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Chapter 1200-08-01 


Standards for Hospitals 


Amendments 


Rule 1200-08-01-.04 Administration is amended by deleting paragraph (3) in its entirety and substituting instead 
the following language, so that as amended, the new paragraph (3) shall read: 

(3) 	 When licensure is applicable for a particular job, the number and renewal number of the current 
license or a copy of the internet verification of such license must be maintained in personnel. Each 
personnel file shall contain accurate information as to the education, training, experience and 
personnel background of the employee. Adequate medical screenings to exclude communicable 
disease shall be required of each employee. 

Authority: T.CA § 68-11-209. 

Rule 1200-08-01-.06 Basic Hospital Functions is amended by adding the following language as new 
subparagraph (3)(g) and re-numbering the remaining subparagraphs appropriately, so that as amended, the 
new subparagraph (3)(g) shall read: 

(g) 	 All hospitals shall each year from October 1 through March 1 offer the immunization for 
influenza and pneumococcal diseases to any inpatient who is sixty-five (65) years of 
age or older prior to discharging. This condition is subject to the availability of the 
vaccine . 

Authority: T .C.A. § 68-11-209. 

Chapter 1200-08-11 

Standards for Homes for the Aged 


Amendments 


Rule 1200-08-11-.10 Records and Reports is amended by deleting paragraph (1) and renumbering the 

remaining paragraphs appropriately. 


Authority: T.C.A. § 68-11-209. 

Rule 1200-08-14 

Pediatric Trauma Centers 


Repeals 


Rule 1200-08-14-.01 Purpose is repealed . 
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Authority: T.C.A. § 68-11-209. 

Rule 1200-08-14-.02 Definitions is repealed. 


Authority: T.C.A. § 68-11-209. 


Rule 1200-08-14-.03 Requirements is repealed. 


Authority: T.CA § 68-11-209. 


Rule 1200-08-14-.04 Programs for Quality Assurance is repealed. 


Authority: T.C.A. § 68-11-209. 


Rule 1200-08-14-.05 Designation Process is repealed. 


Authority: T.C.A. § 68-11-209. 


1200-08-27 

Standards for Home Care Organizations Providing Hospice Services 


Amendments 


Rule 1200-08-27-.01 Definitions is amended by deleting paragraphs (31) and (45) in their entirety and 
substituting instead the following language, so that as amended, the new paragraphs (31) and (45) shall read: 

(31) 	 Hospice Services. As defined by T.CA § 68-11-201, "hospice services," means a coordinated 
program of care, under the direction of an identifiable hospice administrator, providing palliative and 
supportive medical and other services to hospice patients and their families in the patient's regular 
or temporary place of residence. Hospice services shall be provided twenty-four (24) hours a day, 
seven (7) days a week. "Hospice services" may also be provided to a non-hospice patient limited to 
palliative care only. 

(45) 	 Patient. Hospice patient means only a person who has been diagnosed as terminally ill; been 
certified by a physician in writing to have an anticipated life expectancy of six (6) months or less; 
has voluntarily though self or a surrogate requested admission to a hospice; and been accepted by 
a licensed hospice. Patient will also include a non-hospice patient receiving only palliative care. 

Authority: T.CA § 68-11-209. 

Rule 1200-08-27-.05 Admissions, Discharges and Transfers is amended by deleting subparagraph (1)(d) in its 
entirety and substituting instead the following language, and is further amended by adding the following 
language as new subparagraph (1 )(e), so that as amended, the new subparagraphs (1 )(d) and (1 )(e) shall read: 

(d) 	 Has personally or through a representative, in writing, given informed consent to receive 
hospice care; or 

(e) Is a non-hospice patient that has been determined to need palliative care only. 

Authority: T.C.A. § 68-11-209. 

Rule 1200-08-29 
Standards for Home Care Organizations Providing Home Medical Equipment 

Amendments 

Rule 1200-08-29-.01 Definitions is amended by deleting paragraph (43) in its entirety and substituting instead 
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the following language, so that as amended, the new paragraph (43) shall read: 

(43) 	 Wheeled Mobility Device. A wheelchair or wheelchair and seated positioning system prescribed 
by a physician and required for use by the patient for a period of six (6) months or more. The 
following Medicare wheelchairs base codes are exempt: K0001, K0002, K0003, K0004, K0006, 
and K0007 as long as the consumer weighs less than three hundred (300) pounds. 

Authority: T.CA § 68-11-209. 

Rule 1200-08-29-.01 Definitions is amended by deleting paragraph (12) and renumbering the remaining 
paragraphs appropriately. 

Authority: T.CA § 68-11-209. 

Rule 1200-08-29-.01 Definitions is amended by adding the following language as a new, appropriately 
numbered paragraph, so that as amended, the new, appropriately numbered paragraph shall read: 

( ) 	 Qualified Rehabilitation Professional. A health care professional with in the professional's scope 
of practice licensed under Title 63; or an individual who has appropriately obtained the 
designation of ATS or ATP, meeting all requirements thereof, as established by the 
Rehabilitation Engineering and Assistive Technology Society of North America (RESNA). 

Authority: T. C.A. § 68-11-209. 

Rule 1200-08-29-.06 Basic Agency Functions is amended by deleting subparagraph (6)(b) in its entirety and 
substituting instead the following language, and is further amended by adding the following language as new 
subparagraphs (6)(c) through (6)(f) and re-numbering the remaining subparagraphs appropriately, so that as 
amended, the new subparagraphs (6)(b) through (6)(f) shall read: 

(b) 	 An agency providing prescribed wheeled mobility devices shall obtain a complete face
to-face written evaluation and recommendation by a qualified rehabilitation professional 
for consumers of prescribed wheeled mobility devices. 

(c) 	 The agency must have on staff. or contract with, a qualified rehabilitation professional. 

(d) 	 As of July 1, 2007, a one hundred eighty (180) day grace period shall be provided to 
agencies that provide prescribed wheeled mobility devices if the qualified rehabilitation 
professional on staff ceases to be employed and the agency has no other qualified 
rehabilitation professional on staff. 

(e) 	 All agencies making available prescribed wheeled mobility devices to consumers in 
Tennessee shall have a repair service department or a contract with a repair service 
department located in the state. The agency shall have a qualified technician with 
knowledge and capability of servicing the product provided to the consumer. As used in 
this section, "consumer" means an individual for whom a wheeled mobility device, 
manual or powered, has been prescribed by a physician, and required for use for a 
period of six (6) months or more. 

(f) 	 Delivery and final fitting of a wheeled mobility device shall be determined by a qualified 
rehabilitation professional. Exempt are wheeled mobility devices under category Group 
1 Medicare codes. 

Authority: T.C.A. § 68-11-209. 
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* If a roll-call vote was necessary, the vote by the Agency on these rulemaking hearing rules was as follows: 

Board Member 

Larry Arnold, M.D. 
Duane Budd, M.D. 
Charlotte Burns 
Thomas Carr, M.D. 
Elizabeth Chadwell 

Aye 

X 

X 
X 

No Abstain 

X 

Absent 

X 

Signature 
(if required) 

Alex Gaddy 
Estelle Garner 
Robert Gordon 
C. Luke GreQory 
Norman E. Jones, 
M.D. 
Charlsie H. 
Lankford 
Carissa S. Lynch, 
D. PH . 
Annette Marlar, 
R.N. 
Sara Snodgrass 
Ronald C. Staples, 
D.D.S. 
Joe T. Walker, 
D.D.S. 
Carlyle L.E. Walton 
James V. 
Weatherington 
Jon Winter, D.O. 
Kathy Zamata 

X 
X 
X 
X 

X 

X 

X 
X 

X 

X 

X 

X 
X 

X 
X 

I certify that this is an accurate and complete copy of rulemaking hearing rules, lawfully promulgated and 
adopted by the Board for Licensing Health Care Facilities on 11/14/2007, and is in compliance with the 
provisions of TCA 4-5-222. 

I further certify the following: 

Notice of Rulemaking Hearing filed with the Department of State on: --'-08;;.;.11..:;,.0.;:.:,3/1..:;..0_7_________ 

Notice published in the Tennessee Administrative Register on: --'-09.;;.;.V-'-1.;:.:,5/1..:;..0"-7___________ 

Rulemaking Hearing(s) Conducted on: (add more dates). 10116107 

Date ~-d-Wt-t/1J
Signature;~~~ 

Name of Officer: --=Lu~c~ilc:..::le:....:F:....:....!:B~o~n:.:::d_______________ 
Assistant General Counsel 

Title of Officer: Department of Health 

Subscribed and sworn to before me on: ....!.!d-:lo::-..LI .:... 'I-4I Zlf1 ...J, ---==---____________ 
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Public Hearing Comments 

No comments were received at the Rulemaking hearing. (See attached.) 
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Regulatory Flexibility Addendum 
Pursuant to Public Chapter 464 of the 1 05 tl1 General Assembly, prior to initiating the rule making process as 
described in § 4-5-202(a)(3) and § 4-5-202(a), all agencies shall conduct a review of whether a proposed rule or 
rule affects small businesses. 

Regulatory Flexibility Analysis 

(1) 	 The affected businesses are Hospitals, Homes for the Aged, Hospice, Home Medical Equipment, and 
Pediatric Trauma Centers licensed in the state of Tennessee. The ascribed definition of small business 
may only affect the licensed Homes for the Aged, Hospice, and Home Medical Equipment facility types. 
As of November 30,2007, Tennessee had one hundred twenty-two (122) licensed Homes for the Aged, 
three hundred fourteen (314) licensed Home Medial Equipment facilities, and fifty-nine (59) licensed 
Hospice facilities. The Home for the Aged will benefit from the reduction of staff time in completing a 
Joint Annual Report which as these rules propose will be removed. The Hospice facilities will not have 
any impact as a result of the proposed rule language. The Home Medical Equipment facilities will 
benefit from further clarification offered by the proposed rule language for qualified rehabilitation 
professionals and additional compliance requirements. Hospital and Pediatric Trauma Center have fifty 
(50) or more employees. 

(2) 	 The proposed amendments have no increased or new reporting, recordkeeping, or other administrative 
costs that are required for compliance. 

(3) 	 The proposed amendments shall have only positive effects on small businesses and consumers in that 
a broader level of service can be provided by the Hospice facilities, better definition and compliance 
requirements for Home Medical Equipment facilities will be established, and a reduction of required 
report completion for Home for the Aged. Even though the following two facility types have more than 
fifty (50) employees there will still be positive effects of the proposed rule amendments - the removal of 
duplication of regulations by repealing the Pediatric Trauma Center regulations and the offer of more 
flexibility with staff licensure verification by the proposed rules for Hospitals. 

(4) 	 The Board does not believe there are less burdensome alternatives to the proposed rule amendments . 
The proposed rule amendments for the Hospice and Home Medical Equipment facilities are derived for 
laws passes during the last legislative session. The Homes for the Aged proposed rule amendment are 
to correct a misnomer in the current regulations. The ascribed definition of small business does not 
include Hospitals and Pediatric Trauma Centers which have more than fifty (50) employees. StiH, given 
this conclusion the Board does not believe there are less burdensome alternative to the Hospital and 
Pediatric Trauma Center proposed rule amendments. 

(5) 	 The Board is not aware of any federal counterparts. 

(6) 	 It is not possible to exempt small businesses from the requirements contained in the proposed rule 
because the rule amendments directly affect all licensed Hospice and Home Medical Equipment 
facilities and Homes for the Aged with any number of employees as well as Hospitals and Pediatric 
Trauma Centers which have fifty (50) or more employees. 
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Additional Information Required by Joint Government Operations Committee 


All agencies, upon filing a rule, must also submit the following pursuant to TCA 4-5-226(i)(1). 


(A) 	 A brief summary of the rule and a description of all relevant changes in previous regulations effectuated by 
such rule; 

1200-8-01-.04 Administration-The old rule did not include that a copy of the internet verification of license 
maintained in personnel is acceptable for licensed personnel. The new rule includes the above. 
1200-8-01-.06 Basic Hospital Functions-The old rule did not include that all hospitals shall each year from 
October 1 through March 1 offer the immunization for influenza and pneumococcal diseases to any inpatient 
who is sixty-five (65) years of age or older prior to discharging and is subject to availability of the vaccine. The 
new rule includes the above. 
1200-08-11-.10 Records and Reports-The old rule includes the requirement of the yearly statistical report of 
"Joint Annual Report of Home for the Aged." The new rule deletes the above r~uirement. 
1200-08-14.01 Purpose-The rule is repealed. 
1200-08-14-.02 Definitions-The rule is repealed. 
1200-08-14-.03 Requirements-The rule is repealed. 
1200-08-14-.04 Programs for Quality Assurance-The rule is repealed. 
1200-08-27 -.01 Definitions-The old rule did not include in the definitions of Hospice Services and Patient that 
hospice services may also be provided to a non-hospice patient limited to palliative care only. The new rule 
includes the above. 
1200-08-27-.05 Admissions, Discharges and Transfers-The old rule did not include that a non-hospice patient 
receivinC1 only palliative care may be admitted. The new rule includes the above. 
1200-08-29-.01 Definitions-the old rule includes the definition of Credentialed Wheeled Mobility Person. The 
new rule deletes the above definition. The old rule did not include the definition of Qualified Rehabilitation 
Professional. The new rule includes the definition of Qualified Rehabilitation Professional. The old rule did not 
include in the definition of Wheeled Mobility Device the exemption of a Medicare wheelchair with a base code of 
K0007 as long as the consumer weighs less than three hundred (300) pounds. The new rule includes the above 
exemption. 
1200-08-29-.06 Basic Agency Functions-The old rule did not include under additional compliance 
requirements the following: face-to-face written evaluation by a qualified rehabilitation professional for 
consumers of prescribed wheeled mobility devices (Consumer means an individual for whom a wheeled mobility 
device, manual or powered, has been prescribed by a physician, and required for use for a period of six (6) 
months or more.); agency requirement of a qualified rehabilitation professional on staff or contract and as of 
June 8,2007, a 180 day grace period for agencies if qualified rehabilitation professional ceases to be employed 
and the agency has no other qualified rehabilitation professional on staff; agencies required to have a repair 
service department or a contract with a repair service department in the state of Tennessee if prescribed 
wheeled mobility devices are made available to the consumers by the agencies; agency required to have a 
qualified technician with knowledge and capability of servicing the product provided to consumer; delivery and 
final fitting of a wheeled mobility device shall be determined by a qualified rehabilitation professional. The new 
rule includes the above additional compliance requirements. 

