Arizona Administrative Register

Notices of Final Rulemaking

NOTICES OF FINAL RULEMAKING

The Administrative Procedure Act requires the publication of the final rules of the state’s agencies. Final rules are those
which have appeared in the Register first as proposed rules and have been through the formal rulemaking process including
approval by the Governor’s Regulatory Review Council or the Attorney General. The Secretary of State shall publish the
notice along with the Preamble and the full text in the next available issue of the Register after the final rules have been sub-
mitted for filing and publication.

NOTICE OF FINAL RULEMAKING

TITLE 9. HEALTH SERVICES

CHAPTER 10. DEPARTMENT OF HEALTH SERVICES
HEALTH CARE INSTITUTIONS: LICENSURE

PREAMBLE
1 SectionsAffected Rulemaking Action
Article 2 Amend
R9-10-201 New Section
R9-10-202 New Section
R9-10-203 New Section
R9-10-204 New Section
R9-10-205 New Section
R9-10-206 New Section
R9-10-207 New Section
R9-10-208 New Section
R9-10-209 New Section
R9-10-210 New Section
R9-10-211 Repeal
R9-10-211 New Section
R9-10-212 Reped
R9-10-212 New Section
R9-10-213 Reped
R9-10-213 New Section
R9-10-214 Repeal
R9-10-214 New Section
R9-10-215 Reped
R9-10-215 New Section
R9-10-216 Reped
R9-10-216 New Section
R9-10-217 Repeal
R9-10-217 New Section
R9-10-218 Reped
R9-10-218 New Section
R9-10-219 Reped
R9-10-219 New Section
R9-10-220 Repeal
R9-10-220 New Section
R9-10-221 Reped
R9-10-221 New Section
R9-10-222 Reped
R9-10-222 New Section
R9-10-223 Repeal
R9-10-223 New Section
R9-10-224 Reped
R9-10-224 New Section
R9-10-225 Reped
R9-10-225 New Section
R9-10-226 Repeal
R9-10-226 New Section
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R9-10-227
R9-10-227
R9-10-228
R9-10-228
R9-10-229
R9-10-229
R9-10-230
R9-10-230
R9-10-231
R9-10-231
R9-10-232
R9-10-233
R9-10-233
Article3

R9-10-311
R9-10-312
R9-10-313
R9-10-314
R9-10-315
R9-10-316
R9-10-317
R9-10-318
R9-10-319
R9-10-320
R9-10-321
R9-10-322
R9-10-323
R9-10-324
R9-10-325
R9-10-326
R9-10-327
R9-10-328
R9-10-329
R9-10-330
R9-10-331
R9-10-332
R9-10-333
Article4

R9-10-411
R9-10-412
R9-10-413
R9-10-414
R9-10-415
R9-10-416
R9-10-417
R9-10-418
R9-10-419
R9-10-420
R9-10-421
R9-10-422
R9-10-423
R9-10-424
R9-10-425
R9-10-426
R9-10-427
R9-10-428
R9-10-429
R9-10-430
R9-10-431
R9-10-432
R9-10-433
R9-10-434
R9-10-435
R9-10-436
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Repeal
New Section
Repeal
New Section
Repeal
New Section
Repeal
New Section
Repeal
New Section
Amend
Repeal
New Section
Repeal
Repeal
Repeal
Repeal
Repeal
Repeal
Repeal
Repeal
Repeal
Reped
Reped
Repeal
Repeal
Repeal
Reped
Reped
Repeal
Repeal
Repeal
Reped
Reped
Repeal
Repeal
Repeal
Reped
Reped
Repeal
Repeal
Reped
Reped
Reped
Repeal
Repeal
Reped
Reped
Reped
Repeal
Repeal
Reped
Reped
Repeal
Repeal
Repeal
Reped
Reped
Repeal
Repeal
Repeal
Reped
Reped
Repeal
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Notices of Final Rulemaking

R9-10-437 Reped
R9-10-438 Reped

The specific authority for the rulemaking, including both the authorizing statutes (general) and the statutes the
rules areimplementing (specific):

Authorizing statutes: A.R.S. 88 36-132(A) and 36-136(F)
Implementing statutes: A.R.S. 88 36-405 and 36-406

Theeffective date of therules:

October 1, 2002

A list of all previous notices appearing in the Register addressing thefinal rule:

Notice of Rulemaking Docket Opening: 7 A.A.R. 1321, March 23, 2001

Notice of Proposed Rulemaking: 7 A.A.R. 4791, October 19, 2001

Notice of Supplemental Proposed Rulemaking: 8 A.A.R. 774, February 22, 2002
Notice of Public Information: 8 A.A.R. 1113, March 15, 2002

The name and address of agency personnel with whom persons may communicate regarding the rulemaking:

Name: Virginia Blair, Team Leader

Address: Department of Health Services, Office of Medical Facilities
1647 E. Morten, Suite 160
Phoenix, AZ 85020

Telephone: (602) 674-4371

Fax: (602) 395-8913

E-mail: vblair@hs.state.az.us

or

Name: Kathleen Phillips, Rules Administrator

Address: Department of Health Services, Office of Administrative Rules

1740 W. Adams, Suite 102
Phoenix, AZ 85007

Telephone: (602) 542-1264
Fax: (602) 364-1150
E-mail: kphilli@hs.state.az.us

An explanation of therule, including the agency’sreasonsfor initiating therule:

A.R.S. § 36-132(A) requires the Arizona Department of Health Services (Department) to license and regulate health
care institutions in Arizona. A.R.S. § 36-405(A) requires the Director of the Department to adopt rules establishing
minimum standards and requirements for the construction, modification and licensure of health care institutions nec-
essary to assure the public health, safety and welfare. It further requires that the standards and requirements relate to
the construction, equipment, sanitation, staffing for medical, nursing, and personal care services, and recordkeeping
pertaining to the administration of medical, nursing, and personal care servicesin accordance with generally accepted
practices of health care. A.R.S. § 36-405 also requires that the Director use the current standards adopted by the Joint
Commission on Accreditation of Hospitals and the Commission on Accreditation of the American Osteopathic Asso-
ciation or those adopted by any recognized accreditation organization approved by the Department as guidelines in
prescribing minimum standards and requirements.

The proposed rules mirror many of the Joint Commission on Accreditation of Healthcare Organizations standards for
hospitals (JCAHO) and the Health Care Financing Administration’s (recently renamed Centers for Medicare and
Medicaid Services or CMS) Medicare Conditions of Participation for hospitals. A hospital rules task force was estab-
lished in July 1999 and met almost monthly for over two yearsto review the draft rules, discussissues, and assist with
the proposed language to ensure that the requirements accurately reflect current hospital standards while maintaining
the Department’s statutory mandate. The result of this collaborative effort is a negotiated proposed rulemaking with
input from individuals representing the hospital community, physicians, nurses, administrators, professional associa-
tions, consumer advocacy groups, insurance industry, state agencies, and the Department. The rules provide hospitals
with flexibility to adapt to the latest advances in medicine and technology. Similar to JCAHO and CM S, the Depart-
ment’s approach in rewriting the rules emphasizes performance and patient outcome rather than process. The Depart-
ment believes that the rulemaking is necessary to provide updated requirements to protect the public health, safety,
and welfare, accurately reflect industry standards, and meet rulemaking requirements.

July 5, 2002 Page 2787 Volume 8, Issue #27



Arizona Administrative Register

I~

(8]

|©

Notices of Final Rulemaking

The proposed rules replace and update current rules by setting forth the Department requirements for application
requirements, quality management, administration, contracted services, personnel, medical staff, nursing services,
patient rights, admission, discharge planning and discharge, transport, transfer, surgical services, anesthesia services,
emergency services, pharmaceutical services, clinical laboratory and pathology services, radiology and diagnostic
imaging services, intensive care services, respiratory care services, perinatal services, pediatric services, rehabilita-
tion services, social services, dietary services, medical records services, infection control, environmental services,
safety management, and physical plant standards. While the current hospital rules are written in three separate Arti-
clesin 9 A.A.C. 10, the proposed rules are written in one Article that sets forth the requirements for general hospitals,
rural general hospitals, and special hospitals.

A reference to any study that the agency relied on in its evaluation of or justification for the proposed rules and
where the public may obtain or review the study, all data underlying each study, any analysis of the study and
other supporting material:

None

A showing of good cause why the rule is necessary to promote a statewide interest if the rule will diminish a

previous grant of authority of a palitical subdivision of this state:

Not applicable

Thesummary of the economic, small business, and consumer impact:

The rulemaking incorporates existing requirements already established in rule, current industry practice, and require-
ments for Medicare certification and JCAHO accreditation. Some provisions within the proposed rules result in addi-
tional costs being imposed on the providers, however, the hospitals benefit by having rules that are consistent with
Medicare and JCAHO. The hospitals will no longer be required to comply with three separate sets of requirements
that are inconsistent. Furthermore, the proposed rules are more clearly written, which reduces ambiguity and, in turn,
reduces Department and hospital personnel time currently spent clarifying existing rules. The retention of require-
ments already established in rule should have little or no economic impact on the hospitals. The economic impact of
requirements or practices that have been in place and are now incorporated in rule will be mitigated to the extent that
those affected have already incorporated these requirements and practices into their general operations. New require-
ments and changes in existing requirements designed to improve the delivery of hospital services and increase the
efficiency of the regulatory process should also have a minimal to moderate economic impact on the hospitals.
Although a new requirement of tuberculosis skin testing for screening medical staff members has been added to the
rules resulting in additional costs to the hospitals, other changes in the ruleswill result in cost savings to the hospitals.
In addition, the proposed rules alow flexibility for individual hospitals to operate efficiently and minimize adminis-
trative burdens on the hospitals. The overall economic impact to the hospitals of the proposed rulemaking is expected
to be minimal to moderate, with the benefits of clear, concise, and updated rules outweighing the costs.

The rules benefit hospitals by providing consistent, accurate, and clear requirements that mirror many JCAHO Stan-
dards and Medicare Conditions of Participation, thus eliminating inconsistencies among the agencies and organiza-
tions that oversee hospital operations. The hospitals also benefit because the rules conform to the outcome-oriented
approach of Medicare and JCAHO that allows extensive hospital internal reviews and the development of hospital
protocols and policies by executives, physicians, and other hospital personnel. Many of the proposed changes to the
rules are current hospital practice and thus the economic impact on hospitalsis minimal. The Department, under con-
tract with the U.S. Department of Health and Human Services, also surveys hospitals for Medicare certification and
investigates complaints directed by Medicare and receives federal dollars accordingly. Therefore, the Department
benefits by rulesthat are consistent with Medicare Conditions of Participation for hospitals.

The Department is requesting a delayed effective date of October 1, 2002, to allow the Department time to train sur-
veyors and hospital personnel, and allow hospitals time to provide internal training, review policies and procedures,
medical staff bylaws, and medical staff regulations for possible revision, and implement new requirements.

10. A description of the changes between the proposed rules, including supplemental notices, and final rules (if

applicable):

A Notice of Rulemaking Docket Opening was published on March 23, 2001. A Notice of Proposed Rulemaking was
published on October 19, 2001. The Department held oral proceedings on the proposed rules on December 4, 5, and
6, 2001, and received a number of written and oral comments. The Department made changes to address these com-
ments and published a Notice of Supplemental Proposed Rulemaking on February 22, 2002. The Department held an
oral proceeding on the supplemental proposed rules on March 27, 2002. The Department received no comments in
response to the supplemental proposed rules. The Department has made technical and grammatical changes to the
rules based on comments received from the Governor’s Regulatory Review Council’s staff. The Notice of Supple-
mental Proposed Rulemaking contained the following changes:

R9-10-201 Definitions

#9 assessment: The Department received a number of comments expressing concern that the definition did not
include nursing services. The Department clarified the definition by substituting the term “hospital services’ for
“medical services’. Hospital services are defined in the proposed rules and include medical services, nursing services
and health-related services. The statutory definition of “medical services’ includes any medical care provided at the
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direction of aphysician by physicians, nurses, and other professional and technical personnel. The rule has been mod-
ified for clarification purposes.

#16 certified registered nurse anesthetist: The Department received comments from the Arizona State Board of Nurs-
ing and the Arizona Association of Nurse Anesthetists requesting that the term “ certified registered nurse anesthetist”
be changed to “nurse anesthetist” with a modified definition to more accurately reflect current industry practice. The
Department has changed the term to “nurse anesthetist” and changed the definition to “a registered nurse who meets
the requirements of A.R.S. § 32-1661 and who has been granted clinical privileges to administer anesthesia.” A hos-
pital has criteria established for granting clinical privilegesto the different types of allied health practitioners.

#40 environmental services: The Department received comments expressing the concern that the definition is ambig-
uous. The definition contained the language, “other than medical services, nursing services and health-related ser-
vices,” which is unnecessary. The Department has rewritten the definition and removed the exclusions so that the
definition is more clear and understandabl e.

#43 general anesthesia: The Department has deleted this definition because the rules no longer use the term “general
anesthesia” following the changes made to R9-10-215, “ Anesthesia Services’, in this supplemental notice.

#51 inpatient: The Department has clarified the definition by replacing the word “and” with the word “or” between
the two requirements to reflect that either one of the requirements must be met for an individual to be classified as an
inpatient. The Department also made a clarification to part (b) of this definition by changing “Is anticipated to receive
hospital servicesfor 24 consecutive hours or more” to “ Receives hospital services for 24 consecutive hours or more.”
What may be anticipated is not the issue. Once an individual receives hospital services for 24 hours, the individual
becomes classified as an inpatient.

#53 intensive care services: The Department received a number of comments expressing concern that the definition
did not include nursing services. The Department clarified the definition by substituting the term “hospital services’
for “medical services’. Hospital services are defined in the proposed rules and include medical services, nursing ser-
vices and health-related services. The statutory definition of “medical services’ includes any medical care provided at
the direction of a physician by physicians, nurses, and other professional and technical personnel. The rule has been
modified for clarification purposes.

#64 nurse: The Department has changed the definition by deleting the word “licensed” preceding “practical nurse’
for consistency with A.R.S. § 32-1601.

#65 nurse anesthetist: The Department has changed the definition of “certified registered nurse anesthetist” to “nurse
anesthetist” as described above in #16.

#75 outpatient: The Department has clarified the definition by replacing the word “and” with the word “or” between
the two requirements to reflect that either one of the requirements must be met for an individual to be classified as an
outpatient. The Department also made a clarification to part (b) of this definition by changing “Is anticipated to
receive hospital services for less than 24 consecutive hours’ to “Receives hospital services for less than 24 consecu-
tive hours.” What may be anticipated is not the issue. An individual who has received hospita services for less than
24 hours may be classified as an outpatient.

#78 patient care: The Department has clarified the definition by adding the word “members’ to “medical staff” to
clarify that it isinclusive of all members of the medical staff and not just physicians.

#82 person: The Department has added the phrase “and includes governmental agencies’ to the definition to ensure
the inclusion of governmental agencies. The governmental agencies affected by these rules are aware that they are
required to comply with these rules.

#93 respiratory care services. The Department has changed the definition by replacing the word “therapy” with the
word “care” to make the language consistent with the statutory definition in A.R.S. § 32-3501.

#112 treatment: The Department has made a technical change by eliminating the unnecessary word “to”.
R9-10-206 Per sonnel

R9-10-206(3): The Department received a written comment from a Phoenix hospital administrator informing the
Department that subsection (3) lacked a beginning time-frame in which personnel must provide evidence of freedom
from infectious pulmonary tuberculosis (TB). The current hospital rules require personnel to submit this evidence
prior to employment. The Department inadvertently omitted the phrase “Before the initial date of providing hospital
services or volunteer service,” from subsection (3), which clarifies that personnel must be TB tested before providing
hospital services or volunteer services. The phrase has been added to subsection (3) for clarification.

R9-10-207 M edical Saff

The Department is deleting the term “organized” when used in conjunction with “organized medical staff” as appro-
priate throughout the rulemaking. The term “organized medical staff” is only being used where a particular require-
ment involves the actual organized medical staff asawhole and not individual medical staff members. Deletion of the
term “organized” as applied to the medical staff bylaws and medical staff regulations is for clarification purposes
because the term is unnecessary. In addition, the Department has included language in subsection (B)(1) that provides
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for delayed compliance with the tubercul osis screening requirements for medical staff members. This enables hospi-
talsto align the screening requirements with the medical staff member’s recredentialing, which occurs on a staggered
basis every two years. If these rules become effective October 1, 2002, the date that has been requested by the Ari-
zona Hospital and Healthcare Association and the Department, all hospitals must be in full compliance with the
tubercul osis screening reguirements for medical staff members by October 1, 2003.

R9-10-215 Anesthesia Services

The Department received a written request from the Arizona Association of Nurse Anesthetists to change the lan-
guage in this Section by deleting the word “general” from anesthesia services to ensure that all types of anesthesia
administered in conjunction with surgical services are included in this Section. There are considerable risks to
patients associated with other types of anesthesia such as epidurals and spinals used during surgery. These additional
types of anesthesia should be included in this rule to protect patients and ensure quality services. Additionally, “certi-
fied registered nurse anesthetist” has been changed to “nurse anesthetist” as discussed in R9-10-201, Definitions.

R9-10-216 Emergency Services

The Department made a technical change in subsection (A)(8) because of areferencing error. The chronological log
requirement referenced in subsection (A)(8) is actually contained in subsection (A)(7). In addition, subsection
(A)(8)(b) requiring that the chronological log be maintained by the hospital for 5 years after it is maintained for one
year in the emergency services area, has been changed to 4 years, for atotal of 5 years, which is consistent with fed-
eral requirements.

