.

EM.12.02.09, EP 2

The hospital’s plan for managing its resources and
assets describes in writing how it will obtain, allocate,
mobilize, replenish, and conserve its resources and
assets during and after an emergency or disaster
incident, including the following:

- If part of a health care system, coordinating within the

EM.12.02.09,EP 1

The hospital’s plan for managing its resources and assets
describes in writing how it will document, track, monitor, and
locate the following resources (on-site and off-site inventories)
and assets during and after an emergency or disaster incident:

- Medications and related supplies

- Medical/surgical supplies

- Medical gases, including oxygen and supplies

- Potable or bottled water and nutrition

- Non-potable water

- Laboratory equipment and supplies

- Personal protective equipment

- Fuel for operations

- Equipment and nonmedical supplies to sustain operations
Note: The hospital should be aware of the resources and assets it
has readily available and what resources and assets may be
quickly depleted depending on the type of emergency or disaster
incident.

EM.12.02.09, EP 2

The hospital’s plan for managing its resources and assets
describes in writing how it will obtain, allocate, mobilize,
replenish, and conserve its resources and assets during and after
an emergency or disaster incident, including the following:

- If part of a health care system, coordinating within the system to
request resources

- Coordinating with local supply chains or vendors

- Coordinating with local, state, or federal agencies for additional
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system to request resources

- Coordinating with local supply chains or vendors

- Coordinating with local, state, or federal agencies for
additional resources

- Coordinating with regional health care coalitions for
additional resources

- Managing donations (such as food, water, equipment,
materials)

Note: High priority should be given to resources that are
known to deplete quickly and are extremely competitive
to acquire and replenish (such as fuel, oxygen, personal
protective equipment, ventilators, intravenous fluids,
antiviral and antibiotic medications).

EM.12.02.11,EP 2

The hospital’s plan for managing utilities describes in
writing how it will continue to maintain essential or
critical utility systems if one or more are impacted
during an emergency or disaster incident.

EM.12.02.11,EP 3

The hospital’s plan for managing utilities describes in
writing alternative means for providing essential or
critical utilities, such as water supply, emergency power
supply systems, fuel storage tanks, and emergency
generators.

resources
- Coordinating with regional health care coalitions for additional
resources

- Managing donations (such as food, water, equipment, materials)
Note: High priority should be given to resources that are known to
deplete quickly and are extremely competitive to acquire and
replenish (such as fuel, oxygen, personal protective equipment,
ventilators, intravenous fluids, antiviral and antibiotic
medications).

EM.12.02.11,EP 2

The hospital’s plan for managing utilities describes in writing how it
will continue to maintain essential or critical utility systems if one
or more are impacted during an emergency or disaster incident.

EM.12.02.11,EP 3

The hospital’s plan for managing utilities describes in writing
alternative means for providing essential or critical utilities, such
as water supply, emergency power supply systems, fuel storage
tanks, and emergency generators.

§482.15(f)

(f) Integrated healthcare systems. If a
hospital is part of a healthcare system
consisting of multiple separately certified
healthcare facilities that elects to have a
unified and integrated emergency
preparedness program, the hospital may
choose to participate in the healthcare
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system's coordinated emergency
preparedness program. If elected, the
unified and integrated emergency
preparedness program must--

§482.15()(1)

(1) Demonstrate that each separately
certified facility within the system actively
participated in the development of the
unified and integrated emergency
preparedness program.

EM.09.01.01,EP 2

If the hospital is part of a health care system thathas a
unified and integrated emergency management program
and it chooses to participate in the program, the
following must be demonstrated within the coordinated
emergency management program:

- Each separately certified hospital within the system
actively participates in the development of the unified
and integrated emergency management program

- The program is developed and maintained in a manner
that takes into account each separately certified
hospital’s unique circumstances, patient population,
and services offered

- Each separately certified hospital is capable of actively
using the unified and integrated emergency
management program and is in compliance with the
program

- Documented community-based risk assessment
utilizing an all-hazards approach

- Documented individual, facility-based risk assessment
utilizing an all-hazards approach for each separately
certified hospital within the health care system

- Unified and integrated emergency plan

- Integrated policies and procedures

- Coordinated communication plan

- Training and testing program

EM.09.01.01,EP 2

If the hospital is part of a health care system that has a unified and
integrated emergency management program and it chooses to
participate in the program, the following must be demonstrated
within the coordinated emergency management program:

- Each separately certified hospital within the system actively
participates in the development of the unified and integrated
emergency management progra