(8) A citation to and brief description of any federal law or regulation or any state law or regulation mandating 
promulgation of such rule or establishing guidelines relevant thereto; 

(C) 	 Identification of persons, organizations, corporations or governmental entities most directly affected by this 
rule, and whether those persons, organizations, corporations or governmental entities urge adoption or 
rejection of this rule; 

I The Board for Licensing Health Care Facilities urges the adoption of the above rule amendments and repeals. 

(0) 	 Identification of any opinions of the attorney general and reporter or any judicial ruling that directly relates 
to the rule; 

[ None 
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(E) 	 An estimate of the probable increase or decrease in state and local government revenues and 
expenditures, if any, resulting from the promulgation of this rule, and assumptions and reasoning upon 
which the estimate is based. An agency shall not state that the fiscal impact is minimal if the fiscal impact 
is more than two percent (2%) of the agency's annual budget or five hundred thousand dollars ($500,000), 
whichever is less; 

[ None 

(F) Identification of the appropriate agency representative or representatives, possessing substantial 
knowledge and understanding of the rule; 

I, as well as Vincent Davis, Director, Division of Health Care Facilities possess substantial knowledge and 
understand ina of the rule. 

(G) Identification of the appropriate agency representative or representatives who will explain the rule at a 
scheduled meeting of the committees; 

I, as well as Vincent Davis, Director, Division of Health Care Facilities will explain the rule at a scheduled 
meetina of the committees. 

(H) Office address and telephone number of the agency representative or representatives who will explain the 
rule at a scheduled meeting of the committees; and 

Lucille F. Bond, Assistant General Counsel, Department of Health, 220 Athens Way, Suite 210, Nashville TN 
37243, (615) 741-1611 
Vincent Davis, Director, Division of Health Care Facilities, Tennessee Department of Health, Bureau of Health 
Licensure and Requlation, 227 French Landing, Suite 501, Nashville, TN 37243 (615) 741-7221 

(I) 	 Any additional information relevant to the rule proposed for continuation that the committee requests. 

[ None 
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STANDARDS FOR HOSPITALS 	 CHAPTER 1200-8-1 

(Rule 1200-8-1-.03, continued) 
(b) 	 The character and degree of impact of the violation on the health, safety and welfare of the 

patients in the facility; 

(c) 	 The conduct of the facility in taking all feasible steps or procedures necessary or appropriate to 
comply or correct the violation; and 

(d) 	 Any prior violations by the facility of statutes, regulations or orders of the board. 

(3) 	 Inappropriate transfers are prohibited and violation of the transfer provisions shall be deemed sufficient 
grounds to suspend or revoke a hospital's license. 

(4) 	 When a hospital is found by the department to have committed a violation of this chapter, the 
department will issue to the facility a statement of deficiencies. Within ten (10) days of the receipt of 
the deficiencies, the hospital must return a plan of correction indicating the following: 

(a) 	 How the deficiency will be corrected; 

(b) 	 The date upon which each deficiency will be corrected; 

(c) 	 What measures or systemic changes will be put in place to ensure that the deficient practice does 
not recur; and 

(d) 	 How the corrective action will be monitored to ensure that the deficient practice does not recur. 

(5) 	 Either failure to submit a plan of correction in a timely manner or a fmding by the department that the 
plan of correction is unacceptable shall subject the hospital's license to possible disciplinary action. 

(6) 	 Any licensee or applicant for a license, aggrieved by a decision or action of the department or board, 
pursuant to this chapter, may request a hearing before the board. The proceedings and judicial review 
of the board's decision shall be in accordance with the Uniform Procedures Act, T.C.A. §4-5-101, et 
seq. 

(7) 	 Reconsideration and Stays. The Board authorizes the member who chaired the Board for a contested 
case to be the agency member to make the decisions authorized pursuant to rule 1360-4-1-.18 
regarding petitions for reconsiderations and stays in that case. 

Authority: T.CA. §§4-5-202, 4-5-204, 4-5-219, 4-5-312, 4-5-316, 4-5-317, 68-11-202, 68-11-204, 68-11-206, 68
11-208, 68-11-209, and 68-11-216. Administrative History: Original rule certified June 7, 1974. Amendmentfiled 
April 3, 1974; effective May 3, 1974. Thefollowing is a copy ofT.CA. §53-J317: Amendmentfiled February 26, 
1985; effective March 28, 1985. Repeal and new rule filed May 22, 1986; effective June 21, 1986. Amendment 
filed December 30, 1986; effective February 13, 1987. Repeal and new rule filed March 18, 2000; effective May 
30,2000. Amendmentfiled March 1, 2007; effective May 15, 2007. 

1200-8-1-.04 ADMINISTRATION. 

(1) 	 The hospital must have an effective governing body legally responsible for the conduct of the hospital. 
If a hospital does not have an organized governing body, the persons legally responsible for the 
conduct of the hospital must carry out the functions specified in this chapter. 

(2) 	 The governing body shall appoint a chief executive officer or administrator who is responsible for 
managing the hospital. The chief executive officer or administrator shall designate an individual to act 
for him or her in his or her absence, in order to provide the hospital with administrative direction at all 
times. 
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STANDARDS FOR HOSPITALS 	 CHAPTER 1200-8-1 

(Rule 1200-8-1-.04, continued) 
(3) 	 Wfiefl lieeflStife is applieaBle fer a partietllftf jeB, the ntimBer anti reflewal fltlmBer ef the etlffeflt 

lieeflse mtlst Be maifttaifleti in perseflftel. Eaeh perseflftel file shall eefltaift aeetlfftte iftfefffiatien as te 
the etitleatiefl, training, eKperieflee aRti perselrnel Baekgrotlflti ef the empleyee. Atieqtlate metiieal 
sereeflin~s te eKeltide eOfflffltlflieahle di~ear.e ~Aall he Fe8HiFea of eaeA efflAlovee. (Delete.) 

(3) 	 When licensure is applicable for a particular job. the number and renewal number of the 
current license or a copy of the internet verification of such license must be maintained in 
personnel. Each personnel file shall contain accurate information as to the education. training. 
experience and personnel background of the employee. Adequate medical screenings to 
exclude communicable disease shall be required of each employee. 

(4) 	 Whenever the rules and regulations of this chapter require that a licensee develop a written policy, plan, 
procedure, technique, or system concerning a subject, the licensee shall develop the required policy, 
maintain it and adhere to its provisions. A hospital which violates a required policy also violates the 
rule and regulation establishing the requirement. 

(5) 	 Policies and procedures shall be consistent with professionally recognized standards ofpractice. 

(6) 	 No hospital shall retaliate against or, in any manner, discriminate against any person because of a 
complaint made in good faith and without malice to the board, the department, the Adult Protective 
Services, or the Comptroller of the State Treasury. A hospital shall neither retaliate, nor discriminate, 
because of information lawfully provided to these authorities, because of a person's cooperation with 
them, or because a person is subpoenaed to testify at a hearing involving one of these authorities. 

(7) 	 The hospital shall ensure a framework for addressing issues related to care at the end of life. 

(8) 	 The hospital shall provide a process that assesses pain in all patients. There shall be an appropriate and 
effective pain management program. 

(9) 	 Critical Access Hospital. 

(a) 	 The facility shall enter into agreements with one or more hospitals partiCipating in the 
MedicarelMedicaid programs to provide services which the Critical Access Hospital is unable to 
provide. 

(b) 	 When there are no inpatients, the facility is not required to be staffed by licensed medical 
professionals, but must maintain a receptionist or other staff person on duty to provide emergency 
communication access. The hospital shall provide an effective system to ensure that a physician or 
a mid-level practitioner with training and experience in emergency care is on call and immediately 
available by telephone or radio and available on site within thirty (30) minutes, twenty-four (24) 
hours a day. 

(10) 	 All health care facilities licensed pursuant to T.CA §§ 68-11-201, et seq. shall post the following in 
the main public entrance: 

(a) 	 Contact information including statewide toll-free number of the division of adult protective 
services, and the number for the local district attorney's office; 

(b) 	 A statement that a person of advanced age who may be the VictlID of abuse, neglect, or 
exploitation may seek assistance or file a complaint with the division concerning abuse, neglect 
and exploitation; and 

(c) A statement that any person, regardless of age, who may be the victim of domestic violence may 
call the nationwide domestic violence hotline, with that number printed in boldface type, for 
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immediate assistance and posted on a sign no smaller than eight and one-half inches (8W') in 
width and eleven inches (11 It) in height. 

Postings of (a) and (b) shall be on a sign no smaller than eleven inches (11 It) in width and seventeen 
inches (17") in height. 

(11) 	 Hospice services may be provided in an area designated by a hospital for exclusive use by a home care 
organization certified as a hospice provider to provide care at the hospice inpatient or respite level of 
care in accordance with the hospice's Medicare certification. Admission to the hospital is not required 
in order for a patient to receive such hospice services, regardless of the patient's length of stay. The 
designation by a hospital of a portion of its facility for exclusive use by a home care organization to 
provide hospice services to its patients shall not: 

(a) 	 alter the license to bed complement of such hospital, or 

(b) 	 result in the establishment of a residential hospice. 

Authority: T.C.A. §§4-5-202, 4-5-204, 68-11-201, 68-11-202, 68-11-204, 68-11-206, 68-11-209, 68-11-216, and 
71-6-121. Administrative History: Original rule filed March 18, 2000; effective May 30,2000. Amendmentfiled 
June 18,2002; effective September 1,2002. Amendment filed December 2,2003; effective February 15,2004. 
Amendment filed April 20, 2006; effective July 4, 2006. Amendment filed February 23, 2007; effective May 9, 2007. 
Amendmentfiled July 18, 2007; effective October 1,2007. 

1200-8-1-.05 ADMISSIONS, DISCHARGES, AND TRANSFERS. 

(1) 	 Every person admitted for care or treatment to any hospital covered by these rules shall be under the 
supervision of a physician who holds an unlimited license to practice in Tennessee. The name of the 
patient's attending physician shall be recorded in the patient's medical record. 

(2) 	 The above does not preclude the admission of a patient to a hospital by a dentist or podiatrist or 
certified nurse midwife licensed to practice in Tennessee with the concurrence of a physician member 
of the medical staff. 

(3) 	 This does not preclude qualified oral and maxillo-facial surgeons from admitting patients and 
completing the admission history and physical examination and assessing the medical risk of the 
procedure on their patients. A physician member of the medical staff is responsible for the 
management of medical problems. 

(4) 	 A diagnosis must be entered in the admission records of the hospital for every person admitted for care 
or treatment. 

(5) 	 Except in emergencies, no medication or treatment shall be given or administered to any patient in a 
hospital except on the order of a physician, dentist or podiatrist lawfully authorized to give such an 
order. 

(6) 	 The facility shall ensure that no person on the grounds of race, color, national origin, or handicap, will 
be excluded from participation in, be denied benefits of, or otherwise subjected to discrimination in the 
provision of any care or service of the facility. The facility shall protect the civil rights of residents 
under the Civil Rights Act of 1964 and Section 504 of the Rehabilitation Act of 1973. 

(7) 	 For purposes of this chapter, the requirements for signature or countersignature by a physician, dentist, 
podiatrist or other person responsible for signing, countersigning or authenticating an entry may be 
satisfied by the electronic entry by such person of a unique code assigned exclusively to him or her, or 
by entry of other unique electronic or mechanical symbols, provided that such person has adopted same 
as his or her signature in accordance with established hospital protocol or rules. 
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(e) 	 However, if department staff does not concur that a justified emergency existed, the facility will 

be notified in writing that a representative is required to appear at the next regularly scheduled 
board meeting to justify the need for exceeding its licensed bed capacity. 

(24) 	 Infant Abandonment. 

(a) 	 Any hospital shall receive possession of any newborn infant left on hospital premises with any 
hospital employee or member of the professional medical community, if the infant: 

1. 	 Was born within the preceding seventy-two (72) hour period, as determined within a 
reasonable degree of medical certainty; 

2. 	 Is left in an unharmed condition; and 

3. 	 Is voluntarily left by a person who purported to be the child' s mother and who did not 
express an intention of returning for the infant. 

(b) 	 The hospital, any hospital employee and any member of the professional medical community at 
such hospital shall inquire whenever possible about the medical history of the mother or 
newborn and whenever possible shall seek the identity of the mother, infant, or the father of the 
infant. The hospital shall also inform the mother that she is not required to respond, but that 
such information will facilitate the adoption of the child. Any information obtained concerning 
the identity of the mother, infant or other parent shall be kept confidential and may only be 
disclosed to the Department of Children's Services. The hospital may provide the parent contact 
information regarding relevant social service agencies, shall provide the mother the name, 
address and phone number of the department contact person, and shall encourage the mother to 
involve the Department of Children's Services in the relinquishment of the infant. If practicable, 
the hospital shall also provide the mother with both orally delivered and written information 
concerning the requirements of these rules relating to recovery of the child and abandonment of 
the child. 