R9-10-217 Phar maceutical Services

The Department has moved the medication documentation requirements in subsection (13) of the proposed rulemak-
ing to R9-10-228, “Medica Records’, since the rule pertains to the documentation of medication information
required in a patient’s medical record. The information has been listed in both the inpatient and outpatient medical
records requirements, specifically, R9-10-228(C)(2) and (D)(2). In addition, the Department has added a new subsec-
tion (13) that references R9-10-228 for documentation of medication and biological s administered to a patient.

R9-10-220 I ntensive Care Services

The Department received a number of comments about subsection (B)(2) expressing concern that the language in the
proposed rulemaking implied that only a physician could care for a patient receiving intensive care services. Thiswas
not the intent of the rule. Allied health professional's such as nurse practitioners and physician assistants provide ser-
vices to patients receiving intensive care services. The rule has been modified from “a patient admitted for intensive
care servicesis under the care of aphysician” to “a patient admitted for intensive care servicesis personally visited by
a physician at least once every 24 hours’ to ensure that a physician sees the patient at least once a day to direct the
patient’s overall care.

R9-10-223 Pediatric Services

The Department received a comment about subsection (C)(2) requesting that the language mirror the requirement in
(A)(2) for consistency as well as the necessity to protect a hospitalized child. If there is a concern that a child’s par-
ent(s) or guardian spending the night may jeopardize the health and safety of the child, the hospital is not required to
make accommodations for the parent(s) or guardian to stay overnight.

R9-10-228 M edical Records

The Department has modified subsections (C) and (D) as described above in R9-10-217, “ Pharmaceutical Services’,
by transferring the medication documentation requirements to this Section. In addition, references to a “medication
record” have been deleted as the rules do not contain a requirement to establish a separate medication record on a
patient and the term “medication record” is not defined.

R9-10-229 I nfection Control

The Department has modified subsection (4)(a) by replacing the word “as’ with the word “if” to clarify that a risk
assessment may determine the frequency of the tuberculosis screening for personnel. In addition, the Department has
received comments about subsection (5) from the Association for Professionals in Infection Control and Epidemiol-
ogy (APIC), the organization responsible for establishing the standards in infection control, expressing concern that
the rule requiring soiled linens and clothing to be kept in covered containers is inaccurate. The Department has
changed the rule by deleting the covered container requirement and replacing with language that is consistent with
APIC and infection control standards. The Department also received comments from APIC, individuals representing
hospital infection control departments, and the Department’s Infectious Disease Epidemiology Section recommend-
ing the deletion of subsection (7)(a), the requirement to maintain a chronological log of infections. The comments
received informed the Department that maintaining a chronological log of infections was unrealistic and burdensome,
and that hospitals do not document the information in this manner. The Department determined that by deleting (7)(a)
but retaining the language in (7)(b), (c), and (d), the Department is confident that the infection control program will
collect and document the information necessary to properly manage infection control in the hospital setting. The
Department also received a request from its Infectious Disease Epidemiology Section to include the requirement that
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hospitals comply with communicable disease reporting requirements in A.A.C. Title 9, Chapter 6. This language has
been added in a new subsection (B).

R9-10-230 Environmental Services

The Department has added a new subsection (1) that ensures that all individuals working in environmental services
who may be at risk of transmitting pulmonary tuberculosis to patients be tested in accordance with the requirements
in R9-10-206. By definition, these individuals are not included in “ personnel” . Hospitals currently screen all employ-
ees, including environmental service employees, who may be at risk of transmitting pulmonary tuberculosis to
patients. This new requirement clarifies for the hospitals that those environmental services employees who are not at
risk of transmitting pulmonary tuberculosis to patients do not require an annual screening.

R9-10-232 Physical Plant Sandards

The Department has received comments about subsection (A)(4), which prohibits licensed hospital premises from
being leased or used by other persons. Due to the confusion with this rule, the Department has changed the rule by
adding the word “licensed” to “hospital premises’ and making other changes to clarify questions that have been
raised. A hospital may not lease any part of the licensed hospital premise to another person. For example, if a hospital
wishes to lease the sixth floor, it may do so if that part of the hospital premisesis not licensed by the Department as
part of the hospital.

1. A summary of the principal comments and the agency response to them:

The following tables summarize the comments received by the Department in each comment period and provide the
Department’s response to each comment.

A. First Comment Period

Public Comment

ADHS Response

13 commenters expressed concern about mandatory overtimefor
nurses and request that the rules contain language to prohibit
mandatory overtime.

The Department is not making changes in response to this comment.
The Department has no evidence that mandatory overtimeisapublic
health and safety issue in Arizona. The Department’s Assistant Attor-
ney General to the Office of Medical Facilities advised the Department
that the Department has general statutory authority to protect public
health and safety and could include the prohibition of mandatory over-
timeif evidence existsthat it is a public health and safety issue in Ari-
zona. Since the Department has not identified overtime as a health and
safety issue, statutory authority to write rules for thisislimited.
Because evidence has not been presented to show a direct correlation
between mandatory overtime and negative patient outcomes, the
Department will not include language in the proposed rules. It appears
that this may be a nursing issue, employer-employeeissue, or alegisla
tive issue rather than arules issue. The Department has told interested
personsthat if evidenceis provided to warrant further consideration,
the Department will convene a small task force in the near future to
consider theissue and, if necessary, develop a separate rulemaking that
contains language acceptable to al parties involved.

12 commenters expressed opposition to the ICU nurseto patient
ratio of 1:3 in R9-10-220 and asked that the rule be changed to
1:2.

The Department is not making changes in response to this comment.
The Department considered this issue very carefully when drafting the
proposed rules and specificaly theimpact to al types of hospitals. The
requirement for a minimum nurse to patient ratio exists only in the
intensive care service areas. The requirement is unchanged from the
current rules. The nurse to patient ratio does not stand alone as a
requirement but in conjunction with the requirement that hospitals
establish and implement an acuity system to determine the type and
level of nursing care necessary to provide care to meet patient’s needs.
The purpose of determining patient acuities and an acuity plan isto
staff according to patient needs. By utilizing acuities, ICU’s may deter-
mine that the appropriate nurse to patient ratiois 1:1 or even 2:1in
some cases. |n most cases, theimplementation of the acuity system will
establish the ICU nurseto patient ratio at 1:2. General hospitalslocated
in the rural areas may use a 1:3 ratio because the ICU patients in these
settings typically do not require the same level of nursing care that
urban general hospital ICU’s do. Requiring a1:2 ratio in rule would
limit the hospital’s ability to staff based on patient needs.

19 commenters expressed a variety of concerns about nurses’
working conditions in general such as nurses are overworked,
understaffed, have too many patients, are abused by physicians,
and that there is a direct correlation between the working condi-
tions and the nursing shortage.

The Department is not making changes in response to these comments.
The Department does not have jurisdiction to regulate general nursing
working conditions or establish rules to improve the recruitment and
retention of nursesin an effort to resolve the current nursing shortage.
The current nursing shortage is a nationwide problem.
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Letter submitted by the Medical Staff Section Representative of
the AMA supporting provisions of the proposed hospital rules,
specifically, R9-10-207(A), R9-10-203(B), and definition of
“medical staff bylaws”.

The Department appreci ates the support.

Letter from physician commending and supporting the Depart-
ment in its efforts to improve the quality of patient care through
improved hospital regulations. Specifically, the definition of
“medical staff bylaws”; the direct accountability (for patient
care) of the medical staff organization to the governing author-
ity; the essential components of an effective quality management
program and plan in the Quality Management rule R9-10-
204(B).

The Department appreci ates the support.

Letter from Arizona Citizen Action, a coalition concerned with
public policiesthat affect the health and well-being of all Arizo-
nans, supporting the Department’s proposed rules and urging the
Department to finalize sections R9-10-204 Quality Manage-
ment, R9-10-207 Medical Staff, and R9-10-211 Discharge Plan-
ning, as they are proposed.

The Department appreci ates the support.

L etter supporting the proposed rules pertaining to the medical
staff, definition of “medical staff bylaws’, and direct account-
ability of medical staff to the governing authority.

The Department appreci ates the support.

Letter from a hospital Chief of Staff commending and support-
ing the proposed rules; specifically urging the Department to
retain language relating to the medical staff organization's
responsibilities (a) to oversee the quality of its members’ patient
care; (b) to establish a self-governing organization that collabo-
rates with the hospital’s administration and governing authority
in ensuring responsible patient care; and (c) to be directly
accountable to the governing authority for medical staff mem-
bers' performance. This letter specifically supports the defini-
tions of “attending physician”, “medical staff bylaws’, and
“quality management program”, and rules R9-10-203(A)(5), (6),
and (7), R9-10-203(B)(3), R9-10-207(A), and R9-10-204.

The Department appreci ates the support.

The Arizona State Board of Nursing submitted the following
comments:

R9-10-220(B)(2) - The requirement that a patient admitted to
Intensive Care Services be under the care of a physician seems
redundant and could be interpreted to mean that only a physician
can admit patients to these services. R9-10-207(A)(7)(f) already
specifies that an inpatient must have an attending physician. To
further require that patients be under the care of a physician
implies that only a physician may admit patients to intensive
care services. This may be athreat to patient safety and cause
delaysin admitting patients to the |CU when a nurse practitioner
is caring for a hospitalized patient. We would suggest that this
subsection be deleted.

The Department is modifying R9-10-220(B)(2) by changing “under the
care of” to “personally visited by a physician at least once every 24
hours’ sincetheintent is that each patient be seen daily by a physician.
R9-10-207(A)(7)(f) aready requires that each patient have an attend-
ing physician. This change simply clarifies the requirement and avoids
redundancy and misinterpretation. Other licensed practitioners with
appropriate clinical privileges routinely admit and care for patients
requiring Intensive Care Services, however, a physician must see the
patient on adaily basis to direct the patient’s overall care and treat-
ment.

The Arizona State Board of Nursing and the Arizona Associa-
tion of Nurse Anesthetists through DeMenna and Associates
submitted the following comments:

R9-10-215 - Delete references to “genera” anesthesiaand
include all types of anesthesia performed in conjunction with
surgical services as there are considerabl e risks to patients asso-
ciated with other types of anesthesia.

Recommend subsection (1) reads “ Anesthesia services provided
in conjunction with surgical services are provided as an orga-
nized service under the direction of amedical staff member.”

Change references from “certified registered nurse anesthetist”
to “nurse anesthetist” to allow graduates of nurse anesthetist
programs to provide anesthesia services prior to becoming certi-
fied. Continue to allow hospitals to determine the qualifications
of anesthesia providers as part of the credentialing process.
Recommend subsection (3) reads “ An anesthesiologist or a
nurse anesthetist performs, except in an emergency, a pre-anes-
thesia evaluation within 48 hours before anesthesiais adminis-
tered in conjunction with surgical services.”

The Department is modifying R9-10-215(1) to read “ Anesthesia ser-
vices provided in conjunction with surgical services are provided asan
organized service under the direction of amedical staff member.”

The Department is changing references to “certified registered nurse
anesthetist” to “nurse anesthetist”. This changeis less restrictive and
allows the hospitals to grant privileges to the nurse anesthetists as the
hospitals currently do through the credentialing process. Only those
approved by the hospital’s credentialing process will be allowed to
administer anesthesia.
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Define “nurse anesthetist” as “aregistered nurse who meets the
requirements of A.R.S. § 32-1661 and has been granted clinical
privileges to administer anesthesia.”

R9-10-207 use of the term “organized medical staff” whichis
defined in A.R.S. § 36-401(35) creates confusion with the term
“medical staff member”. The confusion created by use of the
two terms, which includes other types of providers, could be
eliminated by using the term “medical staff members’ or “medi-
cal staff” in subsections (A)(1), (A)(2), (A)(3), (A)(4), (A)(5),
(A)(@), (A)(7)(b), and (A)(8).

Use of the term “medical services’ asdefined in A.R.S. § 36-
401(30) implies that physicians are the only health care provid-
ers permitted to provide medical care. This concept is outdated
and not consistent with current practice in hospitals through the
state of Arizona. Specifically problematic isthe use of theterm
in the definition of “order”, “assessment”, and “clinical privi-
leges’. It is requested that the term “medical services’ be elimi-
nated from the proposed rules and a term such as “medical care
and treatment,” which does not have an outdated statutory defi-
nition, be substituted.

The Department is changing the term “certified registered nurse anes-
thetist” to “nurse anesthetist” and modifying the definition as sug-
gested to provide consistency with A.R.S. § 32-1661. The new
definition will read as follows: “means a registered nurse who meets
the requirements of A.R.S. 8 32-1661 and has been granted clinical
privileges to administer anesthesia.”

R9-10-207 — The Department agrees and has deleted the term “orga-
nized” when used in conjunction with “ organized medical staff” as
appropriate throughout this Section and the rules. The term “organized
medical staff” isonly being used where the requirement involves the
organized medical staff asawhole and not individual medical staff
members. Deletion of the term “organized” as applied to the medical
staff bylaws and medical staff regulationsis for clarification purposes
because the term is unnecessary.

The Department is not making changes in response to this comment.
The term “medical services’ asdefined in A.R.S. § 36-401(30) means
the services pertaining to medical care that are performed at the direc-
tion of a physician on behalf of patients by physicians, dentists, nurses
and other professional and technical personnel. We do not believe that
the definition is restrictive and implies that physicians are the only
health care provider permitted to provide medical care. The definition
specifically includes services pertaining to medical care performed at
the direction of a physician by physicians, dentists, nurses and other
professional and technical personnel. A physician is ultimately respon-
siblefor all care provided to apatient in ahospital. Nurse practitioners,
physician assistants, nurses, technicians, etc. are permitted to perform
services within the scope of professional practice at the direction of the
physician. The term “direction” isalso defined in A.R.S. § 36-401(17)
as authoritative policy or procedural guidance. The Department
believesthisis clear and does not limit medical careto physicians. The
Department does agree that the definition is outdated, however, itisa
statutory definition, which would reguire statutory change.

Coppersmith, Gordon, Schermer, Owens & Nelson, PLC sub-
mitted the following comments on behalf of the Arizona Hospi-
tal and Healthcare Association (AzHHA):

Prohibition on mandatory overtime for nurses— AzHHA worked
diligently with the Arizona Nurses Association to resolve staff-
ing issues. Given the enormous variations in staffing arrange-
ments, any language would undoubtedly have the unintended
consequence of prohibiting legitimate staffing arrangements. It
would put the Department in the position of arbitrating what is
acceptable in arapidly changing field already governed by sub-
stantial federal and state employment laws. “Overtime” would
have to be defined. While it is generally thought to be awork
week of forty hours, the application of the prohibition to part-
time personnel and those seeking flexible hours would create
constant ambiguity and regulatory concern. Thisis particularly
troubling when there is no evidence that Arizona hospitals are
engaging in improper overtime arrangements. AzHHA believes
that consideration of such a proposa will result in the lengthy
and unnecessary delay in the publication of final rules.

TB Tedting: AzHHA maintainsits position that the rule does not
fulfill the public hedlth issueit isintended to address and feels
that TB testing for physicians and other licensed professionalsis
such an important public health goal that the appropriate profes-
sional licensing board should require TB testing as a condition
of licensure. Hospitals agree that physicians should be tested for
TB but that it extends beyond the hospital environment. Requir-
ing hospitals to make sure that physicians are tested for TB will
place a substantial financial and administrative burden on the
hospital and will result in duplication of efforts since many phy-
sicians are on the staff of more than one hospital.

Mandatory overtime — The Department is not making changesin
response to comments concerning mandatory overtime. Please see the
Department’s response on page 13.

TB requirement — The Department is not making changes in response
to comments concerning the TB requirements of medical staff.

The existing hospital rules require that hospital personnel be screened
annually for pulmonary tuberculosis (TB). The hospitals provide the
TB skin test to personnel at no charge. Hospitals have not required
medical staff membersto be TB skin tested even though the Center for
Disease Control and Prevention (CDC) recommendsthat al health care
workers, including physicians, be screened annually or according to a
risk assessment.
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R9-10-201(3), Definition of acuity. AzZHHA requested confir-
mation that acuity includes the current widespread use of the
matrix staffing system which is an evidence-based staffing plan
by unit that allows for flexibility to add or delete staff based
upon the acuity of the patient and the skill set of the nurse.
Nationa benchmarking information also is used. What tradition-
ally isknown as “acuity standards’ are no longer used. While
AzHHA believes the matrix staffing system is consistent with
the “acuity plan” asitis broadly defined in the rules, AzZHHA
would like the Department to confirm that fact. If the matrix sys-
tem is not consistent with the present definition of “acuity,”
AzHHA requests the Department to amend the definition to
encompass this widespread practice.

The proposed rule specifically requires that medical staff members be
TB screened. For the purposes of the rulemaking, a medical staff mem-
ber is defined as a physician or other individua who has clinical privi-
legesin ahospital. A number of hospitals recommend that their
medical staff members be TB screened and provide the Mantoux skin
test at no charge, but becauseit is only arecommendation, the hospitals
do not monitor, track, follow-up, or document this information. For
those hospitals that are already providing the TB screening to medical
staff members, there may be a minimal to moderate increase in coststo
test all staff members, but it is estimated that the administrative costs of
monitoring, tracking, and documenting this information on each medi-
cal staff member will result in asubstantial increase in costs to the hos-
pitals. Most hospitals have over 1500 medical staff members. Many
medical staff members have privileges at other hospitals. The non-
medical staff personnel receive written documentation of the TB skin
test result. In an effort to avoid duplication of skin tests for medical
staff members, similar written documentation could be provided to the
medical staff members for distribution to al hospitals where the medi-
cal staff member has clinical privileges. This would decrease the total
number of TB skin tests administered to medical staff members.