(c) 	 The hospital, any hospital employee and any member of the professional medical community at 
such hospital shall perform any act necessary to protect the physical health or safety of the child. 

(d) 	 As soon as reasonably possible, and no later than twenty-four (24) hours after receiving a 
newborn infant, the hospital shall contact the Department of Children's Services, but shall not do 
so before the mother leaves the hospital premises. Upon receipt of notification, the department 
shall immediately assume care, custody and control of the infant. 

(e) 	 Notwithstanding any provision of law to the contrary, any hospital, any hospital employee and 
any member of the professional medical community shall be immune from any criminal or civil 
liability for damages as a result of any actions taken pursuant to the requirements of these rules, 
and no lawsuit shall be predicated thereon; provided, however, that nothing in these rules shall 
be construed to abrogate any existing standard of care for medical treatment or to preclude a 
cause of action based upon violation of such existing standard of care for medical treatment. 

Authority: r.CA. §§4-5-202, 4-5-204, 68-11-202, 68-11-204, 68-11-209, and 68-11-255. Administrative History: 
Original rule filed March 18, 2000; effective May 30, 2000. Amendment filed April 17, 2000; effective July 1, 2000. 
Amendmentfiled September 17,2002; effective December 1, 2002. 

1200-8-1-.06 BASIC HOSPITAL FUNCTIONS. 

(1) 	 Performance Improvement. 
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(a) 	 The hospital must ensure that there is an effective, hospital-wide performance improvement 

program to evaluate and continually improve patient care and performance of the organization. 

(b) 	 The performance improvement program must be ongoing and have a written plan of 
implementation which assures that: 

l. 	 All organized services including services furnished by a contractor, are evaluated (all 
departments including engineering, housekeeping, and accounting need to show evidence 
of process improvement.); 

2. 	 Nosocomial infections and medication therapy are evaluated; 

3. 	 All medical and surgical services performed in the hospital are evaluated as to the 
appropriateness of diagnosis and treatment; 

4. 	 The competency of all staff is evaluated at least annually; and 

5. 	 The facility shall develop and implement a system for measuring improvements in 
adherence to the hand hygiene program, central venous catheter insertion process, and 
influenza vaccination program. 

(c) 	 The hospital must have an ongoing plan, consistent with available community and hospital 
resources, to provide or make available social work, psychological, and educational services to 
meet the medically-related needs of its patients which assures that: 

1. 	 Discharge planning is initiated in a timely manner; and 

2. 	 Patients, along with their necessary medical information, are transferred or referred to 
appropriate facilities, agencies or outpatient services, as needed, for follow-up or 
ancillary care. 

(d) 	 The hospital must develop and implement plans for improvement to address deficiencies 
identified by the performance improvement program and must document the outcome of the 
remedial action. 

(e) 	 The hospital must demonstrate that the appropriate governing board or board committee is 
regularly apprised of process improvement activities, including identified deficiencies and the 
outcomes of remedial action. 

(2) 	 Medical Staff. 

(a) 	 The hospital shall have an organized medical staff operating under bylaws adopted by the 
medical staff and approved by the governing body, to facilitate the medical staffs responsibility 
in working toward improvement of the quality of patient care. 

(b) 	 The hospital and medical staff bylaws shall contain procedures, governing decisions or 
recommendations of appropriate authorities concerning the granting, revocation, suspension, and 
renewal of medical staff appointments, reappointments, and/or delineation of privileges. At a 
minimum, such procedures shall include the following elements: A procedure for appeal and 
hearing by the governing body or other designated committee if the applicant or medical staff 
feels the decision is unfair or wrong. 

(c) 	 The governing body shall be responsible for appointing medical staff and for delineating 
privileges. Criteria for appointment and delineation of privileges shall be clearly defmed and 
included in the medical staff bylaws, and related to standards of patient care, patient welfare, the 
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objectives of the institution or the character or competency of the individual practitioner. 
Independent patient admission privileges shall only be granted to currently licensed doctors of 
medicine, osteopathy, podiatry, or dentistry. 

(d) 	 The medical staff must adopt and enforce bylaws to effectively carry out its responsibilities and 
the bylaws must: 

1. 	 Be approved by the governing body; 

2. 	 Include a statement of the duties and privileges of each category of medical staff; 

3. 	 Describe the organization of the medical staff; 

4. 	 Describe the qualifications to be met by a candidate in order for the medical staff to 
recommend that the candidate be appointed by the governing body; 

5. 	 Include criteria for determining the privileges to be granted to individual practitioners and 
a procedure for applying the criteria to individuals requesting privileges; and 

6. 	 Include provisions for medical staff appointments granting active, associate, or courtesy 
medical staff membership, and/or provisions for the granting of clinical privileges. Such 
individuals must practice within the scope of their current Tennessee license, and the 
overall care of each patient must be under the supervision of a physician member of the 
medical staff. 

(e) 	 To be eligible for staff membership, an applicant must be a graduate of an approved program of 
medicine, dentistry, osteopathy, podiatry, optometry, psychology, or nurse-midwifery, currently 
licensed in Tennessee, competent in his or her respective field, and worthy in character and in 
matters of professional ethics. 

(t) 	 The medical staff shall be composed of currently licensed doctors of medicine, osteopathy, 
dentistry, and podiatry and may include optometrists, psychologists, and nurse-midwives. The 
medical staff must: 

1. 	 Periodically conduct appraisals of its members; 

2. 	 Examine the credentials of candidates for medical staff membership and make 
recommendations to the hospital on the appointment of the candidates; and 

3. 	 Participate actively in the hospital's process improvement plan implementation for the 
improvement ofpatient care delivery plans. 

(g) 	 The medical staff must be structured in a manner approved by the hospital or its governing body, 
well organized, and accountable to the hospital for the quality of the medical care provided to 
the patient. Disciplinary action involving medical staff taken by the hospital shall be reported to 
the appropriate licensing board or professional society. 

(h) 	 If the medical staff has an executive committee, a majority of the members of the committee 
must be doctors of medicine or osteopathy. 

(i) 	 The responsibility for organization and conduct of the medical staff must be assigned only to an 
individual doctor of medicine or osteopathy, or a doctor of dental surgery or dental medicine. 

(j) All physicians and non-employee medical personnel working in the hospital must adhere to the 
policies and procedures of the hospital. The chief executive officer or his or her designee shall 
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provide for the adequate supervision and evaluation of the clinical activities of non-employee 
medical personnel which occur within the responsibility of the medical staff service. 

(3) 	 Infection Control. 

(a) 	 The hospital must provide a sanitary environment to avoid sources and transmission of 
infections and communicable diseases. There must be an active performance improvement 
program for the prevention, control, and investigation of infections and communicable diseases. 

(b) 	 The chief executive officer or administrator shall assure that an infection control committee 
including members of the medical staff, nursing staff and administrative staff develop guidelines 
and techniques for the prevention, surveillance, control and reporting of hospital infections. 
Duties of the committee shall include the establishment of: 

1. 	 Written infection control policies; 

2. 	 Techniques and systems for identifying, reporting, investigating and controlling infections 
in the hospital; 

3. 	 Written procedures governing the use of aseptic techniques and procedures in all areas of 
the hospital, including adoption of a standardized central venous catheter insertion 
process which shall contain these key components: 

(i) 	 Hand hygiene (as defmed in 1200-8-1-.06(3)(g»; 

(ii) 	 Maximal barrier precautions to include the use of sterile gowns, gloves, mask and 
hat, and large drape on patient; 

(iii) 	 Chlorhexidine skin antisepsis; 

(iv) 	 Optimal site selection; 

(v) 	 Daily review of line necessity; and 

(vi) 	 Development and utilization of a procedure checklist; 

4. 	 Written procedures concerning food handling, laundry practices, disposal of 
environmental and patient wastes, traffic control and visiting rules in high risk areas, 
sources of air pollution, and routine culturing of autoclaves and sterilizers; 

5. 	 A log of incidents related to infectious and communicable diseases; 

6. 	 A method of control used in relation to the sterilization of supplies and water, and a 
written policy addressing reprocessing of sterile supplies; 

. 7. 	 Formal provisions to educate and orient all appropriate personnel in the practice of 
aseptic techniques such as handwashing and scrubbing practices, proper grooming, 
masking and dressing care techniques, disinfecting and sterilizing techniques, and the 
handling and storage of patient care equipment and supplies; and 

8. 	 Continuing education provided for all hospital personnel on the cause, effect, 
transmission, prevention, and elimination of infections, as evidenced by front line 
employees verbalizing understanding of basic techniques. 
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(c) 	 The administrative staff shall ensure the hospital prepares, and has readily available on site, an 

Infection Control Risk Assessment for any renovation or construction within existing hospitals. 
Components of the Infection Control Risk Assessment may include, but are not limited to, 
identification of the area to be renovated or constructed, patient risk groups that will potentially 
be affected, precautions to be implemented, utility services subject to outages, risk of water 
damage, containment measures, work hours for project, management of traffic flow, 
housekeeping, barriers, debris removal, plans for air sampling during or following project, 
anticipated noise or vibration generated during project. 

(d) 	 The chief executive officer, the medical staff and the chief nursing officer must ensure that the 
hospitalwide performance improvement program and training programs address problems 
identified by the infection control committee and must be responsible for the implementation of 
successful corrective action plans in affected problem areas. 

(e) 	 The facility shall develop policies and procedures for testing a patient's blood for the presence 
of the hepatitis B virus and the HIV (AIDS) virus in the event that an employee of the facility, a 
student studying at the facility, or other health care provider rendering services at the facility is 
exposed to a patient's blood or other body fluid. The testing shall be performed at no charge to 
the patient, and the test results shall be confidential. 

(f) 	 The facility shall have an annual influenza vaccination program which shall include at least: 

1. 	 The offer of influenza vaccination to all staff and independent practitioners or accept 
documented evidence of vaccination from another vaccine source or facility; 

2. 	 A signed declination statement on record from all who refuse the influenza vaccination 
for other than medical contraindications; 

3. 	 Education of all direct care personnel about the following: 

(i) 	 Flu vaccination, 

(ii) 	 Non-vaccine control measures, and 

(iii) 	 The diagnosis, transmission, and potential impact of influenza; 

4. 	 An annual evaluation of the influenza vaccination program and reasons for non
participation; 

5. 	 The requirements to complete vaccinations or declination statements are suspended by the 
Medical Director in the event of a vaccine shortage. 

(g) All hospitals shall each year from October 1 through March 1 offer the immunization for 
influenza and pneumococcal diseases to any inpatient who is sixty-five (65) years of age 
or older prior to discharging. This condition is subject to the availability of the vaccine. 

(g1 	 The facility and its employees shall adopt and utilize standard precautions (per CDC) for 
preventing transmission of infections, HIV, and communicable diseases, including adherence to 
a hand hygiene program which shall include: 

1. 	 Use of alcohol-based hand rubs or use of non-antimicrobial or antimicrobial soap and 
water before and after each patient contact if hands are not visibly soiled; 
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2. 	 Use of gloves during each patient contact with blood or where other potentially infectious 

materials, mucous membranes, and non-intact skin could occur and gloves changed 
before and after each patient contact; 

3. 	 Use of either a non-antimicrobial soap and water or an antimicrobial soap and water for 
visibly soiled hands; and 

4. 	 Health care worker education programs which may include: 

(i) 	 Types of patient care activities that can result in hand contamination; 

(ii) 	 Advantages and disadvantages of various methods used to clean hands; 

(iii) 	 Potential risks of health care workers' colonization or infection caused by 
organisms acquired from patients; and 

(iv) 	 Morbidity, mortality, and costs associated with health care associated infections. 

(h) 	 All hospitals shall adopt appropriate policies regarding the testing of patients and staff for 
human immunodeficiency virus (HIV) and any other identified causative agent of acquired 
immune deficiency syndrome. 

(i) 	 Each department of the hospital performing decontamination and sterilization activities must 
develop policies and procedures in accordance with the current editions of the CDC guidelines 
for "Prevention and Control of Nosocomial Diseases" and "Isolation in Hospitals". 

(j) 	 The central sterile supply area(s) shall be supervised by an employee, qualified by education 
and/or experience with a basic knowledge of bacteriology and sterilization principles, who is 
responsible for developing and implementing written policies and procedures for the daily 
operation of the central sterile supply area, including: 

1. 	 Receiving, decontaminating, cleaning, preparing, and disinfecting or sterilizing reusable 
items; 

2. 	 Assembling, wrapping, removal of outer shipping cartons, storage, distribution, and 
quality control of sterile equipment and medical supplies; 

3. 	 Proper utilization of sterilization process monitors, including temperature and pressure 
recordings, and use and frequency of appropriate chemical indicator or bacteriological 
spore tests for all sterilizers; and 

4. 	 Provisions for maintenance of package integrity and designation of event-related shelf life 
for hospital-sterilized and commercially prepared supplies; 

5. 	 Procedures for recall and disposal or reprocessing of sterile supplies; and 

6. 	 Procedures for emergency collection and disposition of supplies and the timely 
notification of attending physicians, general medical staff, administration and the 
hospital's risk management program when special warnings have been issued or when 
warranted by the hospital's performance improvement process. 

(k) 	 Precautions shall be taken to prevent the contamination of sterile supplies by soiled supplies. 
Sterile supplies shall be packaged and stored in a manner that protects the sterility of the 
contents. Sterile supplies may not be stored in their outermost shipping carton. This would 
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include both hospital and commercially prepared supplies. Decontamination and preparation 
areas shall be separated. 

(1) 	 Space and facilities for housekeeping equipment and supply storage shall be provided in each 
hospital service area. Storage for bulk supplies and equipment shall be located away from 
patient care areas. Storage shall not be allowed in the outermost shipping carton. The building 
shall be kept in good repair, clean, sanitary and safe at all times. 

(m) 	 The hospital shall appoint a housekeeping supervisor who is qualified for the position by 
education, training and experience. The housekeeping supervisor shall be responsible for: 

1. 	 Organizing and coordinating the hospital's housekeeping service; 

2. 	 Acquiring and storing sufficient housekeeping supplies and equipment for hospital 
maintenance; 

3. 	 Assuring the clean and sanitary condition of the hospital to provide a safe and hygienic 
environment for patients and staff. Cleaning shall be accomplished in accordance with 
the infection control rules and regulations herein and hospital policy; and 

4. 	 Verifying regular continuing education and competency for basic housekeeping 
principles. 

(n) 	 Laundry facilities located in the hospital shall: 

1. 	 Be equipped with an area for receiving, processing, storing and distributing clean linen; 

2. 	 Be located in an area that does not require transportation for storage of soiled or 
contaminated linen through food preparation, storage or dining areas; 

3. 	 Provide space for storage of clean linen within nursing units and for bulk storage within 
clean areas of the hospital. Linen may not be stored in cardboard containers or other 
containers which offer housing for bugs; and, 

4. 	 Provide carts, bags or other acceptable containers appropriately marked to identify those 
used for soiled linen and those used for clean linen to prevent dual utilization of the 
equipment and cross contamination. 

(0) 	 The hospital shall appoint a laundry service supervisor who is qualified for the position by 
education, training and experience. The laundry service supervisor shall be responsible for: 

1. 	 Establishing a laundry service, either within the hospital or by contract, that provides the 
hospital with sufficient clean, sanitary linen at all times; 

2. 	 Knowing and enforcing infection control rules and regulations for the laundry service; 

3. 	 Assuring the collection, packaging, transportation and storage of soiled, contaminated, 
and clean linen is in accordance with all applicable infection control rules, regulations 
and procedures; 

4. 	 Assuring that a contract laundry service complies with all applicable infection control 
rules, regulations and procedures; and, 

5. 	 Conducting periodic inspections of any contract laundry facility. 
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(P) 	 The physical environment of the facility shall be maintained in a safe, clean and sanitary manner. 

1. 	 Any condition on the hospital site conducive to the harboring or breeding of insects, 
rodents or other vermin shall be prohibited. Chemical substances of a poisonous nature 
used to control or eliminate vermin shall be properly identified. Such substances shall not 
be stored with or near food or medications. 

2. 	 Cats, dogs or other animals shall not be allowed in any part of the hospital except for 
specially trained animals for the handicapped and except as addressed by facility policy 
for pet therapy programs. The facility shall designate in its policies and procedures those 
areas where animals will be excluded. The areas designated shall be determined based 
upon an assessment of the facility performed by medically trained personnel. 

3. 	 A bed complete with mattress and pillow shall be provided. In addition, patient units 
shall be provided with at least one chair, a bedside table, an over bed tray and adequate 
storage space for toilet articles, clothing and personal belongings. 

4. 	 Individual wash cloths, towels and bed linens must be provided for each patient. Linen 
shall not be interchanged from patient to patient until it has been properly laundered. 

5. 	 Bath basin water service, emesis basin, bedpan and urinal shall be individually provided. 

6. 	 Water pitchers, glasses, thermometers, emesis basins, douche apparatus, enema apparatus, 
urinals, mouthwash cups, bedpans and similar items of equipment corning into intimate 
contact with patients shall be disinfected or sterilized after each use unless individual 
equipment for each is provided and then sterilized or disinfected between patients and as 
often as necessary to maintain them in a clean and sanitary condition. Single use, patient 
disposable items are acceptable but shall not be reused. 

(4) 	 Nursing Services. 

(a) 	 The hospital must have an organized nursing service that provides twenty-four (24) hour nursing 
services furnished or supervised by a registered nurse, and have a licensed practical nurse or 
registered nurse on duty at all times. 

(b) 	 The hospital must have a well-organized service with a plan of administrative authority and 
delineation of responsibilities for patient care. The chief nursing officer must be a licensed 
registered nurse who is responsible for the operation of the service, including determining the 
types and numbers of nursing personnel and staff necessary to provide nursing care for all areas 
of the hospital. 

(c) 	 The nursing service must have adequate numbers of licensed registered nurses, licensed practical 
nurses, and other personnel to provide nursing care to all patients as needed. There must be 
supervisory and staff personnel for each department or nursing unit to ensure, when needed, the 
immediate availability of a registered nurse for bedside care of any patient. 

(d) 	 There must be a procedure to ensure that hospital nursing personnel for whom licensure is 
required have valid and current licenses. 

(e) 	 A registered nurse must assess, supervise and evaluate the nursing care for each patient. 

(f) 	 The hospital must ensure that an appropriate individualized plan of care is available for each 
patient. 
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(g) 	 A registered nurse must assign the nursing care of each patient to other nursing personnel in 

accordance with the patient's needs and the specialized qualifications and competence of the 
nursing staff available. All nursing personnel assigned to special care units shall have 
specialized training and a program in-service and continuing education commensurate with the 
duties and responsibilities of the individual. All training shall be documented for each 
individual so employed, along with documentation of annual competency skills. 

(h) 	 A registered nurse may make the actual determination and pronouncement of death under the 
following circumstances: 

I. 	 the deceased was a patient at a hospital as defined by T.CA. §68-11-20 1 (27); 

2. 	 death was anticipated, and the attending physician has agreed in writing to sign the death 
certificate. Such agreement by the attending physician must be present with the deceased 
at the place of death; 

3. 	 the nurse is licensed by the state; and 

4. 	 the nurse is employed by the hospital providing services to the deceased. 

(i) 	 Non-employee licensed nurses who are working in the hospital must adhere to the policies and 
procedures of the hospital. The chief nursing officer must provide for the adequate supervision 
and evaluation of the clinical activities of non-employee nursing personnel which occur within 
the responsibility of the nursing service. Annual competency and skill documentation must be 
demonstrated on these individuals just as employees, if they perform clinical activities. 

(j) 	 All drugs, devices and related materials must be administered by, or under the supervision of, 
nursing or other personnel in accordance with federal and state laws and regulations, including 
applicable licensing requirements, and in accordance with the approved medical staff policies 
and procedures. 

(k) 	 All orders for drugs, devices and related materials must be in writing and signed by the 
practitioner or practitioners responsible for the care of the patient. Electronic and computer
generated records and signature entries are acceptable. When telephone or oral orders must be 
used, they must be: 

1. 	 Accepted only by personnel that are authorized to do so by the medical staff policies and 
procedures, consistent with federal and state law; and 

2. 	 Signed or initialed by the prescribing practitioner according to hospital policy. 

(1) 	 Blood transfusions and intravenous medications must be administered in accordance with state 
law and approved medical staff policies and procedures. 

(m) 	 There must be a hospital procedure for reporting transfusion reactions, adverse drug reactions, 
and errors in administration of drugs. 

(5) 	 Medical Records. 

(a) 	 The hospital shall comply with the Tennessee Medical Records Act, T.C.A. §68-11-301, et seq. 
A hospital shall transfer copies of patient medical records in a timely manner to requesting 
practitioners and facilities. 

(b) 	 The hospital must have a medical record service that has administrative responsibility for 
medical records. The service shall be supervised by a Registered Record Administrator (RRA), 
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an Accredited Record Technician, or a person qualified by work experience. A medical record 
must be maintained for every individual evaluated or treated in the hospital. 

(c) 	 The organization of the medical record service must be appropriate to the scope and complexity 
of the services performed. The hospital must employ adequate personnel to ensure prompt 
completion, filing and retrieval of records. 

(d) 	 The hospital must maintain a medical record for each inpatient and outpatient. Medical records 
must be accurate, promptly completed, properly filed and retained, and accessible. The hospital 
must use a system of author identification and record maintenance that ensures the integrity of 
the authentication and protects the security of all record entries. 

(e) 	 All medical records, either written, electronic, graphic or otherwise acceptable form, must be 
retained in their original or legally reproduced form for a minimum period of at least ten (10) 
years, or for the period of minority plus one year for newborns, after which such records may be 
destroyed. Records destruction shall be accomplished by burning, shredding or other effective 
method in keeping with the confidential nature of its contents. The destruction of records must 
be made in the ordinary course of business, must be documented and in accordance with the 
hospital's policies and procedures, and no record may be destroyed on an individual basis. 

(0 	 When a hospital closes with no plans of reopening, an authorized representative of the hospital 
may request final storage or disposition of the hospital 's medical records by the department. 
Upon transfer to the department, the hospital relinquishes all control over final storage of the 
records in the files of the Tennessee Department of Finance and Administration and the files 
shall become property of the State of Tennessee. 

(g) 	 The hospital must have a system of coding and indexing medical records. The system must 
allow for timely retrieval by diagnosis and procedure. 

(h) 	 The hospital must have a procedure for ensuring the confidentiality of patient records. 
Information from or copies of records may be released only to authorized individuals, and the 
hospital must ensure that unauthorized individuals cannot gain access to or alter patient records. 
Original medical records must be released by the hospital only in accordance with federal and 
state laws, court orders or subpoenas. 

(i) 	 The medical record must contain information to justify admission and continued hospitalization, 
support the diagnosis, and describe the patient's progress and response to medications and 
services. 

(j) 	 All entries must be legible, complete, dated and authenticated according to hospital policy. 

(k) 	 All records must document the following: 

1. 	 Evidence of a physical examination, including a health history, performed and/or updated 
no more than forty-five (45) days prior to admission or within forty-eight (48) hours 
following admission; 

2. 	 Admitting diagnosis; 

3. 	 Results of all consultative evaluations of the patient and appropriate fmdings by clinical 
and other staff involved in the care of the patient; 

4. Documentation of complications, hospital acquired infections, and unfavorable reactions 
to drugs and anesthesia; 
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5. 	 Properly executed informed consent forms for procedures and treatments specified by 

hospital policy, or by federal or state law if applicable, as requiring written patient 
consent; 

6. 	 All practitioners' orders, nursing notes, reports of treatment, medication records, 
radiology, and laboratory reports, and vital signs and other information necessary to 
monitor the patient's condition; 

7. 	 Discharge summary with outcome of hospitalization, disposition of case and plan for 
follow-up care; and 

8. 	 Final diagnosis with completion of medical records within thirty (30) days following 
discharge. 

(I) Electronic and computer-generated records and signature entries are acceptable. 

(6) 	 Pharmaceutical Services. 

(a) 	 The hospital must have pharmaceutical services that meet the needs of the patients and are in 
accordance with the Tennessee Board of Pharmacy statutes and regulations. The medical staff is 
responsible for developing policies and procedures that minimize drug errors. This function 
may be delegated to the hospital's organized pharmaceutical service. 

(b) 	 A full-time, part-time or consulting pharmacist must be responsible for developing, supervising 
and coordinating all the activities of the pharmacy services. 

(c) 	 Current and accurate records must be kept of receipt and disposition of all scheduled drugs. 

(d) 	 Adverse drug events, both adverse reactions and medication errors, shall be reported according 
to established guidelines to the hospital performance improvement/risk management program 
and as appropriate to physicians, the hospital governing body and regulatory agencies. 

(e) 	 Abuses and losses of controlled substances must be reported, in accordance with federal and 
state laws, to the individual responsible for the pharmaceutical service, and to the chief 
executive officer, as appropriate. 

(f) 	 Current reference materials relating to drug interactions and information of drug therapy, side 
effects, toxicology, dosage, indications for use, and routes of administration must be available to 
the professional staff in the pharmacy and in areas where medication is administered. 

(g) 	 Any unused portions of prescriptions shall be either turned over to the patient only on a written 
authorization including directions by the physician, or returned to the pharmacy for proper 
disposition by the pharmacist. 

(h) 	 Whenever patients bring drugs into an institution, such drugs shall not be administered unless 
they can be identified and ordered to be given by a physician. 

(7) 	 Radiologic Services. 

(a) 	 The hospital must maintain, or have available, diagnostic radiologic services according to the 
needs of the patients. If therapeutic services are also provided, they, as well as the diagnostic 
services, must meet professionally approved standards for safety and personnel qualifications. 

(b) 	 The radiologic services must be free from hazards for patients and personnel. 
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(c) 	 Patients, employees and the general public shall be provided protection from radiation in 

accordance with "State Regulations for Protection Against Radiation". All radiation producing 
equipment shall be registered and all radioactive material shall be licensed by the Division of 
Radiological Health of the Tennessee Department of Environment and Conservation. 

(d) 	 Periodic inspections of equipment must be made and hazards identified must be promptly 
corrected. 

(e) 	 Radiologic services must be provided only on the order of practitioners with clinical privileges 
or of other practitioners authorized by the medical staff and the governing body to order the 
services. 

(f) 	 X-ray personnel shall be qualified by education, training and experience for the type of service 
rendered. 

(g) 	 All x-ray equipment must be registered with the Tennessee Department of Environment and 
Conservation, Division of Radiological Health. 

(h) 	 X-rays shall be retained for four (4) years and may be retired thereafter provided that a signed 
interpretation by a radiologist is maintained in the patient's record under T.C.A. § 68-11-305. 

(i) 	 Patients must not be left unattended in pre and post radiology areas. 

(8) 	 Laboratory Services. 

(a) 	 The hospital must maintain, or have available, either directly or through a contractual agreement, 
adequate laboratory services to meet the needs of its patients. The hospital must ensure that all 
laboratory services provided to its patients are performed in a facility licensed in accordance 
with the Tennessee Medical Laboratory Act. All technical laboratory staff shall be licensed in 
accordance with the TMLA and shall be qualified by education, training and experience for the 
type of services rendered. 