The Department does not agree with AzHHA that the appropriate place
to gather evidence of physician TB testing is with the professional
licensing boards. As the agency mandated to ensure the public health
and safety of health care institutions, specifically licensing and regul at-
ing hospitals, the Department believesit is doing what it can within its
authority to prevent the spread of TB by ensuring that all personnel
employed by or providing servicesin ahospital are TB tested, includ-
ing medical staff members.

AzHHA, on behalf of most of Arizona's hospitals, urged the Depart-
ment to consider abiennial requirement of TB testing for medical staff
members instead of an annual requirement because of the estimated
costs and administrative burdens for hospitals. AzZHHA stated that hos-
pitalsindicated that although abiennial requirement would still impose
substantial costs on the hospitals, an annual requirement for hospitals
to track compliance would impose a much greater financial burden on
the hospitals.

After many hours of discussion and negotiation, the Department deter-
mined that hospital personnel would continue to be TB screened every
12 months, as has been the requirement for over 20 years and that the
hospitals would monitor, document, and track TB skin testing for med-
ical staff members on abiennid basisto coincide with the medical staff
members' application for appointment or reappointment to the medical
staff when hospital medical staff offices are already examining physi-
cian credentials. Those medical staff membersidentified by hospital
infection control policies and procedures at an increased risk of expo-
sureto TB will be tested at the frequency determined by those policies
and procedures. These medical staff members determined to be at an
increased risk may be tested every 6 months or every 12 months
depending on the exposure risk and the work the medical staff member

performs.

AzHHA has verbally indicated its satisfaction with this resolution, and
the Department’s TB Control Officeisin agreement with this approach
aswdll.

Definition of acuity — The Department is not making changesin
response to this comment. The Department has explained to AzHHA
that any system or method of determining hospital staffing that usesthe
substantive requirements in the definition of “acuity” in these rules
would be acceptable whether it is called benchmarking, matrix staffing
system, or acuity. The critical component of this requirement isto
ensure that the levels and numbers of nursing staff are based on the
nursing needs of the patients.
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Emergency services, R9-10-216(A)(8) requires hospitalsto keep
achronological log in the emergency services areafor 12
months, and then on the premises for an additional 5 years. To
be consistent with federal EMTALA requirements, which
requires retention for atotal of 5 years, we recommend subsec-
tion (8)(b) be changed to “By the hospital for an additional 4
years.”

Emergency services— The Department is modifying the rule for consis-
tency with federal EMTALA requirements. R9-10-216(A)(8)(b) is
changed to read “by the hospital for an additional 4 years.” Addition-
aly, R9-10-216()(8) contained areferencing error to (A)(8) which
should have been (A)(7) and has now been corrected.

Department of Health Services Bureau of Epidemiology and
Disease Control:

R9-10-229 Infection Control:

Suggest adding arequirement to (2) to report communicable dis-
eases as specified in R9-6-201, R9-6-202, R9-6-203.

Suggest revising (6) to “personnel wash hands or use an alcohol-
based waterless antiseptic
agent...”

Suggest changing (7)(a) requiring “achronological log of infec-
tions’ to “acoordinated process to reduce the risk of endemic
and epidemic nosocomial infectionsin patients and healthcare
workers.” Develop surveillance need depending on patient pop-
ulation and high-risk procedures as approved by the Infection
Control committee.

R9-10-229 Infection Control - Communicable disease reporting — The
Department is changing the rules in response to the Bureau's request.

A new subsection (B) has been added requiring an administrator to
comply with communicabl e disease reporting requirementsin A.A.C.
Title 9, Chapter 6. The addition of this language poses no additional
burden on the hospitals since it isaready in rule.

Alcohol-based waterless anti septic agent — The Department is not mak-
ing changes in response to this request. The rules require that “person-

nel wash hands or use a hand disinfection product”. The Department
would like to leave the requirement broad enough to allow for future
products or the possihility of using other products because of allergies.
Using the recommended language would be restrictive. According to
the Bureau's statement, thisis based on a Center for Disease Control
and Prevention draft guideline that may or may not be implemented.

Chronological log of infections— The Department is modifying the rule
by deleting the requirement in R9-10-229(7)(a) and relettering to con-
form. The Department received many comments from hospital infec-
tion control staff informing the Department that the requirement as
listed would be extremely difficult to comply with, if not impossible.
Hospitals are not currently documenting information in this manner.
The information required in R9-10-229(7)(b),(c), and (d) would
address the information in (a) without requiring an extensive log.

L etter from the Southern Arizona Nurses Coalition concerning
changing 1:3 nurse-patient ratio in ICU to 1:2; add language to
establish maximum number of patients per nursein units other
than 1CU; require the development of statewide acuity standards
by a committee of direct-care nurses; add language prohibiting
floating of nurses unless they have been properly oriented to the
unit in which they are floated to and have demonstrated and
retained the competencies necessary to practice safely on that
unit; insert language mandating that no employee of ahealthcare
facility can be required or forced to work more than a pre-deter-
mined schedule; change definitions of “adult” and “ pediatric” to
specifically define these terms rather than permitting hospitalsto
define these terms; add “and nursing” to the definition of
“assessment”; add “and nursing” and “critically ill” to the defi-
nition of “intensive care services’; insert “medical, nursing,
and” to the definition of “patient”; insert the phrase “ medical,
nursing, and” and “and nursing” to the definition of “patient
care’.

ICU Nurse to patient ratio — The Department is not making changesin
response to this comment. Please see the Department’s response to this
comment on page 15.

Nurse to patient ratiosin other units: The Department is not addressing
specific ratios in any other area of the hospital other than intensive care
services. Therules currently in effect require that each nursing unit be
staffed by at least 1 registered nurse; nursing units with more than 40
patients require an additional registered nurse. With the requirement in
the proposed rules to provide sufficient personnel to meet the patient’s
needs based on the patient’s acuities, an acuity system should be suffi-
cient to determine staffing needs. Some nurses |abel this as al:infinity
staffing ratio. Again, an acuity system determines the staffing neces-
sary to meet patient’s needs. The 1:40 ratio in the current rules adopted
over 20 years ago is outdated and no longer used. Units are not set up
in this manner any longer. It would be difficult for the Department, if
not impossible, to establish staffing ratios in each type of unit.

Statewide acuity standards: The Department is not making changesin
response to this comment. The development of statewide acuity stan-
dards would be atremendous undertaking and a very lengthy process.
In addition, it would not allow hospitals flexibility to meet patients
needs. Units are very diverse, and in theory, acuity standards would
have to be developed for every type of medical condition and conceiv-
able complication.

Prohibit nurses floating to other units. The proposed rules state: “An
administrator shall require that personnel assigned to provide medical

services or nursing services demonstrate competency and proficiency
according to criteria established in hospital policies and procedures.” It
is clear that this requirement would apply to situationswhere anurseis
floated to an unfamiliar areato provide nursing services. Furthermore,
as alicensed professional, a nurse has the responsibility to inform the
supervisor or manager of his or her concerns or inability to float to
other areas because of the lack of proficiency or competency in that
area. The nurse should then document the discussion.

Working more than predetermined schedule: Thisis the mandatory
overtime issue, which is discussed in detail on page 13 of this docu-
ment.
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Definitions of adult and pediatric. The Department is not making
changesin responseto this comment. Theterms“adult” and “ pediatric”
were specifically defined to allow hospitals flexibility. When the task
force discussed thisissue, it was decided to allow hospitals to deter-
mine at what age it would classify patients as pediatric patients or adult
patients because one age limit does not work for al hospitals. Hospitals
classify pediatric patients at varying ages depending on the community,
the location of the hospital, the size or specidty of the hospital, etc.

Add “and nursing” to the definitions of “assessment” and “intensive
care services’: The Department has replaced the term “medical ser-

vices’ with “hospital services’ in both definitionsto clarify that it
includesmedical services, nursing services, and health-rel ated services.

Add “critically ill” to the definition of intensive care services: The
Department is not making changes in response to this comment at this
time. Theterm “critically ill” would require defining in therules. The
Department will consider this for the next hospital rules task force
meetings which are anticipated to begin soon after the current rulemak-
ing is finalized.

Letter from a group of nurses from alocal hospital recommend-
ing the following changes: Include direct care nurses’ input into
regulatory mandates.

R9-10-203 Administration - the term “accountable”’ should be
used in place of the term “responsible”.

R9-10-206(2) Personnel — Add the phrase “in conjunction with
the scope of practice and legal authorization of each practice” at
the end of the sentence.

R9-10-208 Nursing Services — Change one registered nursein
the unit at al times to two registered nursesin the unit at all
times. And change “registered nurse” to “direct-care nurse.”

R9-10-216 Emergency Services— Add subsection (D): “A
patient being held in the ED prior to transfer to the appropriate
in house unit or transfer to the appropriate facility will be cared
for at the nurse-patient ratio designated for the receiving unit.”

R9-10-220 Intensive Care Services — (5): Change the nurseto
patient ratio to 1:2 and require implementation of the acuity plan
required in R9-10-208(C)(3). Add subsection (C): Ratio isto be
maintained at all timesincluding breaks and meal times. (6):
Maintain the ratio at 1:2 at all times and not based on the needs
of the patient.

Direct-care nurse input: The hospital rules task force that was estab-
lished and met monthly for over two years included representation
from the Arizona Nurses A ssociation, the Organization of Nurse Exec-
utives, and a number of other registered nurses. The Department
believed that nursing was well-represented throughout the rulemaking
process, however, the Department has agreed that in the future it would
ensure the inclusion of direct-care nursesin the task force.

R9-10-203 Administration: The Department is changing the term
“responsible’ to “accountable” in response to this comment.

R9-10-206(2) Personnel: The Department is not making a change to
this comment. The recommended phrase is unnecessary because a pro-
fessional license to practice already places limitations on the activities
and scope of practice by law.

R9-10-208 Nursing Services. The Department is not making changes
to these comments. The rulesrequire that there are sufficient personnel
at al times to meet the needs of the patients. Additionally, if thereis
more than one patient in a unit, there must be a registered nurse and
one additional nursing personnel in the unit at al times. Requiring the
second individual to be aregistered nurse would be cost-prohibitive for
many hospitals and unnecessary. Most hospitals have systemsin place
for calling additional RN’s present in the hospital should the need
arise. Hospitals are having difficulty staffing with RN’s because of the
current nursing shortage. During peak periods of the year, hospitals
either close to new admissions or close units because they are unableto
get the RN’s to staff the beds.

“Nurse” or “registered nurse” isthe term that is used throughout the
rules because these terms are used and defined in statutes and rules.

R9-10-216 Emergency Services. The Department is not making
changesin response to this comment. The only nurse to patient ratios
requirement isin intensive care services. The explanation provided
above in response to the comment in R9-10-208 applies to this Section
aswell asthe explanation of acuity system described on pages 13-14 of
this document.

R9-10-220 Intensive Care Services: The Department is not making
changesin response to this comment. Please see the Department’s
response to this comment on pages 13-14 of this document.

Volume 8, Issue #27

Page 2796

July 5, 2002




Arizona Administrative Register

Notices of Final Rulemaking

Change the definitions as follows:

Acuity means the measurement of the severity of patient illness
or injury and the amount and complexity of nursing care
required to meet the needs of the patient. Additionaly, require
the formation of an acuity development committee composed of
amajority of direct-care nursesto formulate an acuity rating sys-
tem.

Assessment means an analysis of a patient’s need for medical
and nursing services within the scope of practice and legal
authorization designated for each practice.

Intensive Care Services means the medical and nursing services
provided to an inpatient who requires the care of specialty
trained direct-care nurses aswell as other personnel as specified
in hospital policy and procedures and as defined in their respec-
tive scope of practice and legal authorization.

Monitor or Monitoring means evaluating a patient’s condition
through the use of direct observation and monitoring equipment
on an intermittent or continuous basis.

Patient means an individual receiving medical, nursing and other
health related and/or preventative services, or who is under treat-
ment or observation for illness, injury or care during pregnancy.
Patient care means medical, nursing and health-related services
provided to a patient including any unlicensed personnel who
assist with simple nursing procedures.

Definitions: The Department is not making the changes to the defini-
tions recommended. The changes are unnecessary or create ambiguity.

The definitions of “patient” and “patient care” include the term “hospi-
tal services’ instead of listing medical, nursing, and health-related ser-
vicesindividually since “hospital services’ already includesthesein
the definition.

R9-10-229(A)(2)(c): The comment concerns Infection Control,
specifically, the TB requirement for medical staff members.
Writer asks why the rules only address amedical staff member
and not employed staff members as well. Recommends wording
the TB risk assessment similar or same as OSHA's which bases
risk of transmission as high, intermediate, low, very low, or min-
imal.

R9-10-229(A)(5) Requiring soiled linen to be contained in cov-
ered containersis rigid. Recommends language requiring that
soiled linen be “bagged at site of use” instead of stored in cov-
ered containers as recommended by the Association for Profes-
sionasin Infection Control and Epidemiology, Inc. (APIC).

Recommends deletion of (A)(7)(a) because the requirement is
not clear and could be subject to multiple interpretations. Hospi-
tals have performed focused surveillance for infections based on
high-risk procedures. Total hospital-wide surveillance for all
infectionsis inappropriate and does not lead to reduction of
infection rates. Recommends consistency with CDC and APIC.

R9-10-229(A)(2)(c): The Department is not making changesto the
rules as aresult of this comment. The tuberculosis screening require-
ment for medical staff membersisfor all medical staff members. The
rules do not differentiate between hospital-employed medical staff
members and medical staff members who are not employed by the hos-
pital.

R9-10-229(A)(5): The Department agrees with this recommendation
and has made changes to the requirements consistent with the Associa-
tion for Professionalsin Infection Control and Epidemiology, Inc., the
organization that sets the standards in infection control. The require-
ment for soiled linen and clothing to be kept in covered containers has
been del eted.

R9-10-229(A)(7)(a): In response to comments received, the Depart-
ment has deleted (7)(a), the requirement for a chronological log of
infections. Hospitals do not document infection control information in
that manner.

A letter received from the Association for Professionasin Infec-
tion Control and Epidemiology, Inc. reiterates the comments
above concerning the deletion of R9-10-229(A)(7)(a).

APIC recommends that TB testing for physicians belongs asa
public function that should be required of all physicians, not
only those with privileges at hospitals, and should not be the
responsibility of the hospitals.

The Department has made changes to the infection control section as
discussed above.

Asthe agency responsible for licensing and regulating health care
facilities and protecting the health and safety of Arizonans, the Depart-
ment believesthat the hospitals are the appropriate place for TB testing
physicians. Hospitals have been TB testing all non-medical staff for
more than 20 years. Please see additional discussion on pages 19-21.

L etter commenting on the definition of environmental services -
should be reworded to remove ambiguity and the larger than
intended scope. Recommends “means activities such as house-
keeping, laundry, facility and equipment maintenance and
excludes administrative, financial, and healthcare related activi-
ties.”

R9-10-202(A)(1)(a) —instead of requiring that ahospital provide
the number of inpatient beds for each organized service, should
list the nursing units for which the hospital must provide the
number of inpatient beds and list al of the areas with licensed
inpatient beds in the definition section.

The Department has modified the definition of “environmental ser-
vices’ by deleting the exclusionsin the definition. The modified defini-
tion is more clear and concise, and reads “ environmental services
means activities such as housekeeping, laundry, facility and equipment
maintenance’’.

The Department is not making changes in response to this comment.
A.R.S. 8 36-401 defines licensed capacity and 9 A.A.C. 10, Article 1
describes the licensing process of al health care institutions. Applica-
tion requirements specific only to a hospital license can be found in
these rules under Application Requirements and specifies the number
of inpatient beds requested in each organized service. The Department
does not specify licensed bed categories because the categories often
change which would render the rule obsol ete.
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Recommends amending R9-10-203(C)(6)(f).

Believesit is unclear whether if patient informed consent is
given, apattern of failure to provide hospital services resulting
inrisk to apatient is acceptable.

R9-10-206(3) the language in the current rule “prior to employ-
ment” was removed and not replaced with atime-framesoitis
unclear whether personnel can work up to 12 months before sub-
mitting the evidence of freedom from infectious pulmonary TB
required in R9-10-229(4).

R9-10-229(A)(4)(C) and (A)(2)(C). Believes these TB require-
ments for medical staff aredifficult in that it isunclear whether a
medical staff member who is at high risk for TB exposure at one
facility and at low risk for TB exposure at another facility where
he/she practices infrequently, would be required to be TB tested
every 24 months at the facility with the low risk even though
personnel are aware that he/she practices at another facility that
isat high risk of exposure. Feels the burden of TB screening of
medical staff should not be placed on the hospitals. Questions
whether physicians practicing solely in an outpatient setting will
be subject to TB screening and whether it would be better if all
physicians, not just those practicing in hospital's, were screened
for TB.

R9-10-229(A)(7) Infection Control. It is not possible to track all
community-acquired infections that enter the hospital and the
rule should require priority directed, site specific surveillance as
recommended by the Centers for Disease Control and Preven-
tion and the Association for Professionals in Infection Control
and Epidemiology.