(b) 	 Emergency laboratory services must be available 24 hours a day. 

(c) 	 A written description of services provided must be available to the medical staff. 

(d) 	 The laboratory must make provision for proper receipt and reporting of tissue specimens. 

(e) 	 The medical staff and a pathologist must determine which tissue specimens require a 
macroscopic (gross) examination and which require both macroscopic and microscopic 
examination. 

(f) 	 Laboratory services must be provided in keeping with services rendered by the hospital. This 
shall include suitable arrangements for blood and plasma at all times. Written policies and 
procedures shall be developed in concert with the Standards of American Association of Blood 
Banks. Documentation and record keeping shall be maintained for tracking and performance 
monitoring. 

(9) 	 Food and Dietetic Services. 

(a) 	 The hospital must have organized dietary services that are directed and staffed by adequate 
qualified personnel. A hospital may contract with an outside food management company if the 
company has a dietitian who serves the hospital on a full-time, part-time, or consultant basis, and 
if the company maintains at least the minimum standards specified in this section and provides 
for constant liaison with the hospital medical staff for recommendations on dietetic policies 
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affecting patient treatment. If an outside contract is utilized for management of its dietary 
services, the hospital shall designate a full-time employee to be responsible for the overall 
management of the services. 

(b) 	 The hospital must designate a person to serve as the food and dietetic services director with 
responsibility for the daily management of the dietary services. The food and dietetic services 
director shall be: 

I. 	 A dietitian; or 

2. 	 A graduate of a dietetic technician or dietetic assistant training program, correspondence 
or classroom, approved by the American Dietetic Association; or 

3. 	 A graduate of a state-approved course that provided ninety (90) or more hours of 
classroom instruction in food service supervision and has experience as a food service 
supervisor in a health care institution with consultation from a qualified dietitian. 

(c) 	 There must be a qualified dietitian, full time, part-time, or on a consultant basis who is 
responsible for the development and implementation of a nutrition care process to meet the 
needs of patients for health maintenance, disease prevention and, when necessary, medical 
nutrition therapy to treat an illness, injury or condition. Medical nutrition therapy includes 
assessment of the nutritional status of the patient and treatment through diet therapy, counseling 
and/or use of specialized nutrition supplements. 

(d) 	 There must be sufficient administrative and technical personnel competent in their respective 
duties. 

(e) 	 Menus must meet the needs of the patients. 

I . 	 Therapeutic diets must be prescribed by the practitioner or practitioners responsible for 
the care of the patients. 

2. 	 Nutritional needs must be met in accordance with recognized dietary practices and in 
accordance with orders of the practitioners or practitioners responsible for the care of the 
patients. 

3. 	 A current therapeutic diet manual approved by the dietitian and medical staff must be 
readily available to all medical, nursing, and food service personnel. 

(t) 	 Education programs, including orientation, on-the-job trammg, inservice education, and 
continuing education programs shall be offered to dietetic services personnel on a regular basis. 
Programs shall include instruction in personal hygiene, proper inspection, handling, preparation 
and serving of food and equipment. 

(g) 	 A minimum of three (3) meals in each twenty-four (24) hour period shall be served. A 
supplemental night meal shall be served if more than fourteen (14) hours lapse between supper 
and breakfast. Additional nourishment shall be provided to patients with special dietary needs. 

(h) 	 All food shall be from sources approved or considered satisfactory by the department and shall 
be clean, wholesome, free from spoilage, free from adulteration and misbranding and safe for 
human consumption. No food which has been processed in a place other than a commercial 
food processing establishment shall be used. 

(i) Food shall be protected from sources of contamination whether in storage or while being 
prepared, served and/or transported. Perishable foods shall be stored at such temperatures as to 

October, 2007 (Revised) 	 30 

http:1200-8-1-.06


STANDARDS FOR HOSPITALS 	 CHAPTER 1200-8-1 

(Rule 1200-8-1-.06, continued) 
prevent spoilage. Potentially hazardous foods shall be maintained at safe temperatures as 
defined in the current "U.S. Public Health Service Food Service Sanitation Manual". 

(j) 	 Written policies and procedures shall be followed concerning the scope of food services in 
accordance with the current edition of the "U.S. Public Health Service Recommended Ordinance 
and Code Regulating Eating and Drinking Establishments" and the current "U.S. Public Health 
Service Sanitation Manual" should be used as a guide to food sanitation. 

(10) 	 Critical Access Hospital. 

(a) 	 Every patient shall be under the care of a physician or under the care of a mid-level practitioner 
supervised by a physician. 

(b) 	 Whenever a patient is admitted to the facility by a mid-level practitioner, the supervlsmg 
physician shall be notified of that fact, by phone or otherwise, and within 24 hours the 
supervising physician shall examine the patient or before discharge if discharged within 24 
hours, and a plan of care shall be placed in the patient's chart, unless the patient is transferred to 
a higher level of care within 24 hours. 

(c) 	 A physician, a mid-level practitioner or a registered nurse shall be on duty and physically 
available in the facility when there are inpatients. 

(d) 	 A physician on staff shall: 

1. 	 Provide medical direction to the facility's health care activities and consultation for non
physician health care providers. 

2. 	 In conjunction with the mid-level practitioner staff members, participate in developing, 
executing, and periodically reviewing the facility's written policies and the services 
provided to patients. 

3. 	 Review and sign the records of each patient admitted and treated by a practitioner no later 
than fifteen (15) days after the patient's discharge from the facility. 

4. 	 Provide health care services to the patients in the facility, whenever needed and requested. 

5. 	 Prepare guidelines for the medical management of health problems, including conditions 
requiring medical consultation and/or patient referral. 

6. 	 At intervals no more than two (2) weeks apart, be physically present in the facility for a 
sufficient time to provide medical direction, medical care services, and staff consultation 
as required. 

7. 	 When not physically present in the facility, either be available through direct 
telecommunication for consultation and assistance with medical emergencies and patient 
referral, or ensure that another physician is available for this purpose. 

8. 	 The physical site visit for a given two week period is not required if, during that period, 
no inpatients have been treated in the facility. 

(e) 	 A mid-level practitioner on staff shall: 

1. 	 Participate in the development, execution, and periodic review of the guidelines and 
written policies governing treatment in the facility. 
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2. 	 Participate with a physician in a review ofeach patient's health records. 

3. 	 Provide health care services to patients according to the facility's policies. 

4. 	 Arrange for or refer patients to needed services that are not provided at the facility. 

5. 	 Assure that adequate patient health records are maintained and transferred as necessary 
when a patient is referred. 

(t) 	 The Critical Access Hospital, at a minimum, shall provide basic laboratory services essential to 
the immediate diagnosis and treatment ofpatients, including: 

1. 	 Chemical examinations of urine stick or tablet methods, or both (including urine ketoses); 

2. 	 Microscopic examinations of urine sediment; 

3. 	 Hemoglobin or hematocrit; 

4. 	 Blood sugar; 

5. 	 Gram stain; 

6. 	 Examination of stool specimens for occult blood; 

7. 	 Pregnancy test; 

8. 	 Primary culturing for transmittal to a CLIA certified laboratory; 

9. 	 Sediment rate; and, 

10. 	 CBC. 

Authority: T.CA. §§4-5-202, 4-5-204, 68-3-511, 68-11-202, 68-11-204, 68-11-206, 68-11-209, and 68-11-216. 
Administrative History: Original rule filed March 18, 2000; effective May 30, 2000. Amendment filed December 
2, 2003; effective February 15, 2004. Amendment filed May 24, 2004; effective August 7, 2004. Amendment filed 
September 6,2005; effective November 20,2005. Amendmentfiled July 18, 2007; effective October 1,2007. 

1200-8-1-.07 OPTIONAL HOSPITAL SERVICES. 

(1) 	 Surgical Services. 

(a) 	 If the hospital provides surgical services, the services must be well organized and provided in 
accordance with acceptable standards of practice. If outpatient surgical services are offered, the 
services must be consistent in quality with inpatient care in accordance with the complexity of 
services offered. 

(b) 	 The organization of the surgical services must be appropriate to the scope of the services 
offered. 

(c) 	 The operating rooms must be supervised by an experienced registered nurse or a doctor of 
medicine or osteopathy. 

(d) 	 Licensed practical nurses (LPNs) and surgical technologists (operating room technicians) may 
serve as "scrub nurses" under the supervision of a registered nurse. 
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(a) 	 A facility may treat infectious waste in an on-site sterilization or disinfection device, or in an 

incinerator or a steam sterilizer, which has been designed, constructed, operated and maintained 
so that infectious waste treated in such a device is rendered non-infectious and is, if applicable, 
authorized for that purpose pursuant to current rules of the Department of Environment and 
Conservation. A valid permit or other written evidence of having complied with the Tennessee 
Air Pollution Control Regulations shall be available for review, if required. Each sterilizing or 
disinfecting cycle must contain appropriate indicators to assure that conditions were met for 
proper sterilization or disinfection or materials included in the cycle, and appropriate records 
kept. Proper operation of such devices must be verified at least monthly, and records of the 
monthly verifications shall be available for review. Waste that contains toxic chemicals that 
would be violatilized by steam must not be treated in steam sterilizers. Infectious waste that has 
been rendered to carbonized or mineralized ash shall be deemed non-infectious. Unless 
otherwise hazardous and subject to the hazardous waste management requirements of the 
current rules of the Department of Environment and Conservation, such ash shall be disposable 
as a (non-hazardous) solid waste under current rules of the Department of Environment and 
Conservation. 

(b) 	 A facility may discharge liquid or semi-liquid infectious waste to the collection sewerage 
system of a wastewater treatment facility which is subject to a permit pursuant to T.C.A. §§ 69
3-101, et seq., provided that such discharge is in accordance with any applicable terms of that 
permit and/or any applicable municipal sewer use requirements. 

(c) 	 Any health care facility accepting waste from another state must promptly notify the 
Department of Environment and Conservation, county, and city public health agencies, and 
must strictly comply with all applicable local, state and federal regulations. 

(9) 	 The facility may have waste transported off-site for storage, treatment, or disposal. Such arrangements 
must be detailed in a written contract, available for review. If such off-site location is located within 
Tennessee, the facility must ensure that it has all necessary State and local approvals, and such 
approvals shall be available for review. If the off-site location is within another state, the facility must 
notify in writing all public health agencies with jurisdiction that the location is being used for 
management of the facility's waste. Waste shipped off-site must be packaged in accordance with 
applicable federal and state requirements. Waste transported to a sanitary landfill in this state must 
meet the requirements of current rules of the Department of Environment and Conservation. 

(10) 	 Human anatomical remains which are transferred to a mortician for cremation or burial shall be 
exempt from the requirements of this rule. 

(11) 	 All garbage, trash and other non-infectious waste shall be stored and disposed of in a manner that must 
not permit the transmission of disease, create a nuisance, provide a breeding place for insects and 
rodents, or constitute a safety hazard. All containers for waste shall be water tight, constructed of 
easily-cleanable material, and shall be kept on elevated platforms. 

Authority: T.C.A . §§4-5-202 through 4-5-206, 68-11-202, 68-11-204, 68-11-206, and 68-11-209. Administrative 
History: Original rule filed June 21,1979; effective August 6, 1979. Repeal and new rule filed July 27, 2000; 
effective October 10, 2000. 

1200-8-11-.10 RECORDS AND REPORTS. 

(1) 	 A yellfly statistieal repert, ilie "Jernt A-.tulal Revert ef Hemes fer the Agee", shall be sl:lbmittee te ilie 
eevartmefl:t. The ferms are mailee te eaeh heme fer ilie aged by ilie eevar'"..meftt eaeh yellf. The ferms 
ml:lst be eemvletee Me retl:lmee te the eevartffieftt wiiliitt sixty (60) eays fullewittg reeeivt ef the wrm. 
(Delete.) 

~ 	An individual resident file shall be maintained for each resident in the home. Personal information 
shall be confidential and shall not be disclosed, except to the resident, the department and others with 
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written authorization from the resident. These files shall be retained for one (1) year after the resident 
is transferred or discharged. The resident file shall include: 

(a) 	 Name, Social Security Number, veteran status and number, marital status, age, sex, previous 
address and any health insurance provider and number, including Medicare and Medicaid 
numbers; 

(b) 	 Name, address and telephone number of next of kin, legal guardian and any other person 
identified by the resident to contact on his/her behalf; 

(c) 	 Name, address and telephone number of any person or agency providing additional services to 
the resident; 

(d) 	 Date of admission, transfer, discharge and any new forwarding address; 

(e) 	 Name and address of the resident's preferred physician, hospital, pharmacist, assisted care 
living facility and nursing home, and any other instructions from the resident to be followed in 
case of emergency; 

(f) 	 Record of all monies and other valuables entrusted to the home for safekeeping, with 
appropriate updates; 

(g) 	 Health information including all current prescriptions, major changes in resident's habits or 
health status, results of physician's visits, and any health care instructions; and 

(h) 	 A copy of the admission agreement signed and dated by the resident. 

(3) 	 Unusual events shall be reported by the facility to the Department of Health in a format designed by 
the Department within seven (7) business days of the date of the identification of the abuse of a patient 
or an unexpected occurrence or accident that results in death, life threatening or serious injury to a 
patient. 