R9-10-232(A)(4) isunclear and suggest “Hospita premises that
are leased from another entity must be used exclusively by the
licensee.”

The Department is not making any changesin response to this com-
ment. The Department, the Department’s Assistant Attorney General
and attorneys representing the Hospital Association and various hospi-
tals did not interpret this requirement as commenter suggested nor
would the Department enforce it as such.

The Department has modified the language in R9-10-206(3) by adding
the phrase “before the initial date of work or volunteer service” to clar-
ify when the time-frame begins.

The Department is not making changes to this comment. The Depart-
ment believes that it is not the responsibility of a hospital to monitor a
medical staff member’s risk of exposure while working at other hospi-
tals. If the outpatient setting is part of a hospital, a physician practicing
in this setting also is required to be TB screened. As new rules are writ-
ten for classes and subclasses of health care institutions, this require-
ment will be included.

The Department has made a change in response to this comment.
Please see the Department’s comment on page 23 of this document.

The Department has rewritten this requirement to read “Any part of the
licensed hospita premisesis not leased to or used by another person”
to clarify that a hospital may not lease any part of the licensed hospital
premise to another person. For example, if a hospital wishesto lease
the sixth floor, it may do so if that part of the hospital premisesis not
licensed by the Department as part of the hospital.
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B. Second Comment Period — Supplemental Proposed Rulemaking

Public Comment

ADHS Response

A written comment was received after the Notice of Supplemental Pro-
posed Rulemaking was published in the Arizona Administrative Register
concerning the modification made to the proposed rules deleting the term
“general” from anesthesia servicesin Section R9-10-215. The change
from “general anesthesia’ to “anesthesia’ has significant implications.
While only an anesthesiologist or nurse anesthetist performs general
anesthesia, other forms of anesthesia are administered by other practitio-
ners such as in the Emergency Department. The documentation require-
ments would be onerous for many forms of anesthesia such aslocals.
The requirements are no longer limited to the anesthesia provided in the
operating room and would include anesthesia provided for any surgical
service in the hospital.

A written comment was al so received concerning the outpatient medical
records requirements in R9-10-228(D). Specificaly, not all outpatients
are asked about allergies, sensitivities, or medications the outpatient may
be taking if the outpatient services do not require the information.

The Department has made a change to the rules as a result of
this comment. The Department’s intent was to ensure that the
requirements in the anesthesia services section applied only to
anesthesia provided with surgical services performed in the
operating room. If these requirements applied to all forms of
anesthesia provided for surgical servicesin the hospital, the
administrative burden and financia impact on hospitals would
be tremendous. Therefore, the Department has added “per-
formed in the operating room” to limit compliance to anesthe-
sia services provided in the operating room and decrease the
burden on hospitals.

The Department has made a change to the rules as aresult of
this comment. Specifically, the phrase “if necessary for treat-
ment” has been added to subsection (D)(1)(e) which now reads
“Any known allergy including medication or biological aller-
gies or sengitivities, if necessary for treatment.” In addition,
the phrase “if necessary for treatment” has been added to sub-
section (D)(2) which now reads “If necessary for treatment,
medication information that includes...” The addition of this
phrase to the outpatient medical record requirements decreases
the administrative requirements. The medication information
isnot necessary for many outpatient services. Thisinformation
is necessary if a patient is required to ingest substances or
receive substances topically or intravenously. For those
patients that present for outpatient treatment such as a speech
therapy assessment or a mammaogram, the information about
alergies, sensitivities, and medications is not necessary for
treatment.

12. Any other mattersprescribed by statute that are applicable to the specific agency or to any specific rule or class of

rules:
Not applicable

13. Incorporationsby reference and their location in therules:

14,

15,

None

Wastherule previousy made as an emergency rule?
No

Thefull text of therulesfollows:

TITLE 9. HEALTH SERVICES

CHAPTER 10. DEPARTMENT OF HEALTH SERVICES
HEALTH CARE INSTITUTIONS: LICENSURE

ARTICLE 2. 6ENERAL HOSPITALS

Section

R9-10-201.
R9-10-202.
R9-10-203.
R9-10-204.
R9-10-205.
R9-10-206.
R9-10-207.
R9-10-208.
R9-10-209.
R9-10-210.
R9-10-211.
R9-10-212.

Jul

Reserved Definitions

Resenved Application Requirements
Reserved Administration

Reserved Quality Management
Resenved Contracted Services
Reserved Personnel

Reserved Medical Staff

Reserved Nursing Services
Reserved Patient Rights

Reserved Admission

General Discharge Planning; Discharge
Definitions Transport
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R9-10-213. Administration Transfer

R9-10-214. Medieal-Staff Surgical Services

R9-10-215. Nursing-Services Anesthesia Services

R9-10-216. Surgical-Serviees Emergency Services

R9-10-217. Dietetie-Services Pharmaceutical Services

R9-10-218. Emergeney-Serviees Clinical L aboratory Services and Pathology Services
R9-10-219. DBisaster-Preparedness Radiology Services and Diagnostic Imaging Services
R9-10-220. Envirenmental-Serviees |ntensive Care Services

R9-10-221. Medical-RecordsServices Respiratory Care Services

R9-10-222. Laberatery-Services Perinatal Services

R9-10-223. Pharmacedtical-Services Pediatric Services

R9-10-224. Rehabititation-Serviees Psychiatric Services

R9-10-225. Quality-Assduranee Rehabilitation Services

R9-10-226. Radielegy-Services Socia Services

R9-10-227. Respiratery-Care-Services Dietary Services

R9-10-228. Specia-CareYnits Medical Records

R9-10-229. Obstetrieal-Serviees |nfection Control

R9-10-230. Pediatric-Serviees Environmental Services
R9-10-231. Secia-Serviees Disaster Management
R9-10-232. Hespital-Physiea-Plant Physical Plant Standards
R9-10-233. Ratesand-Charges Effective Date

ARTICLE 3. RURALGENERALHOSPIHFALSREPEALED

Section
R9-10-311. General Repeaded
R9-10-312. Definitions Repealed
R9-10-313. Administration Repealed
R9-10-314. Medieal-staff Repealed
R9-10-315. Nursing-services Repealed
R9-10-316. Surgical-services Repeaded
R9-10-317. Dietetic-services Repealed
R9-10-318. Emergeney-services Repealed
R9-10-319. Disasterpreparedness Repeaed
R9-10-320. Envirenmental-serviees Repealed
R9-10-321. Mediealrecordsserviees Repealed
R9-10-322. Laberatery-services Repeaed
R9-10-323. Pharmaceutical-services Repealed
R9-10-324. Rehabiitation-services Repealed
R9-10-325. Quality-assurance Repealed
R9-10-326. Radiology-services Repeaed
R9-10-327. Respiratory-care-services Repealed
R9-10-328. Special-care-units Repealed
R9-10-329. Obstetrical-services Repeaed
R9-10-330. Pediatric-services Repeaed
R9-10-331. Seeial-services Repeded
R9-10-332. Rural-genera-hospital-physica-prant Repealed
R9-10-333. Rates-and-charges Repealed
ARTICLE 4. SPEGALHOSPHALS REPEALED

Section

R9-10-411. General Repeded

R9-10-412. Befinitions Repealed
R9-10-413. Administration Repealed
R9-10-414. Medieal-staff Repealed
R9-10-415. Nursingservices Repealed
R9-10-416. Surgical-services Repealed
R9-10-417. Dieteticservices Repealed
R9-10-418. Emergency-services Repeaed
R9-10-419. Disasterpreparedness Repeaed
R9-10-420. Envirenmental-services Repeaded
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R9-10-421. Mediealrecords Repealed
R9-10-422. Laberatery-services Repealed
R9-10-423. Pharmacedtical-serviees Repealed
R9-10-424. Rehabittation-services Repeaed
R9-10-425. Quality-assdrance Repealed
R9-10-426. Radiolegy-services Repeaded
R9-10-427. Respiratory-care-services Repealed
R9-10-428. Special-careunits Repealed
R9-10-429. Obstetrical-services Repeaed

R9-10-430.
R9-10-431.
R9-10-432.
R9-10-433.
R9-10-434.
R9-10-435.
R9-10-436.
R9-10-437.
R9-10-438.

R9-10-201. Reserved Definitions
In addition to the definitions in A.R.S. 8 36-401 and A.A.C. Title 9, Chapter 10, Article 1, the following definitions apply in

this Article:
1. “Accredited” hasthe same meaning asin A.R.S. § 36-422(1).
2. “Activities of daily living” means bathing, dressing, grooming, eating, ambulating, and toileting.
3. “Acuity” means a determination of the level and type of nursing services, based on the patient’s illness or injury, that

|

[
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are required to meet the needs of the patient.

“Administrator” means a chief administrative officer, or an individual who has been designated by the governing
authority to act on its behalf in the onsite direction of the hospital.

“Admission” or “admitted” means documented acceptance by a hospital of an individual as an inpatient on the order
of amedical staff member.

“Adult” means an individual the hospital designates as an adult based on the hospital’s criteria.

“ Adverse reaction” means an unexpected outcome that threatens the health and safety of a patient as a result of medi-
cal services provided to the patient.

“Anesthesiologist” means a physician granted clinical privileges to administer anesthesia.

“ Assessment” means an analysis of a patient’s need for hospital services.

. “Attending physician” means a physician with clinical privileges who is accountable for the management of medical

services delivered to a patient.

11. “Authenticate” means to establish authorship of a document or an entry in amedical record by:

=
S

A written signature;

An individua’s initials, if the individual’s written signature already appears on the document or in the medical

record;

A rubber-stamp signature; or

An electronic signature code.

“Available’” means.

a For anindividual, the ability to be contacted by any means possible such as by telephone or pager:;

b. For equipment and supplies, retrievable at a hospital; and

c. [For adocument, retrievable at a hospital or accessible according to the time-frames in the applicable rulesin this
Article.

“Biohazardous medical waste’ has the ssme meaning asin A.A.C. R18-13-1401.

“Biologicals’ mean medicinal compounds prepared from living organisms and their products such as serums, vac-

cines, antigens, and antitoxins.

“Care plan” means a documented guide for providing nursing services and rehabilitative services to a patient that

includes measurable objectives and the methods for meeting the objectives.

“Clinical laboratory services’ means the biological, microbiological, serological, chemical, immunohematological,

hematological, biophysical, cytological, pathological, or other examination of materials derived from the human body

for the purpose of providing information for the diagnosis, prevention, or treatment of a disease or impairment of a

human being, or for the assessment of the health of a human being, including procedures to determine, measure, or
otherwise describe the presence or absence of various substances or organisms in the body.

=]
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“Clinical privilege” means authorization to a medical staff member to provide medical services granted by a govern-
ing authority or according to medical staff bylaws.
“Communicable disease” has the same meaning asin A.A.C. R9-6-101.

19. “Consultation” means an evaluation of a patient requested by a medical staff member.

“Contracted services’ means hospital services provided according to a written agreement between a hospital and the
person providing the hospital services.

21. “Controlled substance” has the same meaning asin A.R.S. 8 36-2501.
22. “Current” means up-to-date and extending to the present time.
23. “Device” hasthe same meaning asin A.R.S. § 32-1901.

“Diet” means food and drink provided to a patient.

25. “Diet manual” means awritten compilation of diets.

26. “Dietary services” means providing food and drink to a patient according to an order.

27. “Disaster” means an unexpected adverse occurrence that affects a hospital’s ability to provide hospital services.

28. “Discharge’” means a hospital’s termination of hospital servicesto an inpatient or an outpatient.

29. “Discharge instructions” means written information relevant to a patient’s medical condition provided by a hospital

30.
31

32.
33.
34.
35.
36.
37.
38.

39.

40.
41,
42.
43.

44

45.

to the patient at the time of discharge.

‘Discharge planning” means a process of establishing goals and objectives for an inpatient in preparation for the
inpatient’s discharge.

“Diversion”_means notification to an emergency medical services provider, as defined in A.R.S. 8 36-2201, that a
hospital is unable to receive a patient from an emergency medical services provider.

“Documentation” or “documented” means information in written, photographic, electronic, or other permanent form.
“Drill” means aresponse to a planned, simulated event.

“Drug”_has the same meaning asin A.R.S. § 32-1901.

“Drug formulary” means a written compilation of medication developed according to R9-10-217.

“Electronic” has the ssme meaning asin A.R.S. § 44-7002.

“Electronic signature” has the same meaning asin A.R.S. § 44-7002.

“Emergency” means an immediate threat to the life or health of a patient.

“Emergency services’ means unscheduled medical services provided in a designated areato an outpatient in an emer-
gency.

“Environmental services’ means activities such as housekeeping, laundry, and facility and equipment maintenance.
“Exploitation” has the same meaning asin A.R.S. § 46-451.

“General hospital” means a subclass of hospital that provides surgical services and emergency services.
“Gynecological services” means medical services for the diagnosis, treatment, and management of conditions or dis-
eases of the female reproductive organs or breasts.

“Health care directive” has the same meaning asin A.R.S. § 36-3201.

“Hospital” means a class of hedth care institution that provides, through an organized medical staff, inpatient beds,
medical services, and continuous nursing services for the diagnosis and treatment of patients.

46. “Hospital premises’ means a hospital’s licensed space excluding, if applicable, space in an accredited outpatient

BB BIR
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facility under the hospital’s single group license, or space leased by the hospital to another entity according to the
lease terms.

“Hospital services’ means medical services, nursing services, and other health-related services provided in a hospital.
“Incident” means an unexpected occurrence that harms or has the potential to harm a patient while the patient ison a
hospital’s premises.

“Infection control risk assessment” means determining the risk for transmission of communicable diseases.
“Informed consent” means advising a patient of a proposed medical procedure, alternatives to the medical procedure,
associated risks, and possible complications, and obtaining authorization of the patient or the patient’s representative
for the procedure.

“Inpatient” means an individual who:

a |sadmitted to ahospital; or

b. Receives hospital servicesfor 24 consecutive hours or more.

52. “Inservice education” means organized instruction or information related to hospital services provided to a personnel

LU

fol

member or amedical staff member.

“Intensive care services’ means hospital services provided to an inpatient who requires the services of specialy
trained nursing and other personnel members as specified in hospital policies and procedures.

“Interval note” means documentation updating a patient’s medica condition after a medical history and physical
examination are performed.

“License” means documented authorization:

a Issued by the Department to operate a health care institution; or

b. Issuedto anindividual to practice a profession in this state.
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“Manage” means to implement policies and procedures established by a governing authority, an administrator, or an
individual providing direction to a personnel member.

“Medical history” means a part of a patient’s medical record consisting of an account of the patient’s health, includ-
ing past and present illnesses or diseases.

“Medical record” hasthe same meaning asin A.R.S. 8 12-2291.

“Medical staff member” means a physician or other licensed individual who has clinical privilegesin a hospital.
“Medical staff bylaws’ means standards, approved by the medical staff and governing authority, that provides the
framework for the organization, responsibilities and self-governance of the medical staff.

“Medical staff regulations’ means standards, approved by the medical staff, that govern the day-to-day conduct of the
medical staff members.

“Medication” has the same meaning as drug.

“Monitor” or “monitoring” means observing a patient's medical condition.

“Neonate” means an individual:

a.  From birth until discharge following birth; or

b. Who isdesignated as a neonate by hospital criteria.

65. “Nurse” has the same meaning as registered nurse or practical nurse as definedin A.R.S. § 32-1601.
66. “Nurse anesthetist” means a registered nurse who meets the requirements of A.R.S. § 32-1661 and who has clinical

privileges to administer anesthesia.

67. “Nurse executive’” means a registered nurse accountabl e for the direction of nursing services provided in a hospital.
68. “Nursery” means an areain a hospital designated only for neonates.
69. “Nurse supervisor” means aregistered nurse accountable for managing nursing services provided in an organized ser-

70.
71.
72.

73.

vicein ahospital.
“Nursing personnel” means an individual authorized by hospital policies and procedures to provide nursing services

to a patient.

“Nutrition assessment” means a process for determining a patient’s dietary needs using information contained in the

patient’s medical record.

“On cal” means atime during which an individual is available and required to come to a hospital when requested by

the hospital.

“Order” means an instruction to provide medical servicesto a patient by:

a A medical staff member;

b. An individual licensed under A.R.S. Title 32 or authorized by a hospital within the scope of the individual’s
license; or

c. A physician who is not a medical staff member;

“Organized service” means specific medical services, such as surgical services or emergency services, provided in an

area of ahospital designated for the provision of those medical services.

75. “Orientation” means the initial instruction and information provided to an individual starting work in a hospital.
76. “Outpatient” means an individual who:

7.
78.
79.
80.

81
82.
83.

a Isnot admitted to a hospital; or

b. Receives hospital servicesfor less than 24 consecutive hours.

“Pathology” means an examination of human tissue for the purpose of diagnosis or treatment of an illness or disease.

“Patient” means an individual receiving hospital services.

“Patient care” means hospital services provided to a patient by a personnel member or a medical staff member.

“Patient representative’” means a patient’s legal guardian, an individual acting on behalf of a patient with the written

consent of the patient, or a surrogate as defined in A.R.S. 8 36-3201.

“Pediatric” means pertaining to an individual designated by a hospital as a child based on the hospital’s criteria.

“Perinatal services’ means medical services for the treatment and management of obstetrical patients and neonates.

“Person” has the same meaning asin A.R.S. § 1-215 and includes governmental agencies.