(a) 	 The following represent circumstances that could result in an unusual event that is an 
unexpected occurrence or accident resulting in death, life threatening or serious injury to a 
patient, not related to a natural course of the patient's illness or underlying condition. The 
circumstances that could result in an unusual event include, but are not limited to: 

1. 	 medication errors; 

2. 	 aspiration in a non-intubated patient related to conscious/moderate sedation; 

3. 	 intravascular catheter related events including necrosis or infection requiring repair or 
intravascular catheter related pneumothorax; 

4. 	 volume overload leading to pulmonary edema; 

5. 	 blood transfusion reactions, use of wrong type of blood andlor delivery of blood to the 
wrong patient; 

6. 	 perioperative/periprocedural related complication(s) that occur within 48 hours of the 
operation or the procedure, including a procedure which results in any new central 
neurological deficit or any new peripheral neurological deficit with motor weakness; 

7. 	 bums of a second or third degree; 
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8. 	 falls resulting in radiologically proven fractures, subdural or epidural hematoma, cerebral 

contusion, traumatic subarachnoid hemorrhage, and/or internal trauma, but does not 
include fractures resulting from pathological conditions; 

9. 	 procedure related incidents, regardless of setting and within thirty (30) days of the 
procedure and includes readmissions, which include: 

(i) 	 procedure related injury requiring repair or removal of an organ; 

(ii) 	 hemorrhage; 

(iii) 	 displacement, migration or breakage of an implant, device, graft or drain; 

(iv) 	 post operative wound infection following clean or clean/contaminated case; 

(v) 	 any unexpected operation or reoperation related to the primary procedure; 

(vi) 	 hysterectomy in a pregnant woman; 

(vii) 	 ruptured uterus; 

(viii) 	 circumcision; 

(ix) 	 incorrect procedure or incorrect treatment that is invasive; 

(x) 	 wrong patient/wrong site surgical procedure; 

(xi) 	 unintentionally retained foreign body; 

(xii) 	 loss of limb or organ, or impairment of limb if the impairment is present at 
discharge or for at least two (2) weeks after occurrence; 

(xiii) 	 criminal acts; 

(xiv) 	 suicide or attempted suicide; 

(xv) 	 elopement from the facility; 

(xvi) 	 infant abduction, or infant discharged to the wrong family; 

(xvii) adult abduction; 

(xviii) rape; 

(xix) 	 patient altercation; 

(xx) 	 patient abuse, patient neglect, or misappropriation of resident/patient funds; 

(xxi) 	 restraint related incidents; or 

(xxii) poisoning occurring within the facility. 

(b) 	 Specific incidents that might result in a disruption of the delivery of health care services at the 
facility shall also be reported to the department, on the unusual event form, within seven (7) 
days after the facility learns of the incident. These specific incidents include the following: 

October, 2007 (Revised) 	 24 

http:1200-8-11-.10


STANDARDS FOR HOMES FOR THE AGED 	 CHAPTER 1200-8-11 

(Rule 1200-8-11-.1 0, continued) 
1. 	 strike by the staff at the facility; 

2. 	 external disaster impacting the facility; 

3. 	 disruption of any service vital to the continued safe operation of the facility or to the 
health and safety of its patients and personnel; and 

4. 	 fIres at the facility which disrupt the provision of patient care services or cause harm to 
patients or staff, or which are reported by the facility to any entity, including but not 
limited to a fIre department, charged with preventing fues. 

(c) 	 For health services provided in a "home" setting, only those unusual events actually witnessed 
or known by the person delivering health care services are required to be reported. 

(d) 	 Within forty (40) days of the identifIcation of the event, the facility shall fIle with the 
department a corrective action report for the unusual event reported to the department. The 
department's approval of a Corrective Action Report will take into consideration whether the 
facility utilized an analysis in identifying the most basic or causal factor(s) that underlie 
variation in performance leading to the unusual event by (a) determining the proximate cause of 
the unusual event, (b) analyzing the systems and processes involved in the unusual event, (c) 
identifying possible common causes, (d) identifying potential improvements, and (e) identifying 
measures of effectiveness. The corrective action report shall either: (1) explain why a corrective 
action report is not necessary; or (2) detail the actions taken to correct any error identifIed that 
contributed to the unusual event or incident, the date the corrections were implemented, how the 
facility will prevent the error from recurring in the future and who will monitor the 
implementation of the corrective action plan. 

(e) 	 The department shall approve in writing, the corrective action report if the department is 
satisfIed that the corrective action plan appropriately addresses errors that contributed to the 
unusual event and takes the necessary steps to prevent the recurrence of the errors. If the 
department fails to approve the corrective action report, then the department shall provide the 
facility with a list of actions that the department believes are necessary to address the errors. 
The facility shall be offered an informal meeting with the Commissioner or the Commissioner's 
representative to attempt to resolve any disagreement over the corrective action report. If the 
department and the facility fail to agree on an appropriate corrective action plan, then the fInal 
determination on the adequacy of the corrective action report shall be made by the Board after a 
contested case hearing. 

(f) 	 The event report reviewed or obtained by the department shall be confIdential and not subject to 
discovery, subpoena or legal compulsion for release to any person or entity, nor shall the report 
be admissible in any civil or administrative proceeding other than a disciplinary proceeding by 
the department or the appropriate regulatory board. The report is not discoverable or admissible 
in any civil or administrative action except that information in any such report may be 
transmitted to an appropriate regulatory agency having jurisdiction for disciplinary or license 
sanctions against the impacted facility. The department must reveal upon request its awareness 
that a specifIc event or incident has been reported. 

(g) 	 The department shall have access to facility records as allowed in Title 68, Chapter 11, Part 3. 
The department may copy any portion of a facility medical record relating to the reported event 
unless otherwise prohibited by rule or statute. This section does not change or affect the 
privilege and confIdentiality provided by T.CA §63-6-219. 

(h) 	 The department, in developing the unusual event report form, shall establish an event 
occurrence code that categorizes events or specific incidents by the examples set forth above in 
(a) and (b). If an event or specifIc incident fails to come within these examples, it shall be 
classifIed as "other" with the facility explaining the facts related to the event or incident. 
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(i) 	 This does not preclude the department from using information obtained under these rules in a 
disciplinary action commenced against a facility, or from taking a disciplinary action against a 
facility. Nor does this preclude the department from sharing such information with any 
appropriate governmental agency charged by federal or state law with regulatory oversight of 
the facility. However, all such information must at all times be maintained as confidential and 
not available to the public. Failure to report an unusual event, submit a corrective action report, 
or comply with a plan of correction as required herein may be grounds for disciplinary action 
pursuant to T.CA §68-11-207. 

(j) 	 The affected patient and/or the patient's family, as may be appropriate, shall also be notified of 
the event or incident by the facility. 

(k) 	 During the second quarter of each year, the Department shall provide the Board an aggregate 
report summarizing by type the number of unusual events and incidents reported by facilities to 
the Department for the preceding calendar year. 

(1) 	 The Department shall work with representatives of facilities subject to these rules, and other 
interested parties, to develop recommendations to improve the collection and assimilation of 
specific aggregate health care data that, if known, would track health care trends over time and 
identify system-wide problems· for broader quality improvement. The goal of such 
recommendations should be to better coordinate the collection of such data, to analyze the data, 
to identify potential problems and to work with facilities to develop best practices to remedy 
identified problems. The Department shall prepare and issue a report regarding such 
recommendations. 

(4) 	 Legible copies of the following records and reports shall be retained in the facility, shall be maintained 
in a single file, and shall be made available for inspection during normal business hours for thirty-six 
(36) months following their issuance. Each resident and each person assuming any financial 
responsibility for a resident must be fully informed, before admission, of their existence in the home 
and given the opportunity to inspect the file before entering into any monetary agreement with the 
facility. 

(a) 	 Local fire safety inspections; 

(b) 	 Local building code inspections, if any; 

(c) 	 Department licensure and fire safety inspections and surveys; 

(d) 	 Orders of the Commissioner or Board, if any; and 

(e) 	 Maintenance records of all safety equipment. 

Authority: rCA. §§4-5-202, 4-5-204, 68-11-202, 68-11-204, 68-11-206, 68-11-207, 68-11-209, 68-11-210, 68-11
211, and 68-11-213. Administrative History: Original rule jiled June 21, 1979; effective August 6, 1979. 
Amendment jiled February 26, 1985; effective March 28, 1985. Amendment jiled August 16, 1988; effective 
September 30, 1988. Repeal and new rulejiled July 27,2000; effective October 10,2000. Amendmentjiled April 
11, 2003; effective June 25, 2003. 

1200-8-11-.11 RESIDENT RIGHTS. Each resident has at least the following rights: 

(1) 	 To privacy in treatment and personal care; 

(2) 	 To be free from mental and physical abuse. Should this right be violated, the facility must notify the 
department within five (5) working days. The Tennessee Department of Human Services, Adult 
Protective Services shall be notified immediately as required in T.CA § 71-6-103; 

October, 2007 (Revised) 	 26 

http:1200-8-11-.11
http:1200-8-11-.10


RULES 

OF 


TENNESSEE DEPARTMENT OF HEALTH 

BOARD FOR LICENSING HEALTH CARE FACILITIES 


CHAPTER 1200-8-14 
PEDIATRIC TRAUMA CENTERS 

TABLE OF CONTENTS 

1200-8-14-.0 I Purpose 	 1200-8-14-.04 Programs for Quality Assurance 
1200-8-14-.02 Definitions 	 1200-8-14-.05 Designation Process 
1200-8-14-.03 Requirements 

12008 14.01 PURPOSE. (Repeal.) 

The Bo8:ffl reeognizes that, althol:lgh the o'lef8ll instanee of tF8I:Iftlatie iRjl:lry and death is less in the childhood age 
grol:lfl than in the adl:llt age grol:lfls, in many ways the develoflment of an 8flflrOflriate treatment scenario is mOre 
difficl:llt in childhood iRjl:lries. Children are not "little adl:llts". Whilc it is rccognized that the adl:llt flsychological 
resflonse to tF8I:IH'la can be o'lerwhelming, thc iRjl:lrcd child and hisAler family flresent a ml:lch H'Iore comfllex 
envifOnH'Ient for the tFal:lma teaH'l. Since theiF aCl:lte eardioresfliFatot)' resflonse to tF8I:Ima differs signific8fttly ffOH'I 
the adl:llt, reacting to the critically iRjtl:fed child flrcsents H'Iajor flfOblems to those who are only occasionally 
resaonsible for sl:lch aatients. 

IRjl:lred children flresent many flfOblcH'ls o'lcr and abo'/c those relating to theiF iRjl:lred flarts. These incll:lde sl:lch 
di'lerse considerations as flsychological H'Ianagement, flfObleH'ls of vascl:llar access, administFation of anesthesia,• 
intensi'/e care facilities sflecifically designed for childrcn, as well as laboratory 8ftd Sl:lflflort sef'lices similarly 
designed. The sal'lage of seriol:lsly iRjl:lred childrcn reql:lires thc sef'lices of flhysicians and nl:lrses with sflecialized 
tftiining in flediatFic care, both sl:lrgical and mcdical. The t1I:Irsing staff in flarticl:llar ml:lst be cdl:lcated and 
eXflerienced in tftil:lma nl:lrsing and the care, gfO\'ith, and dC'leloflmcnt of the flediatFic flatient. In most instances 
these resol:lrees are fo\:lt1d in flediatric hosflitals or hosflitals with a signific8ftt flediatric commitment. Bec8l:lse of the 
sflecial reql:liFements for flediatFie tftitlffia. the TeMessee Board for Licensing of Health Care Facilitics has 
de'/eloaed iliese Pediatrie tF8I:Ima sHl:Rdards, 

This Task Forcc, and henee the Bo8:ffl, reeognized iliat tF8I:IH'la kills more children iliaR all other deaths in this age 
gffil:lfl combined. In 1985, 3,709 children 15 years of age and I:Inder 'Nere killed in aecidents in'tol'ling motor 
'iehieles, 934 of iliem fi'/e years and I:IRder. In Teanessee that year, of the 1,10 1 sl:leh faHl:lities, 99 were \:It1der the 
age of 15 and another 167 were ages 16 to 20, or, as with the natioRal a'/erage, ORe in fol:lr of all sl:leh deaths. 
'National statisties also show that for e'let)' flediatFie tftil:lma death there are 10 flcdiatFic flatients 'Nho will reql:liFe 
flediatrie tftil:lma ccnter care. Whcre systems of tf8l:lH'la care ha'lc been deTieloflcd, deatffl from accidental iRjl:lt)' 
haTie decreased significantly in adl:llts. Howe'ler. only 'Nhere flediatFic tftil:lma care systeH'ls ha'te been de'telofled 
has a similar deerease beeR shmvR iR ehildreR, 

Authority: T.C.A. §§68-11-201 through 68-11-205, 68-11-207 through 68-11-210, 68-11-213, 68-11-214, 68-11
216, 68-11-219 through 68-11-221, and 4-5-202. Administrative History: Original rule filed January 30, 1989; 
effective March 16, 1989. 

12008 14 .02 DEFINITIONS. (Repeal.) 

(1) 	 "Levels of Care" shall mcan the t'jpe of tftil:lma service flro'lided by thc institl:ltion as showR by the 
AP.IJFP.P. Af p.Ammitmp.At iA Aer!'lAAAel aAd faeilities made to the dck/ef'<' of that sef'lice. 

(2) 	 "Le'lel I" shall designate that institl:ltion committed to flro'tiding ofltimal care for the aCl:ltely iRjl:lrcd 
flediatrie flaticRt which meets all real:liFemeRts in this regulation dcfmed a Lc'/el of care I. 

(3) 	 "Le'tel II" shall designate an institl:ltion committed to flrO'iiding ofltimal care for the aCl:ltely iRjl:lred 
Ap.AiAtnp. AatieAt that meet.!'Ilfle real:liremeRt.-. iR this re!!l:Ilation defmed as Level of care n. 
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PEDIATRIC TRAUMA CENTERS CHAPTER 1200-8-14 

(Rule 1200-8-14-.02, continued) 

Authority: T.CA. §§68-11-201 through 68-11-205, 68-11-207 through 68-11-210, 68-11-213, 68-11-214, 68-11
216, 68-11-219 through 68-11-221, and 4-5-202. Administrative History: Original rule filed January 30, 1989; 
effective March 16, 1989. 

12008 14 .03 REQUIREMENTS. (Repeal.) 

(1) Hoseital Or~aaiil!atioa 

There shall be aemoastratea eommitmeat by the hosflital Board of Direetors, aElmiaistratioa, medieal 
staff. aed aW'Siag staff to treat aay eediatrie eatieats ereseeted to the faeility for eare. 

The faeility shall flroviae hosflital emergeaey serviees to any aflfllieaat who aflfllies for the same ia ease 
of iaiw·y or ael:lte mediea:l eoaditioe ';,rhere the same is liable to eal:lse death or severe iail:lf'l or ilIeess. 

As sfleeified ia T.GA §e8 39 302, the medieal Reed of aa aflfllieaat aad the available medieal 
resol:lfees of the faeility, rather thaa the fmaaeial resol:lfees of aa aflfllieaat, shall be the determining 
faetors eoaeemin~ the seoee of serviee efO'/iaea. 

TJ;<VFU; 

II 
(a) LEVELS Of CARE 

1. Tral:lffia Servieeffeam ~ :x 

2. Sl:Irgery Deflartmeats/DiYisioas/Sef'Yieesi 
Seetioas (eaeh staffed by 8l:1alified seeeialistst 

Gardiothoraeie Sl:Irgef)' :x :x+ 
Geaeral Smgery :x :x 
~~el:lrologie Smgery :x :x 
Gyaeeologie Smgery :x :x 
Oflhthalmie Smgef)' :x :x 
Oral &, Maxillofaeial :x :x 

Smgef)</DeBtistry 
Orthofleaie Smgery :x :x 
Otorhiaolaryegologie Smgery 
Pediatrie Sl:Irgery 

:x 
:x 

:x 
:x;\ 

Plastie Smgery :x :x 
Urologie Smgef)' :x :x 

3. Noe sl:lrgieal Deflartmeets/Divisioasl 
SeryieesiSeetioa (staffea by EJ:l:Ialified sfleeialists) :x :x 

Emergeaey Medieiee ~ :x 
Pediatries :x :x 
Anesthesia :x :x 
Radiology :x :x 
Pathology :x :x 
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PEDIATRIC TRAUMA CENTERS 	 CHAPTER 1200-8-14 

(Rule 1200-8-14-.03, continued) 

T .FVFJ ,~ 

II 

4. 	 Sw-gieal S13eeialties. iH hOlise. 24 hoW'S a day. 

Pediatrie Slirgery ~4 

Nelirologie SliFgery ~~ 

Ofl eall afld ayailable from iHside 

or olitside the hOS13ital. 


Cardiothoraeie SliFgery ~ x+ 
Gefleral Slirgery ~ 

Nelirologie Slifgery ~e 

Mieroslirgery Capabilities ~ x+ 
Gyneeologie Slirgef)' ~ ~ 

Hafld Slirgery ~ ~8 

Ophthalmie SliFgef)' ~ ~ 

Oral afld Maxillofaeial Slirgeryl ~ ~ 

Defltistry 
Orthopedie SliFgery ~ ~ 

OtorhiflolaryHgologie Slirgery ~ ~ 

Piastie Slirgef)' ~ ~ 

Urologie Slirgery ~ ~ 

Pedidofltist ~ X 

5. 	 NOflslifgieal Speeialties A'l-ailability, 
Ifl hosoital. 24 hOlifs a day: 

Anesthesiology 
Pediatrie limergefley Speeialist 
Pediatrie Ieteflsivist 

Oe eall aed available from iflside or 
olitside the hoseital: 

Anesthesiology 
Cardiology 
Plilmoeaf)' Medieifle 
Gastroeeterology 
Hematology 
Iefeetiolis Disease 
~lephrology 

Nelifology 
Pathology 

xl 
X xM 
X++ 

~ 
~~ X 
~ X 
~ X 
~ X 
~~ X 
r X 
~~ X 
~H XH 

Pediatries X X 

Ps),ehiatry/Psyehology r X 
Radiology r X 

Physieal MedieiflelRehabilitatioe ~~ 

July, 2001 (Revised) 3 

http:1200-8-14-.03


PEDIATRIC TRAUMA CENTERS 	 CHAPTER 1200-8-14 

(Rule 1200-8-14-.03, continued) 

(b) 	 SPECIAL FACILITIES: RESOURCES/CAPAIULITIES 

1. 	 EmsrE!'sfls'I DSBartmsflt 

(i) 	 PsrsoflBsl 

LEVELS 

II 

(I) 	 Dssigflatsd PsysisiaR Dirsstor (80arded ifl 
Pediatriss 'Nith additioflal training or 
exteflsi'le expertise ifl Pediatriss Emergeflsy 
Medieifle or, boarded in Emergefley 
MedieiDe with aElditioflal Ofle (1) year 

~+4traiaiflE!' ia Pediatrie EmerE!'efle¥ Medieifle. ~ 

(II) 	 PsysieiaR vfith speeial eOFefleteflee ifl the 
eare of the eritieally ill or ifljured ehilEi 
Breseflt ifl the B.D. 24 ROHrs a da'l. ~+S ~-Hl 

(III) 	 B.D. staffed by full time (miainmm of 100 
sOHFS/moflth) Is emerE!'efleY BS'o'Sieicms. ~+S X 

(IV) 	 Desigflated ~hiFSiflg Sl:Iperyisory POSltIOfl 
(full time) to oversee pediatrie emergefley 

~.J.6saFe7 	 ~ 

(V) 	 All RN personnel assigRed to the Pediatrie 
Emergefley Depar.meflt eOFeflOfleflt 24 SOHFS 
a day vfill sa-....e Sfleeial traiffiflg ifl Pediatrie 
Care aREl/or Ofle (1) year pediatrie Critieal 
Care eXBerieflee. ~ r 

(VI) 	 Soeial Seryiees aflEl/or Child Life ayailable 
iR ROHse or OR sal124 ROHrs a Gay. ~ ~ 
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http:1200-8-14-.03


PEDIATRIC TRAUMA CENTERS CHAPTER 1200-8-14 

(Rule 1200-8-14-.03, continued) 

T .J;;VJ;;T $0; 

(ii) eSHiBR'l6Rt 
I H 

x x 

tB CotnHRlfl1eatioR 
S't'!'lteR'lS. 

6EJ:HipR'l6Rt "'lith eMS 
x x 

(II) Ainvay eontrol ana v6ntilation 6EJ:Hipm6nt 
laryagoseop6s SiZ6S 0, 1, 2, ana 3 straight 
aRa OHW6a. x x 

I. laryagoseopes sizes 0, 1, 2, ana 3 
straie:ht ana eHf'lea. x x 

II. Bag valve masle resHseitators, infant, 
ohila ana aaHIt. x x 

III. eRaotraeheal tHbes, eHffea aRa 
Wl:OHffea, sizea 2.5 to 9.0, sizes 2.5 to 
e.O HReHffea. x x 

IV. SHotion 
eatheters. 

ana appropriate sizea 
x x 

V. AiFv;avs x x 

VI. OX'I26R x x 

VII. Traeheostomy ana thoraeostomy 
trays with traeheostomy tHbes size 0 
to 3 ana ehest tHbes size 8 to 28 
~ x x 

(III) CaraiopHIR'loRary moaitors with iBfant ana 
peaiatrie eapability ana at least t'..."o pressHFe 
oaeabilitv. x ~ 

(IV) Catheters for iRtra'/eRoHs aRa intraarterial 
hR6S, (3 to 8 freReh, Ie to 24 gaHge, 
iRtraosseoHs neeales). x x 

(V) Monitor aefibrillator ,....ith aaHlt aaa 
pediatrie iBternal aRa external paaales, 0 to 
400 ",;attis6e. eaeabilitv. x x 
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(Rule 1200-8-14-.03, continued) 

(iii) 

(VI) 	 TAws fur veinseotion. sarurin!:?:. elastios. 

(VII) 	 Pediatrio splints, oasts, traotion, inoluding 
esuiement for oervioal serne stabilization. 

(VIII) NG rubes #10 to 18 Frenoh, 5 and 8 Frenoh 
feed in!:?: ruaes. 

(IX) 	 Fole', oatheters. #8 iliroueh 14 . 


(X) 	 Dialvsis oatheters. 

(XI) 	 DfI:l!:?:s. in eediatrie eoneentrations. 

(XII) 	 IV solutions , ....ith both mforodrip and high 
volume infusion sets. 

(XIII) Pediatrie LV and subdural trayS 

(XIV) BIHT hole and Iep monitor tra>rs. 

(XV) 	 Blood pressure ouffs fur premie, infant, 
ehild. adult. thieh. 

(XVI) Doeeler fur BP monitorm!:?:. 

(XVII)Non Hrrasi're blood eressl:lfe monitor. 

(XVIIDVulse oximeter. 

(XIX) Vediatrio anti shook (MAST) trousers. 

(XX) 	Infusion pumps with fraotional 00. 

oapability. 
(XXI) Pediatrio soales fur wei!:?:ht measurement. 


(XXlI)Temperarure oontrol de'lioes fur patient, IV 

fluids and blood. 

Faoilitv Desi!:?:n 

Full time pedlatri.
designated ar 0 emergeno), area .... th

b' . ea fur the ",1 a 
sta illzation of pediatri resusoitation at d 
fur n 	 0 trawBa p fnad eonatal, pediatriO ladOlalents; eEj:uipped 

eEj:uate size to aooo esoent patients and ofj 

team.- mmodate a full resus61tation. 

LEVELS 

II 


X X 


X X 


X X 


X X 


X X 


X X 


X X 


X X 


X X 


X X 


X X 


X X 


X X 


X X 


X X 


X X 


X X 


x x 
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(Rule 1200-8-14-.03, continued) 

(2) PEDlfJRIC R-lTHlSIVE CARE UNIT 

For Level II eesters, a el:lFFest sigses transfer agreemest ',lAth a hospital with a Pesiatrie Istessi'fe Care 
Ueit shol:lls be appropriate I)' I:Itilizes. As aSl:llt intessive eare I:Iait 'Hill sot sl:lffiee for the eare of 
eritieallv iRil:lrea nsaiatrie natienffi. 

(a) Persoflllel 

1. 	 Desigaates Mesieal Direetor, Boardes in Pesiatries, ans 
Boars eertifiedlelieible for BesiatAe eritieal eare. 

2. 	 PlPrsieian os Sl:ltv is hosBital 24 hol:lFS a Sav. 

3. 	 Desiesates oorsme l:leit masaeemest (full time BesiatAe). 

4. 	 R}l to patiest ratio, sepessing os ael:lity shol:lls sot eKeees 
1:3 os each shift. R}l's shall have speeial eompetesee m 
pesiatrie eritieal eare ass speeial trainiflg in pesiatrie 
traI:Ima eare. 

5. 	 Sl:Ipport serviees from respirator), therapy, pharmaey, lab, 
x rav_ ana blooa bank a,,'ailable 24 hOl:lr!'; a aav_ 

6. 	 A aesigsates sl:lrse eSl:leator shall be isestifies for the 
eritieal eare I:Isil. 

7. 	 Distinet B8vsieal faeilit\'. 

(i) may hOI:l!';e meaieal or !,;I:IF2'ieal natiests. 

(ii) isolatios eaeaeit\'. 

(iii) sefmes bes reQl:liremests. 

miBimlim 75 sEt. ft.,lbes site 
11 eleetAeal ol:ltiets per bes* 
2 oKyges ol:ltietsAles 
1 eompresses air ol:ltiet per bes 
2 yael:lliHl ol:ltletsibes 
6 grol:lssing soelEetsibes 

:t os baelrnp emergese), geserator 

LJ":VJ":L~ 

I II 

x .x: 

.x:+I X 

.x: .x: 

.x: X 

.x: X 

~ X 

.x: X 

.x: X 

X X 

X X 
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(Rule 1200-8-14-.03 , continued) 

T .~V~T .~ 

J H 

(i...) 	 MsRitsring eqHipmeRt eapability fer eSRtiBHsHS 
mORitoriR!! of: 

(I) 	 ECGlheart rate x X 

(II) 	 RespiratisRs X X 

(III) 	 TeHlflerarure X X 

(IV) 	 Central VeseHs Presstlre X X 

(V) 	 PtlimeRary arterial presstlFe X X 

(VI) 	 IntraeraRial presstlFe X X 

(VII) 3 siHmltaneetis presstlFe eapability X x 

(\qII) ~+en iB...asi..'e bleea presstlre X X 

(bX) Ptllse eximeter X X 

(X) 	 ERa tiaal PC02 X x 

(XI) 	 Ptlimenary fueetieR tests X X 

(XII) 	 EatliemeRt Charaeteristies X X 


I. 	 highlisw alarms fer heart fflte, 

¥isible 	 '
respiratiens, ana all presstlFes 

X X 

aHfi.i.I:He X X 


II 	 BIBstrisall'latiBl'lt i~olatiol'l X X 


HI 	 FOHtil'lB te~til'l!! al'lA mail'ltBl'lal'lSB X X 


8. 	 Pertable ESHismBRt 

(i) 	 Beas, eribs, iselets X X 

(ii) 	 Oxygen seHrse X X 

(iii) Oxygen analY7lers X X 

(i,") Air exygen bleRaers X X 

('I) HOOl:iaifiers X X 

('Ii) CeHlflressers X X 

("'ii) Respiraters X X 

(,..iii) EmergeRs), eart X X 

(ix) Defibrillater with peaiatrie paaaies 	 X X 

(x) Stletien mashiBe 	 X X 

(xi) Dsppler BP ae,..iee 	 X X 

(xii) PaeemaiEer sapability 	 X X 

(xi...) 	 IRfusieR ptlHlfls y;jth miere eapability X 

(x',') Heating/eeeling blanlEets X X 

(x"'i) Spet light X X 

(xvii) Otessepe/epthaimessepe X X 

(x"'iii) Refraetemeter X X 

(xix) 	 PeaiatAs laryngessepeibreRsheseepe X 

(xx) 	 Ain'iay seRtrel ana ...eRtiiatieR eqtlipment X 


fJ) laryngessspes sizes 0, 1,2, ana 3, straight ana StiNea blaaes. 
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PEDIATRIC TRAUMA CENTERS CHAPTER 1200-8-14 

(Rule 1200-8-14-.03, continued) 

(II) 

(Ill) 

(IV) 

(V) 

(VI) 

(VII) 

(xxi) ~eaies 

eag '1ah'e mask resuseitators. infaBt. eRila. adult 


eRaotraeReai tuees. 


suetioR eatheters. 


airwa'ls. 


traeReostomy tray with traeReostOffij' tubes 
sizes 0 to 3. 

thoraeotomy tray , ....ith eRest tuees (10 to 28 
FreReR) aBa eeriearaioeeRtesis eaeaeilitv. 