“Personnel member” means:

a A volunteer, or

b. Anindividual, except for a medical staff member or private duty staff, who provides hospital services for com-
pensation, including an individual who is compensated by an employment agency.

85. “Pharmacist” has the same meaning asin A.R.S. § 32-1901.
86. “Physical examination” means to observe, test, or inspect an individual’s body to evaluate health or determine cause

of illness or disease.

87. “Postanesthesia care unit” means a designated area for monitoring a patient following a medical procedure for which

88.

89.

anesthesia was administered to the patient.
“Private duty staff” means an individual, excluding a personnel member, compensated by a patient or the patient’s

representative.
“Psychiatric services’ means the diagnosis, treatment, and management of mental illness.
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90. “Quality management program” means activities designed and implemented by a hospital to improve the delivery of
hospital services.

91. “Registered dietitian” means an individual approved to work as a dietitian by the American Dietetic Association’s
Commission on Dietetic Registration.

92. “Rehabilitation services’ means medical services provided to a patient to restore or to optimize functional capability.

93. “Registered nurse” has the same meaning asin A.R.S. § 32-1601.

94. “Respiratory care services’ has the same meaning as practice of respiratory care asdefined in A.R.S. § 32-3501.

95. “Restraint” means any chemical or physical method of restricting a patient’s freedom of movement, physical activity,
or access to the patient’s own body.

96. “Reguire” meansto carry out an obligation imposed by this Article.

97. “Risk” means potential for an adverse outcome.

98. “Rural general hospital” means a subclass of hospital having 50 or fewer inpatient beds and located more than 20 sur-
face miles from a general hospital or another rural general hospital, and that elects to be licensed as a rural general
hospital rather than a general hospital.

99. “Satellite facility” hasthe same meaning asin A.R.S. § 36-422(1).

100."“ Seclusion” means the involuntary solitary confinement of a patient in a room or an area where the patient is pre-
vented from leaving.

101.“ Shift” means the beginning and ending time of awork period established by hospital policies and procedures.

102.“Single group license” means a license that includes authorization to operate health care institutions according to
A.R.S. 8 36-422(F) and (G).

103."“ Social services’ means assistance, other than medical services, provided by a personnel member to a patient to meet
the needs of the patient while in the hospital or the anticipated needs of the patient after discharge.

104." Social worker” means an individual who has at |east a baccalaureate degree in social work from a program accred-
ited by the Council on Social Work Education or who is certified according to A.R.S. Title 32, Chapter 33.

105.“ Specia hospital” means a subclass of hospital that:

a Islicensed to provide hospital services within a specific branch of medicine, or
b. Limits admission according to age, gender, type of disease, or medical condition.

106." Specialty” means a specific area of medicine practiced by alicensed individual who has obtained education or gual-

ifications in the specific areain addition to the education or gualifications required for the individual’s license.

107.“ Student” means an individual attending an educational institution and working under supervision in a hospital
through an arrangement between the hospital and the educational institution.

108.“Surgical services’ means medical servicesinvolving the excision or incision of a patient’s body for the:
a  Correction of adeformity or a defect;
b. Repair of aninjury; or
c. Diagnosis, amelioration, or cure of disease.

109.“Telemedicine” hasthe same meaning asin A.R.S. 8§ 36-3601.

110.“Transfer” means a hospital discharging a patient and sending the patient to another hospital for inpatient medical
services without the intent that the patient will be returned to the sending hospital.

111.“Transfusion” means the introduction of blood or blood products from one individual into the body of another indi-
vidual.

112.“Transport” means a hospital sending a patient to another health care institution for outpatient medical services with
the intent of returning the patient to the sending hospital.
113.“Treatment” means a procedure or method to cure, improve, or palliate an injury, aniliness, or a disease.
114.“Unit” means a designated area of an organized service.
115.“Verification” means:
a A documented telephone call including the information obtained, the date, and the name of the documenting
individual;
b. A documented observation including the information observed, the date, and the name of the documenting indi-
vidual; or
c. A documented confirmation of afact including the date and the name of the documenting individual.
116.“Vital records’ has the same meaning asin A.R.S. § 36-301.
117.“Vital statistics” has the same meaning asin A.R.S. § 36-301.
118.“Volunteer” means an individual, except a student, authorized by a hospital to work in the hospital who does not
receive compensation.

119.“WEell-baby bassinet” means a receptacle used for holding a neonate who does not reguire treatment and whose antic-
ipated discharge is within 96 hours of birth.
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R9-10-202. Reserved Application Requirements
A. Inaddition to the license application requirementsin A.R.S. 8 36-422 and A.A.C. Title 9, Chapter 10, Article 1, agovern-

ing authority applying for aninitial or renewal license shall submit the following to the Department:

1

N

For a hospital license:

a A statement on aform provided by the Department of the licensed capacity requested for the hospital, including
the number of inpatient beds for each organized service, not including well-baby bassinets.

b. A list on aform provided by the Department of medical staff specialties and subspecialties; and

c. A copy of an accreditation report if the hospital is accredited and chooses to submit a copy of the report instead
of receiving alicense inspection by the Department in compliance with A.R.S. 8 36-424(C).

For asingle group license authorized in A.R.S. 8§ 36-422(F) or (G):

a Theitemslisted in subsection (A)(1); and

b. A form provided by the Department that includes:
i. Thename, address, and telephone number of each accredited facility under the single group license;
ii. The name of the administrator for each accredited facility; and
iii. The specific times each accredited facility provides medical services.

B. Anadministrator shall:

N =
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Notify the Department when there is a change in administrator according to A.R.S. § 36-425(E);

Notify the Department at least 30 days before an accredited facility on a single group license terminates operations;
and

Submit an application, according to the requirementsin A.A.C. Title 9, Chapter 10, Article 1, at least 60 days but not
more than 120 days before an accredited facility licensed under a single group license anticipates providing medical
services under alicense separate from the single group license.

R9-10-203. Reserved Administration
A. A governing authority shall:

1
2.
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Consist of one or more individuals accountable for the organization, operation, and administration of a hospital;
Determine which organized services are to be provided in the hospital;

Appoint an administrator in writing who has:

a A baccalaureate degree or a post-baccalaureate degree in a health care-related field; and

b. At least three years of experience in heath care administration;

Approve hospital policies and procedures or designate an individual to approve hospital policies and procedures;
Approve medical staff bylaws and medical staff regulations;

Approve contracted services or designate an individual to approve contracted services;

Grant, deny, suspend, or revoke aclinical privilege of amedical staff member or delegate authority to an individual to
grant or suspend aclinical privilege for alimited time, according to medical staff bylaws;

Adopt a quality management program according to R9-10-204;

Review and evaluate the effectiveness of the quality management program at least once every 12 months;

. Appoint an acting administrator if the administrator is expected to be absent for more than 30 days;
. Except if subsection (A)(10) applies, notify the Department in writing within five working daysif there is a change of

administrator and identify the name and qualifications of the new administrator;

For a headlth care institution under a single group license, comply with the applicable requirementsin A.A.C. Title 9,
Chapter 10 and Chapter 20 for the class or subclass of the health care institution; and

Comply with federal and state laws, rules, and local ordinances governing operations of a health care institution.

An administrator shall:

1

[ oo o

Be directly accountable to the governing authority for all hospital services and environmental services provided by a
hospital;

Have the authority and responsibility to manage the hospital;

Act as aliaison between the governing authority and personnel; and

Designate, in writing, an individual who is available and accountable for hospital services and environmental services
when the administrator is not available;

n administrator shall require that:

O
= >

Hospital policies and procedures are established, documented, and implemented that:
Include personnel job descriptions, duties, and qualifications;

Cover orientation and inservice education for personnel, volunteers, and students;
Include duties of volunteers and students;

210 o[

Cover cardiopulmonary resuscitation training required in R9-10-206(6) including:

i. Themethod and content of cardiopulmonary resuscitation training;
ii. Thequalificationsfor an individual to provide cardiopulmonary resuscitation training;

iii. Thetime-frame for renewal of cardiopulmonary resuscitation training; and
iv. The documentation that verifies personnel have received cardiopulmonary resuscitation training;
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Cover use of private duty staff, if applicable;

Cover diversion, including:

i. Thecriteriafor initiating diversion;

ii. The categories or levels of personnel or medical staff that may authorize or terminate diversion;

iii. The method for notifying emergency medical services providers of initiation of diversion, the type of diver-
sion, and termination of diversion; and

iv. When the need for diversion will be reevaluated;

Include a method to identify a patient to ensure the patient receives medical services as ordered;

Cover patient rights;

Cover health care directives;

Cover medical records, including electronic medical records:

Cover quality management, including incident documentation;

Cover tissue and organ procurement and transplant; and

Cover hospital visitation, including visitations to a nursery, if applicable;

ospital policies and procedures for hospital services are established, documented, and implemented that:
Cover patient admission, transport, transfer, discharge planning, and discharge;

Cover acuity;

Include when informed consent is required;

Include the age criteria for providing hospital services to pediatric patients;

Cover dispensing, administering, and disposing of medication and biologicals;

Cover infection control;

Cover restraints that require an order, including the frequency of monitoring and assessing the restraint;
Cover seclusion of a patient including:

i. Therequirementsfor an order, and

ii. The frequency of monitoring and assessing a patient in seclusion;
i. Cover telemedicine, if applicable; and
j. Cover environmental servicesthat affect patient care;
Hospital policies and procedures are reviewed at least once every 36 months and updated as needed:;
Hospital policies and procedures are available to personnel and medical staff;
Licensed capacity in an organized service is not exceeded except for an emergency admission of a patient. If the
licensed capacity of an organized service is exceeded:
a A medica staff member reviews the medical history of a patient scheduled to be admitted to the organized ser-
vice to determine whether the admission is an emergency; and
A patient is not admitted to the organized service except in an emergency:
patient is free from:
Theintentional infliction of physical, mental, or emotional pain unrelated to the patient’s medical condition:;
Exploitation;
Seclusion or restraint if not medically indicated or necessary to prevent harm to self or others;
Sexual abuse according to A.R.S. § 13-1404;
Sexual assault according to A.R.S. 8§ 13-1406; and
A pattern of failure to provide hospital services without the informed consent of the patient or the patient’s repre-
sentative that results or may result in risk to the health and safety of the patient as determined by:
i.  Thenumber of incidents;
ii. How theincidents are related to each other;
iii. When the incidents occurred; and
iv. Theamount of time between the incidents.
D. Anadministrator of aspecial hospital shall require that:
1. Medical services are available to an inpatient in an emergency based on the inpatient’s medical conditions and the
type of medical services provided by the special hospital; and
2. A physician or anurse, qualified in cardiopulmonary resuscitation, is on the hospital premises at all times.

R9-10-204. Reserved Quality M anagement
A. A governing authority shall require that an ongoing quality management program is established that:
1. Complieswith the requirementsin A.R.S. 8 36-445; and
2. Evauatesthe quality of hospital services and environmental services related to patient care, including contracted ser-
vices.
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An administrator shall require that:

1

N
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A plan is established, documented, and implemented for an ongoing quality management program that, at a mini-
mum, includes:

a. A method to identify, document, and evaluate incidents;

b. A method to collect data to evaluate hospital services and environmental services related to patient care;

c. A method to evaluate the data collected to identify a concern about the delivery of hospital services;

d. A method to make changes or take action as a result of the identification of a concern about the delivery of hos-
pital services, and

e. Thefrequency of submitting a documented report required in subsection (B)(2) to the governing authority;

A documented report is submitted to the governing authority that includes:

a Anidentification of each concern; and

b. Any changes made or actions taken as a result of the identification of a concern;

The report required in subsection (B)(2) and the supporting documentation for the report are:

a.  Maintained on the hospital premises for 12 months from the date the report is submitted to the governing author-
ity; and

b. Except for information or documents that are confidential under federal or state law, provided to the Department
for review as soon as possible after a Department request but not more than four hours from the time of the
reguest.

R9-10-205. Reserved Contracted Services
An administrator shall require that:

o N =

[

Contracted services are provided according to the requirementsin this Article;

A contract includes the responsibilities of each contractor;

A documented list of current contracted services is maintained at the hospital that includes a description of the con-
tracted services provided; and

A contract and the list of contracted services required in subsection (3) is provided to the Department for review as
soon as possible after a Department request but not more than four hours from the time of the request.

R9-10-206. Reserved Personnel
An administrator shall require that:

N =
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8.

Personnel are available to meet the needs of a patient based on the acuity plan required in R9-10-208(C)(2):

Personnel assigned to provide medical services or nursing services demonstrate competency and proficiency accord-

ing to criteria established in hospital policies and procedures;

Before the initial date of providing hospital services or volunteer service, a personnel member submits one of the fol-

lowing as evidence of freedom from infectious pulmonary tuberculosis according to the requirements in R9-10-

229(A)(4):

a A report of anegative Mantoux skin test;

b. If the individual has had a positive Mantoux skin test for tuberculosis, a physician’'s written statement that the
individual is free from infectious pulmonary tuberculosis; or

C. A report of anegative chest x-ray;

Orientation occurs within the first 30 days of providing hospital services or volunteer service and includes informa-

tion determined by hospital policies and procedures;

Hospital policies and procedures designate the categories of personnel providing medical services or nursing services

who are:

a Required to be gualified in cardiopulmonary resuscitation within 30 days of the individual’s starting date; and

b. Required to maintain current qualifications in cardiopulmonary resuscitation;

Documentation of current qualificationsin cardiopulmonary resuscitation is maintained at the hospital;

A personnel record for each personnel member is maintained electronically or in writing or a combination of both and

includes.

a Veification by the personnel member of receipt of the position job description for the position held by the per-
sonnel member;

b. The personnel member’s starting date;

c. Veification of a personnel member’s certification, license, or education, if necessary for the position held;

d. Verification of current cardiopulmonary resuscitation qualifications, if necessary for the position held; and

e. Orientation documentation:;

Personnel receive inservice education according to criteria established in hospital policies and procedures;
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Inservice education documentation for each personnel member includes.

a The subject matter;

b. Thedate of the inservice education; and

c. The signature, rubber stamp, or electronic signature code of each individual who participated in the inservice
education;

10. Personnel records and inservice education documentation are maintained by the hospital for at least two years after
the last date the personnel member worked; and

11. Personnel records and inservice education documentation are provided upon request to the Department for review:

a For acurrent personnel member, as soon as possible but not more than four hours from the time of the Depart-
ment’s request; and

b. For a personnel member who is not currently working in the hospital, within 24 hours of the Department’s
reguest.

R9-10-207. Reserved M edical Saff
A. A governing authority shall require that:
1. The organized medical staff is directly accountable to the governing authority for the quality of care provided by a
medical staff member to a patient in a hospital;

|©

2. The medical staff bylaws and medical staff regulations are approved according to the medical staff bylaws and gov-
erning authority requirements;

3. A medical staff member complies with medical staff bylaws and medical staff regulations;

4. The medical staff of a general hospital or a special hospital includes at least two physicians who have clinical privi-
leges to admit patients to the general hospital or special hospital;

5. The medica staff of a rural general hospital includes at least one physician who has clinical privileges to admit
patients to the rural general hospital and one additional physician who serves on a committee according to subsection
(A)(7)(c);

6. A medical staff member is available to direct patient care;

7. Medical staff bylaws or medical staff regulations are established, documented, and implemented for the process of:
a.  Conducting peer review according to A.R.S. Title 36, Chapter 4, Article 5;

b. Appointing members to the medical staff, subject to approval by the governing authority;

c. Establishing committees including identifying the purpose and organization of each committee;

d. Appointing one or more medical staff members to a committee;

e. Obtaining and documenting permission for an autopsy, performing an autopsy, and notifying the attending phy-
sician when an autopsy is performed:;

f. Requiring that each inpatient has an attending physician;

g. Defining the responsibilities of a medical staff member to provide medical services to the medical staff mem-
ber’s patient;

h. Defining a medical staff member’s responsibilities for the transport or transfer of a patient;

i.  Specifying requirements for oral, telephone, and electronic orders including which orders require identification
of the time of the order;

j. Edablishing a time-frame for a medical staff member to complete patient medical records:

k. Establishing criteriafor granting clinical privileges:

I.  Specifying pre-anesthesia and post-anesthesia responsibilities for medical staff members; and

m. Approving the use of medication and devices under investigation by the U. S. Department of Health and Human

Services, Food and Drug Administration including:

i. Establishing criteriafor patient selection:;
ii. Obtaining informed consent before administering the investigational medication or device; and
iii. Documenting the administration of and, if applicable, the adverse reaction to an investigational medication
or device;
8. The organized medical staff reviews the medical staff bylaws and the medical staff requlations at |east once every 36
months and updates the bylaws and regul ations as needed.
B. Anadministrator shall require that:
1. By October 1, 2003, a medical staff member submits one of the following as evidence of freedom from infectious
pulmonary tuberculosis according to the requirements in R9-10-229(A)(4):
a A report of anegative Mantoux skin test;
b. If theindividual has had a positive Mantoux skin test for tuberculosis, a physician’'s written statement that the
individual isfree from infectious pulmonary tuberculosis; or

c. A report of anegative chest x-ray;
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A record for each medical staff member is established and maintained electronically or in writing or a combination of
both that includes:

a A completed application for clinical privileges;

b. Thedates and lengths of appointment and reappointment of clinica privileges;

c. The specific clinical privileges granted to the medical staff member including revision or revocation dates for
each clinical privilege; and

d. A verification of current Arizona health care professional active license according to A.R.S. Title 32;

Except for documentation of peer review conducted according to A.R.S. § 36-445, arecord under subsection (B)(2) is

provided to the Department for review:

a  Assoon as possible but not more than four hours from the time of the Department’s request if the individual is a
current medical staff member; and

b. Within 72 hours from the time of the Department’s request if the individual is no longer a current medical staff
member.

R9-10-208. Reserved Nursing Services
A. Anadministrator shall:

1
2.

[0

Require that nursing services are provided 24 hours a day; and
Appoint a nurse executive who is qualified according to the reguirements specified in the hospital’s policies and pro-
cedures.

A nurse executive shall designate a registered nurse who is present in the hospital to be accountable for managing the

nursing services when the nurse executive is not present in the hospital.

1o

A nurse executive shall require that:
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13.

14.
15.
16.

Policies and procedures for nursing services are established, documented, and implemented;

An acuity plan is established and documented to determine the types and numbers of nursing personnel necessary to
provide nursing services to meet the needs of the patients;

The acuity plan in subsection (C)(2) isimplemented;

There is aminimum of one registered nurse on duty in ahospital at all times whether or not there is a patient;

A general hospital has two registered nurses on duty at all times when there is more than one patient;

A special hospital that is licensed to provide behavioral health services complies with the staffing requirements in
A.A.C. Title 9, Chapters 10 and 20;

A special hospital offering emergency services or obstetrical services has two registered nurses on duty at al times
when there is more than one patient;

A special hospital not offering emergency services or obstetrical services has at |east one registered nurse and one
other nurse on duty at all times when there is more than one patient;

A rural general hospital with more than one patient has one registered nurse and at |east one other nursing personnel
on duty at all times. If thereis only one registered nurse in the hospital, an additional registered nurseis on call who
is able to be present in the hospital within 15 minutes of being called;

. If ahospital has a patient in a unit, there is a minimum of one registered nurse in the unit at all times;
. 1f ahospital has more than one patient in a unit, there is aminimum of one registered nurse and one additional nursing

personnel in the unit at all times;

At least one registered nurse is present and accountable for the nursing services provided to a patient:

a. During the delivery of aneonate,

b. Inan operating room, and

c. Inapostanesthesia care unit;

Nursing personnel work schedules are planned, reviewed, adjusted, and documented to meet patient needs and emer-
gencies;

A registered nurse assesses, plans, directs, and evaluates nursing services provided to a patient;

Thereis acare plan for each inpatient based on the inpatient’s need for nursing services; and

Nursing personnel document nursing servicesin a patient’s medical record.

R9-10-209. Reserved Patient Rights
An administrator shall require that:

1

[~

A patient:
a. Istreated with consideration, respect, and dignity, and receives privacy in treatment and activities of daily living;
and
Has access to a telephone;
patient or the patient’s representative:
Either consents to or refuses treatment, if capable of doing so;
May refuse examination, or withdraw consent for treatment before treatment is initiated:
May submit grievances without retaliation;

o>
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Is informed of:

The hospital’s health care directives policies and procedures;

How to obtain a schedule of hospital rates and charges required in A.R.S. § 36-436.01(B):

The hospital’s patient grievance policies and procedures, including the tel ephone number of hospital person-

nel to contact about grievances, and the Department’s telephone number if the hospital is unable to resolve

the patient’s grievance;

iv. Except as authorized by the Health Insurance Portability and Accountability Act of 1996, proposed involve-

ment of the patient in research, experimentation, or education, if applicable; and

Proposed medical procedures, alternatives to the medical procedures, associated risks, and possible compli-

cations;

There are hospital palicies and procedures that include:

a How and when a patient or the patient’s representative is informed of patient rights in subsections (1) and (2);
and

b. Where patient rights are posted in the hospital;

A patient or the patient’s representative receives a written statement of patient’s rights; and

Medical record information is disclosed only with the written consent of a patient or the patient’s representative or as

permitted by law.

R9-10-210. Reserved Admission

An administrator shall require that:

A patient is admitted on the order of amedical staff member:;

An individual, authorized by hospital policies and procedures, is available at all times to accept a patient for admis-
son;

Except in an emergency, informed consent is obtained from a patient or the patient’s representative before or at the
time of admission;

The informed consent obtained in subsection (3) or the lack of consent in an emergency is documented in the
patient’s medical record:;

A physician or other medical staff member performs a medical history and physical examination on a patient within
30 days before admission or within 48 hours after admission and documents the medical history and physical exami-
nation in the patient's medical record within 48 hours of admission;

If aphysician or a medical staff member performs a medical history and physical examination on a patient before
admission, the physician or the medical staff member enters an interval note into the patient’s medical record at the
time of admission.
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R9-10-211. Genepeﬂ- D|scharge Plannlng, Dlscharge

For an mDatlent an admlnlstrator shall require that dlscharqe Dlannl ng:

1. Identifies the specific needs of the patient after discharge, if applicable;
2. Includes the participation of the patient or the patient’s representative;
3. Iscompleted before discharge occurs;

4. Providesthe patient or the patient’s representative with written information identifying classes or subclasses of health
care ingtitutions and the level of care that the health care institutions provide that may meet the patient’s assessed and

anticipated needs after discharge, if applicable; and
5. Isdocumented in the patient’s medical record.
For an inpatient discharge, an administrator shall require that:
1. Thereisadischarge summary that includes:
a A description of the patient’s medical condition and the medical services provided to the patient; and
b. The signature of the patient’s attending physician or the attending physician’'s designee;
2. There is a documented discharge order by an attending physician or the attending physician’s designee before dis-
charge unless the patient leaves the hospital against a medical staff member’s advice; and

[0
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3. If the patient is discharged to any location other than a health care institution:
a.  There are documented discharge instructions; and
b. The patient or the patient’s representative is provided with a copy of the discharge instructions;
Except as provided in subsection (D), an administrator shall require that an outpatient is discharged according to hospital
policies and procedures.
For a discharge of an outpatient receiving emergency services, an administrator shall require:
1. A discharge order is documented by an attending physician or the attending physician’s designee before the patient is
discharged unless the patient leaves against a medical staff member’s advice; and
2. Discharge instructions are documented and provided to the patient or the patient’s representative before the patient is
discharged unless the patient |eaves the hospital against amedical staff member’s advice.
A patient transferred to another hospital is exempt from the requirements in this Section. An administrator shall require
that atransfer of a patient to another hospital complies with the requirementsin R9-10-213.

R9-10-212. Befinitions Transport
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A. For atransport of apatient, the administrator of a sending hospital shall require that:
1. Hospital policies and procedures.
a.  Specify the process by which the sending hospital personnel members coordinate the transport and the medical
services provided to a patient to protect the health and safety of the patient;
b. Require an assessment of the patient by a registered nurse or a medical staff member before transporting the
patient and after the patient’s return;

Volume 8, Issue #27 Page 2812 July 5, 2002



Arizona Administrative Register

o

=

N

Notices of Final Rulemaking

Specify the sending hospital’s patient medical records that are required to accompany the patient, which shall
include the medical records related to the medical services to be provided to the patient at the receiving health
care institution; and

Specify how the sending hospital personnel members communicate patient medical record information that the
sending hospital does not provide at the time of transport but is requested by the receiving health care institution;
and

Specify how a medical staff member explains the risks and benefits of transport and obtains consent from the
patient or the patient’s representative based on the:

i. Patient's medical condition, and

ii. Mode of transport; and

Documentation in the patient’s medical record includes:

D20 [T

The acceptance of the patient by and communication with an individual at the receiving health care institution;
The date and the time of the transport to the receiving health care institution;

The date and time of the patient’s return to the sending hospital, if applicable;

The mode of transportation; and

The type of professional assisting in the transport if an order requires that a patient be assisted during transport.

B. For atransport of apatient to areceiving hospital, the administrator of the receiving hospital shall require that:

1. Hospital policies and procedures.

|

b.
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Specify the process by which the receiving hospital personnel members coordinate the transport and the medical
services provided to a patient to protect the health and safety of the patient;

Require an assessment of the patient by a registered nurse or a medical staff member upon arrival of the patient
and before the patient is returned to the sending hospital;

Specify the receiving hospital’s patient medical records required to accompany the patient when the patient is
returned to the sending hospital, if applicable; and

Specify how the receiving hospital personnel members communicate patient medical record information to the
sending hospital that is not provided at the time of the patient’s return; and

Documentation in the patient’s medical record includes.

=P |20 O o

The date and time the patient arrives at the receiving hospital;

The medical services provided to the patient at the receiving hospital;

Any adverse reaction or negative outcome the patient experiences at the receiving hospital, if applicable;

The date and time the receiving hospital returns the patient to the sending hospital, if applicable;

The mode of transportation to return the patient to the sending hospital, if applicable; and

The type of professional assisting in the transport if an order requires that a patient be assisted during transport.

C. A sending hospital and a receiving hospital that are licensed at separate locations and have the same Medicare humber

issued by the U.S. Department of Health and Human Services Centers for Medicare and Medicaid Services are exempt

from subsections (A)(1)(d), (B)(1)(c). and (B)(1)(d).

R9-10-213. A i
A= Governing-au s
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A. For atransfer of apatient, the administrator of a sending hospital shall require that:

1. Hospital policies and procedures.
a  Specify the process by which the sending hospital personnel members coordinate the transfer and the medical
services provided to a patient to protect the health and safety of the patient during the transfer;
b. Require an assessment of the patient by a registered nurse or a medical staff member of the sending hospital
before the patient is transferred;
Specify how the sending hospital personnel members communicate medical record information that is not pro-
vided at the time of the transfer;

|©

2. Except in an emergency, a medical staff member obtains informed consent for the transfer;

3. In an emergency, documentation of informed consent or why informed consent could not be obtained is included in
the medical record:;

4. One of the following accompanies the patient during transfer to the receiving hospital:

a A copy of the patient’s medical record for the current inpatient admission; or
b. All of thefollowing for the current inpatient admission:
i. A medical staff member’s summary of medical services provided to the patient;

i. A careplan containing up-to-date information:;
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ii. Consultation reports;

iv. Laboratory and radiology reports;
v. A record of medications administered to the patient for the seven days before the date of transfer;
vi. Medical staff member’s ordersin effect at the time of transfer; and

vii. Any known allergy; and
Documentation in the patient’s medical record includes:
a  The acceptance of the patient by and communication with an individual at the receiving hospital;
b. Thedate and the time of the transfer to the receiving hospital ;
The mode of transportation; and
d. Thetype of professional assisting in the transfer if an order requires that a patient be assisted during transfer.

|©

B. A sending hospital and a receiving hospital that are licensed at separate locations and have the same Medicare number
issued by the U.S. Department of Health and Human Services Centers for Medicare and Medicaid Services are exempt
from subsections (A)(1)(c), (A)(4) and (A)(5)(a).

R9-10-214. Med+&eﬂ—staﬁ SuroncaJ Serwc&
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An administrator of ageneral hospital shall require that:
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There is an organized service that provides surgical services under the direction of amedical staff member;

Thereis adesignated area for providing surgical services as an organized service;

The area of the hospital designated for surgical servicesis managed by aregistered nurse or a physician;
Documentation is available in the surgical services area that specifies each medical staff member’s clinical privileges
to perform surgical proceduresin the surgical services area;

Postoperative orders are documented in the patient’s medical record:;

Thereisachronological log of surgical procedures performed in the surgical services area that contains:

The date of the surgical procedure;

The patient’s name;

The type of surgical procedure;

Thetimein and time out of the operating room;

The name and title of each individual performing or assisting in the surgical procedure;

The type of anesthesia used;

An identification of the operating room used; and

The disposition of the patient after the surgical procedure;

The chronological log required in subsection (A)(6) is maintained in the surgical services area for aminimum of 12
months from the date of the surgical procedure and then maintained by the hospital for an additional 12 months;

The medical staff designate in writing the surgical procedures that may be performed in areas other than the surgical
services area;

The hospital has the medical staff members, personnel members, and equipment to provide the surgical procedures
offered in the surgical services area;

A patient and the surgical procedure to be performed on the patient are identified before initiating the surgical proce-
dure;

Except in an emergency, a medical staff member or a surgeon performs a medical history and physical examination
within 30 days before performing a surgical procedure on a patient;

Except in an emergency, a medical staff member or a surgeon enters an interval note in the patient’s medical record
before performing a surgical procedure;

Except in an emergency, the following are documented in a patient’s medical record before a surgical procedure:

A preoperative diagnosis;

Each diagnostic test performed in the hospital;

A medical history and physical examination as required in subsection (A)(11) and an interval note asrequired in
subsection (A)(12);
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d. A consent or refusal for blood or blood products signed by the patient or the patient’s representative, if applica-
ble; and
e. Informed consent according to hospital palicies and procedures; and

14. Within 24 hours after a surgical procedure is completed:

a  Thesurgeon performing the surgery documents the surgical technigque, findings, and tissue removed or altered, if

applicable; and
b. Theindividual performing the postoperative follow-up examination completes a postoperative follow-up report.

B. Anadministrator of arural general hospital or a special hospital that provides surgical services shall comply with subsec-

tion (A).
R9-10- 215 NH-Fs-ng-sereaAneetheaa Services

An administrator shall require that:

5.

Anesthesia services provided in conjunction with surgical services performed in the operating room are provided as

an organized service under the direction of a medical staff member;

Documentation is available in the surgical services area that specifies the medical staff member’s clinical privileges

to administer anesthesia;

Except in an emergency, an anesthesiologist or a nurse anesthetist performs a pre-anesthesia evaluation within 48

hours before anesthesiais administered in conjunction with surgical services;

Anesthesia administration is documented in a patient’s medical record and includes:

a. A pre-anesthesia evaluation, if applicable;

b. Anintra-operative anesthesia record;

c. The postoperative status of the patient upon |eaving the operating room; and

d. Post-anesthesia documentation by the individual performing the post-anesthesia evaluation that includes the
information required by the medical staff bylaws and medical staff regulations; and

A reqgistered nurse or a physician documents resuscitative measures in the patient’s medical record.

R9-10-216. Su-r—gl-eal—ser-w-eesEmerqencv Serwces
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Emergency services are provided 24 hours a day in a designated area of the hospital;

Emergency services are provided as an organized service under the direction of a medical staff member;

The scope and extent of emergency services offered are documented:;

Emergency services are provided to an individual, including a woman in active |abor, requesting emergency Services,
If emergency services cannot be provided at the hospital to meet the needs of a patient in an emergency, measures and
procedures are implemented to minimize risk to the patient until the patient is transported or transferred to another
hospital;

A roster of on-call medical staff membersis available in the emergency services area;

Thereis achronological 1og of emergency services that includes:

a The patient’s name;

b. Thedate, time, and mode of arrival; and

c. Thedisposition of the patient including discharge, transfer, or admission; and

The chronological log required in subsection (A)(7) is maintained:

a Inthe emergency services areafor aminimum of 12 months from the date of the emergency services; and

b. By thehospital for an additional four years.

An administrator of a special hospital that provides emergency services shall comply with subsection (A).

An administrator of a hospital that provides emergency services but does not provide perinatal organized services, shall
require that emergency perinatal services are provided within the hospital’s capabilities to meet the needs of a patient and
aneonate, including the capability to deliver a neonate and to keep the neonate warm until transfer to a hospital providing
perinatal organized services.

R9-10-217. Dietetic-serviees Phar maceutical Services
A= Organization
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An administrator shall require that:

1. Pharmaceutical services are provided under the direction of a pharmacist according to A.R.S. Title 36, Chapter 27;
A.R.S. Title 32, Chapter 18; and A.A.C. Title 4, Chapter 23;

A copy of the pharmacy license is provided to the Department for review upon the Department’s request;

A committee, composed of at least one physician, one pharmacist, and other personnel members as determined by
hospital policies and procedures is established to:

Develop adrug formulary;

Update the drug formulary at least every 12 months;

Develop medication usage and medication substitution policies and procedures; and

Specify which medication, medication categories, and biologicals are required to be automatically stopped after
aspecified time period unless the ordering medical staff member specifically orders otherwise;

| N
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An expired, mislabeled, or unusable medication or biological is disposed of according to hospital policies and proce-
dures;
A medication administration error or an adverse reaction is reported to the ordering medical staff member or the med-
ical staff member’s designee;
A pharmacy medication dispensing error is reported to the pharmacist;
In a pharmacist’s absence, personnel members designated by hospital policies and procedures have access to alocked
area containing a medication or biological;
A medication or biological is maintained at temperatures recommended by the manufacturer:;
A cart used for an emergency:
a.  Contains medication, supplies, and equipment as specified in hospital policies and procedures;
b. Isavailableto aunit; and
C. Issealed until opened in an emergency:
10. Emergency cart contents and sealing of the emergency cart are verified and documented according to hospital poli-
cies and procedures;
11. There are hospital palicies and procedures that specify individuals who may:
a  Order medication and biologicals; and
b. Administer medication and biologicals;
12. A medication or biological is administered in compliance with an order;
13. A medication or abiological administered to a patient is documented as required in R9-10-228;
14. If pain medication is administered to a patient, documentation in the patient’s medical record includes.
a  Anassessment of the patient’s pain before administering the medication; and
b. The €ffect of the pain medication administered; and
15. Hospital policies and procedures specify a process for review through the quality management program of:
a A medication administration error;
b. An adverse reaction to a medication; and
c. A pharmacy medication dispensing error.
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R9-10-218. tees Clinical L aboratory Services and Pathology Services

A\

4.
An administrator shall require that:

1. Clinical laboratory services and pathology services are provided by ahospital through alaboratory that holds a certif-
icate of accreditation or certificate of compliance issued by the United States Department of Health and Human Ser-
vices under the 1988 amendments to the Clinical L aboratories Improvement Act of 1967;

2. A copy of the certificate of accreditation or compliance in subsection (1) is provided to the Department for review
upon the Department’s request;

3. A general hospital or arural general hospital provides clinical |aboratory services 24 hours a day within the hospital
to meet the needs of a patient in an emergency:

4. A special hospital whose patients diagnoses or treatment requires clinical |aboratory services provides the services
within the special hospital 24 hours a day:

5. A hospital that provides clinical laboratory services 24 hours a day has on duty or on call at al times laboratory per-
sonnel authorized by hospital policies and procedures to perform testing;

6. A hospital that offers surgical services shall provide pathology services within the hospital or by contract to meet the

needs of a patient;
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7. Clinical |aboratory and pathology test results are:
a Availableto the medical staff:
i.  Within 24 hours after the test is completed if the test is performed at alaboratory on the hospital premises; or
ii.  Within 24 hours after the test result is received if the test is performed at a laboratory outside of the hospital
premises; and
b. Documented in a patient’s medical record:;

8. If atest result is obtained that indicates a patient may have an emergency medical condition, as defined by medical
staff, laboratory personnel notify the ordering medical staff member or a registered nurse in the patient’s assigned
unit;

9. |f aclinical laboratory report, a pathology report, or an autopsy report is completed on a patient, a copy of the report

isincluded in the patient’s medical record;
10. There are hospital policies and procedures for:
a Procuring, storing, transfusing, and disposing of blood and blood products;
b. Blood typing, antibody detection, and blood compatibility testing; and
c. Investigating transfusion adverse reactions that specify a process for review through the guality management
program;
11. If blood and blood products are provided by contract, the contract includes:
a Theavailability of blood and blood products from the contractor; and
b. The processfor delivery of blood and blood products from the contractor; and
12. Expired laboratory supplies are discarded according to hospital policies and procedures.
R9-10-219. Bisasterpreparediness Radiology Services and Diagnostic | maging Services
N a¥a pritton N tionwith nroeced - O\A H
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n administrator shall require that:
Radiology services and diagnostic imaging services are provided in compliance with A.R.S. Title 30, Chapter 4 and

>
(b

A.A.C. Title 12, Chapter 1;
2. A copy of acertificate documenting compliance with subsection (1) is provided to the Department for review upon
the Department’s request;

3. A general hospital or arural general hospital provides radiology services 24 hours a day within the hospital to meet
the emergency needs of a patient;

4. A general hospital or arural general hospital has a radiologic technologist on duty or on call at all times; and

5. A special hospital whose patients' diagnoses or treatment requires radiology services and diagnostic imaging services

is able to provide the services or has a documented plan to provide the services to meet the needs of a patient.
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B. An adminigtrator of a hospital that provides radiology services and diagnostic imaging services in the hospital shall
require that:
1. Radiology services and diagnostic imaging services are provided:

Under the direction of a medical staff member; and

According to an order that includes:

i. The patient’s name;

=i

i. Thename of the ordering individual;

iii. Theradiological or diagnostic imaging procedure ordered; and

iv. Thereason for the procedure;

2. A medical staff member or radiologist interprets the radiologic or diagnostic image;
3. A radiologist prepares a documented radiologic or diagnostic imaging patient report that includes:
a.  The patient’s name;
b. Thedate of the procedure;
c. A radiologist’s interpretation of the image;
d. Thetype and amount of radiopharmaceutical used, if applicable; and
e. The adverse reaction to the radiopharmaceutical, if any;
4. A radiologic or diagnostic imaging patient report is included in the patient's medical record; and
5. A radiologic or diagnostic image is maintained by the hospital for at least 12 months from the date of the imaginag.

> F

ot provide inten-

SIVEe care Services.

An administrator of ahospital that provides intensive care services shall require that:

1. Intensive care services are provided as an organized service in a designated area under the direction of a medical staff
member;

2. A patient admitted for intensive care services is personally visited by a physician at least once every 24 hours;

[0
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Admission and discharge criteriafor intensive care services are established;
A personnel member’s responsibilities for initiation of medical services in an emergency to a patient in an intensive
care unit pending the arrival of a medical staff member are defined and documented in hospital policies and proce-
dures;
In addition to the requirements in R9-10-208(C), an intensive care unit is staffed:
a  With aminimum of one registered nurse for every three patients; and
b. According to an acuity plan as required in R9-10-208;
If the medical services of an intensive care patient are reduced to alesser level of care in the hospital, but the patient
is not physically relocated, the nurse to patient ratio is based on the needs of the patient;
Private duty staff do not provide hospital servicesin an intensive care unit;
Nursing personnel assigned to an intensive care unit are qualified in advanced cardiopulmonary resuscitation specific
to the age of the patients in the intensive care unit;
Resuscitation, emergency, and other equipment are available at all times to meet the needs of a patient including:
Ventilatory assistance equipment;
Respiratory and cardiac monitoring equipment;
Suction equipment;
Portabl e radiol ogic equipment; and
A patient weighing device for patients restricted to a bed; and
10. Anintensive care unit has at |east one emergency cart that is maintained according to R9-10-217.
C. A special hospital providing only psychiatric services and licensed according to A.R.S. Title 36, Chapters 4 and 5, is not
subject to the requirements in this Section.

R9-10-221. Medical+ecordsserviees Respiratory Care Services
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4. Laboratery-and-diagneosticreperts;
5. Nursinghetes;
6. .
7 " g. I d y
8. Admitting diaghosis;
9. Dispesition-and-discharge diagnests;
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An admmlsxrator of a hospltal that provi d&s respi ra([orv care services shall require that:
1. Respiratory care services are provided under the direction of a medical staff member;
2. Respiratory care services are provided according to an order that includes:

a The patient’s name;
b. The name and signature of the ordering individual;
c. Thetype, frequency, and if applicable, duration of treatment;
d. Thetype and dosage of medication and diluent; and
e. Theoxygen concentration or oxygen liter flow and method of administration:;
3. Respiratory care services provided to a patient are documented in the patient’s medical record and include:

The date and time of administration;

The type of respiratory care services;

The effect of respiratory care services;

The adverse reaction to respiratory care services, if any; and

The authentication of the individual providing the respiratory care services, and

4. Any areaor unit that performs blood gases or clinical |aboratory tests complies with the requirementsin R9-10-218.

P |20 o o

R9-10- 222 Eabepater—sewreesPermatal Services
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hat provides perinatal organized services shall require that:
1. Perinatal services are provided in a designated area under the direction of a medical staff member;
2. Only medical and surgical procedures approved by the medical staff are performed in the perinatal services unit;
3. The perinatal services unit has the capability to initiate an emergency cesarean delivery within the time-frame estab-
lished by the medical staff and documented in hospital policies and procedures;
4. Only apatient in need of perinatal services or gynecological services receives perinatal services or gynecological ser-
vicesin the perinatal services unit;
A patient receiving gynecological services does not share aroom with a patient receiving perinatal services;
A chronological log of perinatal servicesis maintained that includes:
a The patient’s name;
b. Thedate, time, and mode of the patient’s arrival;
c. Thedisposition of the patient including discharge, transfer, or admission time; and

A. Anadministrator of ahospital t
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The following information for adelivery of aneonate:
i. Theneonat€'s name or other identifier;
ii. The name of the medical staff member who delivered the neonate;
iii. Thedelivery time and date; and
iv. Complications of delivery, if any:;
The chronological log required in subsection (A)(6) is maintained by the hospital in the perinatal services unit for a
minimum of 12 months from the date the perinatal services are provided and then maintained by the hospital for an
additional 12 months;
The perinatal services unit provides fetal monitoring;
The perinatal services unit has ultrasound capability;
. Except in an emergency, a neonate is identified as required by hospital policies and procedures before moving the
neonate from a delivery area;
11. There are hospital policies and procedures that specify:
a  Security measures to prevent neonatal abduction, and
b. How the hospital determines to whom a neonate may be discharged;
12. A neonateis discharged only to an individual who is:
a.  Authorized according to subsection (A)(11), and
b. Providesidentification;
13. A neonate's medical record identifies the individual to whom the neonate is discharged;
14. A patient or the individual to whom the neonate is discharged receives perinatal education, discharge instructions,
and areferral for follow-up care for a neonate in addition to the discharge planning requirementsin R9-10-211;
15. Intensive care services for neonates comply with the requirements in R9-10-220;
16. A minimum of one registered nurseis on duty at all timeswhen thereis aneonatein anursery;
17. Eaquipment and supplies are available to a nursery, labor-delivery-recovery room, or labor-delivery-recovery-postpar-
tum room to meet the needs of each neonate; and
18. Inanursery, only aneonate’s bed or bassinet is used for changing diapers, bathing, or dressing the neonate.
B. An administrator of a hospital that does not provide perinatal organized services shall comply with the requirements in

I~
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R9-10-216(C).
R9-10-223. Pha&maeea-t-l-eal—seﬁq-e% Ped|atr|c Serwceﬁ

1. Pediatric services are provided in a designated area under the direction of a medical staff member;

2. Consistent with the health and safety of a pediatric patient, arrangements are made for a parent or a guardian of a
pediatric patient to stay overnight; and

3. There are hospital policies and procedures for:

a Infection control for shared toys, books, stuffed animals, and other items in a community playroom; and
b. Visitation of apediatric patient, including age limits, if applicable.
An administrator of a hospital that provides pediatric intensive care services shall require that the pediatric intensive care
services comply with intensive care services requirements in R9-10-220.
C. Anadministrator of a hospital that does not provide pediatric organized services may admit a pediatric patient only in an
emergency and shall require that:
1. The pediatric patient is not placed in a patient room with an adult patient; and
2. Consistent with the health and safety of a pediatric patient, arrangements are made for a parent or a guardian of a
pediatric patient to stay overnight.

R9-10- 224 Rehabi-l-i-tat-ren—sewrees Psvch|atr|c Serwces

|o0
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An adml nistrator of a hosnltal that Drowd% stchlatrlc organi zed services shall reguire that the hosoltal isin compllance with

A.R.S. Title 36, Chapters 4 and 5, A.A.C. Title 9, Chapter 20, and this Chapter.

R9-10-225. Qual-u-t—y—a&s&r—anee Rehab|l|tat|on Serwc&

An administrator shall require that:

1

o

If rehabilitation services are provided as an organized service, the rehabilitation services are provided under the direc-
tion of an individual qualified according to hospital policies and procedures,

Rehabilitation services are provided according to an order; and

The medical record of a patient receiving rehabilitation services includes:

An order for rehabilitation services that includes the name of the ordering individual and areferring diagnosis;
A documented care plan that is developed in coordination with the ordering individual and the individual provid-
ing the rehabilitation services;

c. Therehabilitation services provided:;

d. The patient’s response to the rehabilitation services; and

e. Theauthentication of the individual providing the rehabilitation services.

=i

R9—10-226._ Rad-rel-egy—sewl-eeﬁSoual Serwces

ations-adepted-thereunder:
An administrator of ahospital that provides social services shall require that:

1
2.

A social worker or aregistered nurse designated by the administrator coordinates social services;

A medical staff member, nurse, patient, patient’s representative or a member of the patient’s family may request
social services;

A personnel member providing social services participates in discharge planning as necessary to meet the needs of a
patient;

The patient has privacy when communicating with a personnel member providing social services; and

Social services provided to a patient are documented in the patient’s medical record and the entries are authenticated
by the individual providing the social services.

R9-10-227 R%p*at—epy-ealce-sem-e&s D|etary Services

An adm|n|strator shaII require that

1

Dietary services are provided according to A.A.C. Title 9, Chapter 8, Article 1;
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2. A copy of the hospital’s food establishment license under A.A.C. Title 9, Chapter 8, Article 1, is provided to the
Department for review upon the Department’s request;

3. For ahospital that contracts with a food establishment to prepare and deliver food to the hospital, a copy of the con-
tracted food establishment’s license under A.A.C. Title 9, Chapter 8, Article 1, is:
a.  Maintained on the hospital premises, and
b. Provided to the Department for review upon the Department’s request;

4. If a hospital contracts with a food establishment to prepare and deliver food to the hospital, the hospital is able to
store, refrigerate, and reheat food to meet the dietary needs of a patient;

5. Dietary services are provided under the direction of an individual qualified to direct the provision of dietary services
according to hospital policies and procedures;

6. There are personnel members on duty to meet the dietary needs of all patients;

7. Personnel members providing dietary services are qualified to provide dietary services according to hospital policies
and procedures;

8. A nutrition assessment of apatient is:
a Performed according to hospital policies and procedures; and
b. Communicated to the attending physician or the attending physician’s designee if the nutrition assessment

reveals a specific dietary need;
9. A medical staff member documents an order for adiet for each patient in the patient’s medical record:;
10. A current diet manual approved by a registered dietitian is available to personnel members and medical staff mem-

bers; and
11. A patient’s dietary needs are met 24 hours a day.

R9-10-228. Special-CareUhits Medical Records
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12.

A medical record is established and maintained for each patient;

An entry in amedical record is:

a Recorded only by a personnel member authorized by hospital policies and procedures to make the entry:;

b. Dated, legible, and authenticated; and

c. Not changed to make theinitial entry illegible;

An order is:

a  Dated when the order is entered in the medical record and includes the time of the order if required by medical

staff bylaws;
b. Authenticated by a medical staff member or the organized medical staff according to medical staff bylaws or
hospital policies and procedures; and

c. Authenticated by the individual entering the order in the medical record if the order is an oral or telephone order;

If a rubber-stamp signature or an electronic signature code is used to authenticate an order, the individual whose sig-

nature the stamp or electronic code represents is accountable for the use of the stamp or the electronic code;

A medical record is available to personnel members and medical staff members authorized by hospital policies and

procedures to access the medical record;

Information in amedical record is disclosed to an individual not authorized under subsection (5) only with the written

consent of a patient or the patient’s representative or as permitted by law;

A medical record is maintained under the direction of an individual:

a  Whoisqualified to maintain the medical record according to hospital policies and procedures, or

b. Who consults with an individual qualified according to hospital policies and procedures;

There are hospital policies and procedures that include:

a.  Thelength of time amedical record is maintained on the hospital premises; and

b. The maximum time-frame to retrieve an onsite or off-site medical record at the request of a medical staff mem-
ber or authorized personnel member:;

medical record of a patient is provided to the Department:
As soon as possible but not more than four hours from the time of the Department’s reguest if the patient was dis-
charged within 12 months from the date of the Department’s request, or
Within 24 hours from the time of the Department’s request if the patient was discharged more than 12 months
from the date of the Department’s request;

medical record is:
Protected from loss, damage, or unauthorized use; and
According to A.R.S. 8 12-2297, maintained for seven years from the date of patient discharge unless the patient
islessthan 18 years of age, in which case the record is maintained for three years after the patient’s 18th birthday
or at least seven years after the last date the child received hospital services, whichever date occurs last;

Vital records and vital statistics are maintained for at least 10 years according to A.R.S. § 36-343; and

If ahospital discontinues hospital services, the Department is notified in writing, not less than 30 days before hospital

services are discontinued, of the location where the medical records are stored.

[ >
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If ahospital maintains medical records electronically, an administrator shall require that:

1
2.

There are safeguards to prevent unauthorized access; and
The date and time of an entry in amedical record is recorded by the computer’sinternal clock.

An administrator shall require that a hospital’s medical record for an inpatient contains:

1

[~

Patient information that includes:

The patient’s name;

The patient’s address;

The patient’s date of birth;

A designated patient representative, if applicable; and

Any known allergy including medication or biological allergies or sensitivities;
edication information that includes:

The patient’s weight;

A medication or biological ordered for the patient; and

A medication or biological administered to the patient including:

o FR e R0 T
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The date and time of administration;
ii. Thename, strength, dosage, amount, and route of administration;
iii. Theidentification and authentication of the individual administering the medication or biological; and
iv. Any adverse reaction the patient has to the medication or biological;
Documented informed consent for treatment by the patient or the patient’s representative except in an emergency:
A medical history and results of a physical examination or an interval note;
If the patient provides a health care directive, the health care directive signed by the patient;
An admitting diagnosis;
Names of the admitting medical staff member and attending physician;
All orders;
All care plans;
A record of hospital services provided to the patient;
Notes by medical staff members, nursing or other personnel members;
Disposition of the patient after discharge;
Discharge instructions required in R9-10-211(B)(3);
A discharge summary; and

15. If applicable:

a A laboratory report required in R9-10-218;
b. A radiologic report required in R9-10-219;
c. A diagnostic report;
d.
e

Documentation of restraint; and
A consultation report;
administrator shall require that a hospital’s medical record for an outpatient contains:

An
1

N
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Patient information that includes:
The patient’s name;
The patient’s address;
The patient’s date of birth;
A designated patient representative, if applicable; and
If necessary for treatment, any known allergy including medication or biological allergies or sensitivities;
necessary for treatment, medication information that includes:
The patient’s weight;
A medication or biological ordered for the patient; and
A medication or biological administered to the patient including:
i. Thedate and time of administration;
ii. Thename, strength, dosage, amount, and route of administration;
iii. Theidentification and authentication of the individual administering the medication or biological; and
iv. Any adverse reaction the patient has to the medication or biological;
Documented informed consent by the patient or the patient’s representative, except in an emergency:
A diagnosis or reason for outpatient medical services;

o TI [= e Qe o

All orders;

A record of hospital services provided to the patient; and
If applicable:

a A laboratory report required in R9-10-218;

b. A radiologic report required in R9-10-219;

c. A diagnostic report;

d. Documentation of restraint; and

e. A consultation report;

In addition to the requirements in subsection (D), an administrator shall require that the hospital’s record of emergency

services provided to a patient contains:

[ |G [ [0 N =

A record of treatment the patient received before arrival at the hospital, if available;

The patient’s medical history;

An assessment, including the name of the individual performing the assessment;

The patient’s chief complaint;

The name of the individual who treated the patient in the emergency room, if applicable; and
The disposition of the patient after discharge.
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A. Anadministrator shall require that:
1. Aninfection control program that meets the requirements of this Section is established under the direction of an indi-
vidual qualified according to hospital policies and procedures;
2. There are hospital palicies and procedures:

a Toprevent or minimize, identify, report, and investigate infections and communicable diseases that include:
i. Isolating a patient;

ii. Sterilizing equipment and supplies;

iii. Maintaining and storing sterile equipment and supplies;

iv. Disposing of biohazardous medical waste; and
v. Transporting and processing soiled linens and clothing;

b. That specify communicable diseases, medical conditions, or criteriathat prevent an individual, a personnel mem-
ber, or amedical staff member from:

i.  Working in the hospital,

ii. Providing patient care, or

iii. Providing environmental services;

<
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c. That establish criteria for determining whether a medical staff member is at an increased risk of exposure to
infectious pulmonary tuberculosis based on:

i. Thelevel of risk in the area of the hospital premises where the medical staff member practices, and
ii. Thework that the medical staff member performs; and
d. That establish the frequency of tuberculosis screening for an individual determined to be at an increased risk of

EeXposure;
3. Aninfection control program includes an infection control risk assessment that is reviewed and updated at least every
12 months;
4. A tuberculosis screening is performed as follows:
a.  For a personnel member, at least once every 12 months or more frequently if determined by an infection control
risk assessment;
b. Except asrequired in subsection (A)(4)(c), for amedical staff member, at |east once every 24 months; and
c. [For amedical staff member at an increased risk of exposure based on the criteria in subsection (A)(2)(c), at the
frequency required by the hospital’s policies and procedures, but no less frequently than every 24 months;
5. Soiled linen and clothing are:
a  Collected in a manner to minimize or prevent contamination,
b. Bagged at the site of use, and
c. Maintained separate from clean linen and clothing;
6. A personnel member washes hands or uses a hand disinfection product after each patient contact and after handling
soiled linen, soiled clothing, or potentially infectious material;
7. Aninfection control program has a procedure for documenting:
a Thecollection and analysis of infection control data;
b. The actions taken relating to infections and communicable diseases; and
c. Reports of communicable diseases to the governing authority and state and county health departments;
8. Infection control documents are maintained in the hospital for two years and are provided to the Department for
review as soon as possible after a Department request but not more than four hours from the time of the request;
9. Aninfection control committee is established according to hospital policies and procedures that consists of:
a  Atleast one medical staff member;
b. Theindividual directing the infection control program; and
c. Other personnel identified in hospital policies and procedures; and
10. Theinfection control committee:

a.  Develops aplan for preventing, tracking, and controlling infections;

b. Reviewsthe type and frequency of infections and devel ops recommendations for improvement;

c. Meetsand provides a quarterly written report for inclusion by the quality management program; and
d. Maintains arecord of actions taken and minutes of meetings.

B. Anadministrator shall comply with communicable disease reporting requirementsin A.A.C. Title 9, Chapter 6.

An administrator shall require that:

1. Anindividua providing environmental services who has the potential to transmit pulmonary tuberculosis to patients
as determined by the infection control risk assessment shall comply with the requirements in R9-10-206(3);

The hospital premises and equipment are:

a.  Cleaned according to policies and procedures designed to prevent or control illness or infection; and

b. Freefrom acondition or situation that may cause a patient or other individual to suffer physical injury:;

A pest control program is used to control insects and rodents;

The hospital maintains a tobacco smoke-free environment;

Biohazardous waste and hazardous waste are identified, stored, used, and disposed of according to A.A.C. Title 18,

Chapter 13, Article 14 and hospital policies and procedures;

Equipment used to provide hospital servicesis.

a  Maintained in working order;

b. Tested and calibrated according to the manufacturer’s recommendations or if there are no manufacturer’s recom-

mendations, as specified in hospital policies and procedures; and

Used according to the manufacturer’s recommendations;
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7. Documentation of equipment testing, calibration, and repair is maintained on the hospital premises for one year from
the date of the testing, calibration, or repair and provided to the Department for review as soon as possible after a
Department request but not more than four hours from the time of the request.

3
4.
5

An adm
1. A disaster plan is developed and documented that includes:

a  Procedures for protecting the health and safety of patients and other individuals;

b. Assigned personnel responsibilities; and

c. Instructions for the evacuation, transport, or transfer of patients, maintenance of medical records, and arrange-
ments to provide any other hospital services to meet the patients’ needs;

A plan exists for back-up power and water supply:

A firedrill is performed on each shift at |east once every three months;

A disaster drill is performed on each shift at |east once every 12 months;

Documentation of afire drill required in subsection (3) and a disaster drill required in subsection (4) includes:

a  Thedate and time of the drill;

b. A critique of the drill; and

c. Recommendations for improvement, if applicable; and

Documentation of afire drill or adisaster drill is maintained by the hospital for 12 months from the date of the drill

and provided to the Department for review as soon as possible after a Department request but not more than four

hours from the time of the request.

R9-10-232. Hespitalphysieal-plant Physical Plant Standards
A Phvs i £
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An administrator shall require that:

1

N

oo

[© |o [

A hospital complies with the physical plant health and safety codes and standards that are incorporated by reference
in A.A.C. R9-1-412 at the time the hospital is licensed:;

Architectural plans and specifications for construction, modification, or change in licensed capacity or inpatient beds
are submitted to the Department for approval;

Construction, a modification, or a change in inpatient beds complies with the reguirements of this Article and the
physical plant health and safety codes and standards incorporated by reference in R9-1-412 at the time the construc-
tion, modification, or change in licensed capacity or inpatient beds is approved by the Department;

Thelicensed hospital premises or any part of the licensed hospital premisesis not leased to or used by another person:;
A unit with inpatient bedsis not used as a passageway to another health care institution; and

Hospital premises are not licensed as more than one health care institution except as provided in A.R.S. Title 36,
Chapters 4 and 5, and A.A.C. Title 9, Chapter 20.

B. An administrator shall provide to the Department for review as soon as possible but not more than four hours from the

time of the Department’s request, documentation of a current fire inspection conducted by alocal jurisdiction.
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R9-10-314. M-edical-staff Repealed
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R9-10-316. Surgieat-services Repealed
A< Rura of-requi
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R9-10-318. Emergenrey-serviees Repealed
A_. A ural A

R9-10-319. Bisasterpreparediness Repealed
A- Di ittenplan
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R9-10-320.
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R9-10-323. Pharmaceutical-services Repealed
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	NOTICES OF FINAL RULEMAKING
	NOTICE OF FINAL RULEMAKING
	TITLE 9. HEALTH SERVICES
	CHAPTER 10. DEPARTMENT OF HEALTH SERVICES
	HEALTH CARE INSTITUTIONS: LICENSURE
	PREAMBLE
	1. Sections Affected Rulemaking Action
	Article 2 Amend R9-10-201 New Section R9-10-202 New Section R9-10-203 New Section R9-10-204 New S...

	2. The specific authority for the rulemaking, including both the authorizing statutes (general) a...
	Authorizing statutes: A.R.S. §§ 36-132(A) and 36-136(F)
	Implementing statutes: A.R.S. §§ 36-405 and 36-406

	3. The effective date of the rules:
	October 1, 2002

	4. A list of all previous notices appearing in the Register addressing the final rule:
	Notice of Rulemaking Docket Opening: 7 A.A.R. 1321, March 23, 2001
	Notice of Proposed Rulemaking: 7 A.A.R. 4791, October 19, 2001
	Notice of Supplemental Proposed Rulemaking: 8 A.A.R. 774, February 22, 2002
	Notice of Public Information: 8 A.A.R. 1113, March 15, 2002

	5. The name and address of agency personnel with whom persons may communicate regarding the rulem...
	Name: Virginia Blair, Team Leader
	Address: Department of Health Services, Office of Medical Facilities 1647 E. Morten, Suite 160 Ph...
	Telephone: (602) 674-4371
	Fax: (602) 395-8913
	E-mail: vblair@hs.state.az.us
	or
	Name: Kathleen Phillips, Rules Administrator
	Address: Department of Health Services, Office of Administrative Rules 1740 W. Adams, Suite 102 P...
	Telephone: (602) 542-1264
	Fax: (602) 364-1150
	E-mail: kphilli@hs.state.az.us

	6. An explanation of the rule, including the agency’s reasons for initiating the rule:
	A.R.S. § 36-132(A) requires the Arizona Department of Health Services (Department) to license and...
	The proposed rules mirror many of the Joint Commission on Accreditation of Healthcare Organizatio...
	The proposed rules replace and update current rules by setting forth the Department requirements ...

	7. A reference to any study that the agency relied on in its evaluation of or justification for t...
	None

	8. A showing of good cause why the rule is necessary to promote a statewide interest if the rule ...
	Not applicable

	9. The summary of the economic, small business, and consumer impact:
	The rulemaking incorporates existing requirements already established in rule, current industry p...
	The rules benefit hospitals by providing consistent, accurate, and clear requirements that mirror...
	The Department is requesting a delayed effective date of October 1, 2002, to allow the Department...

	10. A description of the changes between the proposed rules, including supplemental notices, and ...
	A Notice of Rulemaking Docket Opening was published on March 23, 2001. A Notice of Proposed Rulem...
	R9-10-201 Definitions
	#9 assessment: The Department received a number of comments expressing concern that the definitio...
	#16 certified registered nurse anesthetist: The Department received comments from the Arizona Sta...
	#40 environmental services: The Department received comments expressing the concern that the defi...
	#43 general anesthesia: The Department has deleted this definition because the rules no longer us...
	#51 inpatient: The Department has clarified the definition by replacing the word “and” with the w...
	#53 intensive care services: The Department received a number of comments expressing concern that...
	#64 nurse: The Department has changed the definition by deleting the word “licensed” preceding “p...
	#65 nurse anesthetist: The Department has changed the definition of “certified registered nurse a...
	#75 outpatient: The Department has clarified the definition by replacing the word “and” with the ...
	#78 patient care: The Department has clarified the definition by adding the word “members” to “me...
	#82 person: The Department has added the phrase “and includes governmental agencies” to the defin...
	#93 respiratory care services: The Department has changed the definition by replacing the word “t...
	#112 treatment: The Department has made a technical change by eliminating the unnecessary word “to”.
	R9-10-206 Personnel
	R9-10-206(3): The Department received a written comment from a Phoenix hospital administrator inf...
	R9-10-207 Medical Staff
	The Department is deleting the term “organized” when used in conjunction with “organized medical ...
	R9-10-215 Anesthesia Services
	The Department received a written request from the Arizona Association of Nurse Anesthetists to c...
	R9-10-216 Emergency Services
	The Department made a technical change in subsection (A)(8) because of a referencing error. The c...
	R9-10-217 Pharmaceutical Services
	The Department has moved the medication documentation requirements in subsection (13) of the prop...
	R9-10-220 Intensive Care Services
	The Department received a number of comments about subsection (B)(2) expressing concern that the ...
	R9-10-223 Pediatric Services
	The Department received a comment about subsection (C)(2) requesting that the language mirror the...
	R9-10-228 Medical Records
	The Department has modified subsections (C) and (D) as described above in R9-10-217, “Pharmaceuti...
	R9-10-229 Infection Control
	The Department has modified subsection (4)(a) by replacing the word “as” with the word “if” to cl...
	R9-10-230 Environmental Services
	The Department has added a new subsection (1) that ensures that all individuals working in enviro...
	R9-10-232 Physical Plant Standards
	The Department has received comments about subsection (A)(4), which prohibits licensed hospital p...

	11. A summary of the principal comments and the agency response to them:
	The following tables summarize the comments received by the Department in each comment period and...
	A. First Comment Period
	B. Second Comment Period – Supplemental Proposed Rulemaking

	12. Any other matters prescribed by statute that are applicable to the specific agency or to any ...
	Not applicable

	13. Incorporations by reference and their location in the rules:
	None

	14. Was the rule previously made as an emergency rule?
	No

	15. The full text of the rules follows:


	TITLE 9. HEALTH SERVICES
	CHAPTER 10. DEPARTMENT OF HEALTH SERVICES
	HEALTH CARE INSTITUTIONS: LICENSURE
	ARTICLE 2. GENERAL HOSPITALS
	ARTICLE 3. RURAL GENERAL HOSPITALS REPEALED
	ARTICLE 4. SPECIAL HOSPITALS REPEALED
	ARTICLE 2. GENERAL HOSPITALS
	R9-10-201. Reserved Definitions
	R9-10-202. Reserved Application Requirements
	R9-10-203. Reserved Administration
	R9-10-204. Reserved Quality Management
	R9-10-205. Reserved Contracted Services
	R9-10-206. Reserved Personnel
	R9-10-207. Reserved Medical Staff
	R9-10-208. Reserved Nursing Services
	R9-10-209. Reserved Patient Rights
	R9-10-210. Reserved Admission
	R9-10-211. General Discharge Planning; Discharge
	R9-10-212. Definitions Transport
	R9-10-213. Administration Transfer
	R9-10-214. Medical staff Surgical Services
	R9-10-215. Nursing services Anesthesia Services
	R9-10-216. Surgical services Emergency Services
	R9-10-217. Dietetic services Pharmaceutical Services
	R9-10-218. Emergency services Clinical Laboratory Services and Pathology Services
	R9-10-219. Disaster preparedness Radiology Services and Diagnostic Imaging Services
	R9-10-220. Environmental services Intensive Care Services
	R9-10-221. Medical records services Respiratory Care Services
	R9-10-222. Laboratory services Perinatal Services
	R9-10-223. Pharmaceutical services Pediatric Services
	R9-10-224. Rehabilitation services Psychiatric Services
	R9-10-225. Quality assurance Rehabilitation Services
	R9-10-226. Radiology services Social Services
	R9-10-227. Respiratory care services Dietary Services
	R9-10-228. Special Care Units Medical Records
	R9-10-229. Obstetrical services Infection Control
	R9-10-230. Pediatric services Environmental Services
	R9-10-231. Social services Disaster Management
	R9-10-232. Hospital physical plant Physical Plant Standards
	R9-10-233. Rates and charges Effective Date

	ARTICLE 3. RURAL GENERAL HOSPITALS REPEALED
	R9-10-311. General Repealed
	R9-10-312. Definitions Repealed
	R9-10-313. Administration Repealed
	R9-10-314. Medical staff Repealed
	R9-10-315. Nursing services Repealed
	R9-10-316. Surgical services Repealed
	R9-10-317. Dietetic services Repealed
	R9-10-318. Emergency services Repealed
	R9-10-319. Disaster preparedness Repealed
	R9-10-320. Environmental services Repealed
	R9-10-321. Medical records services Repealed
	R9-10-322. Laboratory services Repealed
	R9-10-323. Pharmaceutical services Repealed
	R9-10-324. Rehabilitation services Repealed
	R9-10-325. Quality assurance Repealed
	R9-10-326. Radiology services Repealed
	R9-10-327. Respiratory care services Repealed
	R9-10-328. Special care units Repealed
	R9-10-329. Obstetrical services Repealed
	R9-10-330. Pediatric services Repealed
	R9-10-331. Social services Repealed
	R9-10-332. Rural general hospital physical plant Repealed
	R9-10-333. Rates and charges Repealed

	ARTICLE 4. SPECIAL HOSPITALS REPEALED
	R9-10-411. General Repealed
	R9-10-412. Definitions Repealed
	R9-10-413. Administration Repealed
	R9-10-414. Medical staff Repealed
	R9-10-415. Nursing services Repealed
	R9-10-416. Surgical services Repealed
	R9-10-417. Dietetic services Repealed
	R9-10-418. Emergency services Repealed
	R9-10-419. Disaster preparedness Repealed
	R9-10-420. Environmental services Repealed
	R9-10-421. Medical records Repealed
	R9-10-422. Laboratory services Repealed
	R9-10-423. Pharmaceutical services Repealed
	R9-10-424. Rehabilitation services Repealed
	R9-10-425. Quality assurance Repealed
	R9-10-426. Radiology services Repealed
	R9-10-427. Respiratory care services Repealed
	R9-10-428. Special care units Repealed
	R9-10-429. Obstetrical services Repealed
	R9-10-430. Pediatric services Repealed
	R9-10-431. Social services Repealed
	R9-10-432. Hospital physical plant Repealed
	R9-10-433. Rates and charges Repealed
	R9-10-434. License application Repealed
	R9-10-435. Special hospitals that limit admission to patients requiring pain and stress services ...
	R9-10-436. Special hospitals that limit admissions to patients requiring psychiatric services Rep...
	R9-10-437. Special hospitals limiting admissions to patients requiring services in rehabilitation...
	R9-10-438. Special hospitals limiting admissions to patients requiring substance abuse services R...