9. ~mall eOHiflmeRt 

(i) 

(ii) 

(iii) 

(i'l) 

(v) 

('Ii) 

(vii) 

('1iii) 

(ix) 

(x.) 

EmergeRt aBa aoa emergeRt arugs iR peaiatrie 
eOReeRtratioRs. 

Catheters for intra'leROHS ana intraarterial lines (3 
to 8 FreReR ana 1e to 24 gaege) aRa iRtraosseOHs 
Reeales. 

Veaous aaa arterial eHtaOV/H trays. 


Peaiatrie LP ana sHBaHral trays. 


ICP monitor tray. 


Pec!iatrie splints aRa traetioa eqHipmeat. 


Foley eatheters (8 to 14 in si:z:e). 


'NG tuees (# 1 0 to 18 FreaeR ana #3 aaa 5 foeamg 

tubes}: 


Diah'sis eatheters. 


IsolatioR materials. 


10. }>tUrSiRIi!' EaueatioR 

LEVELS 

II 

x x 

x 

x 

x 

x 

x x 

x 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 
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(Rule 1200-8-14-.03, continued) 

(3) 	 POST ANESTHeTIC RECOVeRY ROOM (PAR) 

(a) 	 Personnel 

1. 	 Registered BW'Ses and other essential personnel on sall 
24 ROlir" a day. 

~. 	 Registered FlUfSes sariBg for post anesthetis patients lmlst 
be sOffi\3etent in the post anesthesia Safe of the pediatris 
tral:lma natient. 

(b) 	 eSl:linment 

1. 	 Airway sontrol and ,'entilation eEll:lipment. 
Laryngossopes, assorted blades, air¥/aYS, endotrasheal 
rubes. bag mask resl:lssitators of all sii'les. 

~. 	 O](ygen, air and sl:lstion de'"ises. 

3. 	 elestrosafdiographis pressl:lre and mtrasraflial pressl:lfe 
mOf!itorif!g annaratH". 

4. 	 Thermal sontrol eEll:lipment: 
Radiant ",/ar-mer 
Blood warmer 

~. 	 Resl:lssitation sart sontaitHng emergensy Elmgs and 
msil:lding nediatris Elmg dosage shart. 

e. 	 Immediate assess to sterile smgisal sl:lpplies for 
emergensy prosedl:lfels insil:lding thorasostomy, 
tRoraootomv. traoReo"tomv. and vene"eotion. 

(4) 	 ACUTe HeMODIALYSIS CAPABILITY 

(a) 	 Registered nl:lfses in hOl:lse or on sall 24 hOl:lrs a day, trained in 
Remodialv"i" of the nediatrio natief!t. 

(b) 	 Annronriate eSl:linment for nediatris hemodialYsis. 

(5) 	 ORGA}ilZeD BURN CARE 

Ph-ysisian dirested Bl:lm CenterlUflit staffed by FlUrsmg pefSoBBei 
trained if! Aliffi sare and eSliinf!ed nronerl', for nediatris natients. 

CHAPTER 1200-8-14 

TJ':VH ,$; 

II 

x. x. 

x. x. 

x. 

x. 

x. 

x. 

x. 

x. 

x. 

x. 

x. x. 

x. x. 

x. 

x. 

~ 

~ 

x.~ x.~ 
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PEDIATRIC TRAUMA CENTERS CHAPTER 1200-8-14 

(Rule 1200-8-14-.03, continued) 

LEVELS 

II 

(6) SPINAL CORD )}{TURY MA}lAGEME~lT CAPABILITY ~. ;x;g 

(7) RADIOLOGIC SPECIAL CAPABILITIES 
24 HOURS A DAY ;x ;x 

(a) Anl!iol!FaI3R'l 

(b) Comouted tomol!raoR'I 

(8) SOCIAL SERVICE CAPABILITIES 
HOURS A DAY 

AVAILABLE, ON CALL 24 
;x ;x 

(9) CHILD LIFE 
COUNSELING 

GA..DABILITIES INCLUDING SPIRITUAL 
;X 

(I 0) GE~ffiRAL PEDIATRIC MEDICAL,' SURGICAL ~lURSll>lG ill>nT 

(a) PerSARRel 

1. Pediatrie eursrng staff vfith speeial trainieg in pediatrie 
trauma sare. ;X ;X 

~. Unit NursiBg Administrator. ;X ;X 

J. Ueit ~lurse Edueator ;X ;X 

(b) Eauil3meet 

EE):uipmeet to provide support aed resuseitatioe of the injured 
eeoeate, pediatrie/adoleseeet patieet sRould be readily available 
aed sRall rnelude but Rot be lin:Hted to: 

1. Airway eoetrol and 'Ieetilatioe eE):uipmeet iBeludrng 
laryegoseopes, assorted blades, air.'1a-ys, eedotraeReal 
tubes, and bag masl. resuseitators of all sizes. (This 
eauiomeet must be immediatel'l available). ;X ;X 

~. Oxygee, air, suetioe de'liees. ;X ;X 
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(Rule 1200-8-14-.03, continued) 

~ . 

4. 

~ . 

6. 

Eleoe-ooardiograph, monitor aBd defibrillator, to inoll:lde 
internal and eKternal paddles. 

All standard ine-a'fenOI:lS fll:lids and adminiswation 
devioes, inoll:lding IV oatheters designed , ....ith the oapaoity 
for deliveriBg IV fll:lids and medioatioflS at rates and 
amol:lfl:ts appropriate for ohildren ranging in age from 
neonate to adolesoent. 

Drugs and sl:lpplies neoessary for emergenoy oare. 

Thoraootomy rube sets, Ol:lt down ways. 

LEVELS 

I II 

x x 

x x 

x x 

x x 

(11) PEDIATRIC TRA ..ill.4A TEAM/SERVICE 

The hospital shall establish vlithia its organization a defined Pediatrio Trawlla Servioe for the iRjl:lfed 
ohild (see StaBdard I. "Hospital Organization"). 

w 	 The Pediatrio Tral:lRl:a Program Direotor shall be a Pediatrio 
Sl:Ifgeon, oertified "or eligible for oertifioation", in Pediatrio 
Sl:Ifgery with demonse-ated speoial oompetenoe in oare of the 
injl:lred ohild. The Direotor shall ha-ve full responsibility and 
al:lthoritv for the Tral:lma Servioe. 

(b) 	 Pediatrio TFal:lRl:a "t>ll:lrse Coordinator 

Pediatrio Tral:lRl:a "t>lI:Irse Coordinator 

Pediae-io "t>lI:Irse Coordinator 

(0) 	 Tffil:lma Tea-m members reEll:lmng immediate a'failaaility: 

l. 	 Pediatrio sl:lfgeoniTral:lffia Servioe Direotor or 
designee. 

~. Pediatrio emergenoy physioian or his/her designee. 

~ . 	 Anesthesiologist 

4. Nel:lrologio sl:lrgeon 

~. Tv,o Pediatrio emergenoy department R."t>L ' s 

6. Respiratory therapist 


+. Laaoratory teohnioian 


x x 

x2-S 

~ 

hislher 
x"" 

x 
x9 

~ 

x~ 

x -i-Q 

x 

x 

x 

~ 

x 

x 
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PEDIATRIC TRAUMA CENTERS 	 CHAPTER 1200-8-14 

(Rule 1200-8-14-.03, continued) 

x 

LEVELS 

II 

x 

x 
x 

x 
x 
x 
x+ 

x 

x 
x 
x 
x 

x 

x 
x 
x 
x 

x x 

x 
x 
x 

x 
x 
x 

x x 

x ~ 

g. 	 Radiology teeh.."1ieian 

(d) 	 Tml:lffia Team members Oil eall (30 mielites 

timet: 

1. Anesthesiologist 

~. ~le\::lfologie SliFgeOfl 

~ . Orthofledie SliFgeOIl 

4. 	 Cardiothomeie SliFgeOfl 

~ . 	 Sliflfl0rt flersonnel Ofl eall (wit:hffi 30 mlnliteS) inside or 
olitsiae of the hoseital. 

(i) 	 Chap lam 
(ii) 	 Soeial Worker 
(iii) Chila Proteetiofl Team 
(iY) Se~mal ABlise Team 

(e) 	 SliPPOrt Serviees Ofl Call in Hospital fer Tra\:lffia Team 
Serviees. 

1. 	 24 hOlir labomtory With miero eapabilities ana blooa 
gasanal'fsis eaeabilities. aBa blooa bank eaeabilities. 

2. 	 24 hO\::lf X rayeaeabilities 

(i) 	 UltFasmma 
(ii) 	 C.T. 
(iii) 	 A:fll'!;iol'!;raefty 

~ . 	 24 hOlir Respimtory themflY eaflabilities with persoflflel 
'N-ith seeeial eomeeteflee ifleeaiatrie eare ana eQliif)mellt. 

(2) 	 PEDIATRIC TRAUMA COMMITTEE 

~4ay be a slibeommittee 0 .
IS respoflsible fer " f th~ hospital's Critieal Car . 
p....,.1s r.. .....1".,. e"elepmg, """Wog Me ~ c~_, """ 
th . . I aSS\::lFasee \11 a· mamtammg tre ffijl:lfea ehila ar ~ . 11seiplmes is> , " . ~a\:lffia ..."".1,. •"""..."'1, fa••,Hog ;,no ,.ho... Ike.r , ....fl1flately familiar JJ <ith these 

This eommittee is ehairea by the Direetor of the Peeiatrie Tral:lffia 
Program afle is to have reeresefltatives from eaeh of the fellowiel'!;: 

or less resflollSe 
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PEDIATRIC TRAUMA CENTERS CHAPTER 1200-8-14 

(Rule 1200-8-14-.03 , continued) 

LEVELS 

II 

(a) 
(b) 
(c) 
(d) 
(e) 
(f) 
(g) 
(h) 
(i) 
(j) 

(Ie) 

Pediatric SargeF)' 
Pediatric EmergeBc)' DepartmeBt 
Pediatric IBteBsi...'e Care 
l'lel:H"osl:lrgery 
Anesthesia 
Radiology 
Orthopedics 
Pathology 
RespiratoF)' TheFaPY 
l'll:lrsiBg (I:lsl:lally the Pediatric Tral:lffia Nl:lrse CoordiBator aBd 
head oorse) or their desigBee from the Pediatric EmergeBcy 
DepartmeBt, Pediatric IBteBsive Care UBit, aBd Pediatric reglliar 
post sl:lrgica),ltral:lma floor(s). 
RehabilitatioB TherlHl't' 

(I3) PEDIATRIC TRAUMA REGISTRY 

There shall be a Pediatric TFaI:lffia RegistF), de'"eloped or adopted, aBd 
maiBtaiBed. to incll:lde bl:lt Bot be limited to aI:lditine of: x; x; 

(a) 
(b) 
(c) 
(d) 
(e) 
(f) 
(g) 
(h) 

Se'..erity of iBjl:H)' (incll:ldiBg a "TFaI:lma score"). 
AnatorBic site of injl:H)'. 
l'lamre of iBjl:lF)'. 
MechaBism ofiRjl:lry. 
Classificatios of iBjl:H)'. 
DemogFaphic informatioB (e.g., age, se*, race, etc.). 
Ol:ltcome. 
TrassBort Particl:llars. 

(14) OPERAJIl'lG SUITE: SPECIAL REOUIREMENTS 

The OpeFatiBg sl:lite in both Level I aBd Level II shall be staffed aBd 
eql:lipped to haBdle all childres 'nBO are flresest in the Emergescy 
Deflartmest asd are in seed of immediate sl:lrgical intervestioB. 
Eql:liflmest and sl:lflfllies ml:lst be 8flflroflriate for CaFe of the flediatric 
tral:lffia eatiest raaeine in aee from seoeate to adolescest. 

(a) An ofleratiBg room dedicated to traI:lma 
adeql:lately staffed 'Nith flersoooel 
AVAILl\BLE "in hOl:lse" 24 hOl:H"s a day. 

service shall be 
IMMEDIATELY 

x; ~ 

(b) A secosd oflerating room shall be a' ..ailable asd staffed vlithin: 30 
rBiootes. 'NheB the first team is iB sl:lfgery, the secoBd call team 
",,,ill be alerted aBd a...'ailable 'i'lithi:B 30 minl:ltes. x; x; 

(c) At least OBe registered BI:H"Se mI:lst be flRysically flresest in the 
OeeFatiBe room. x; x; 
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PEDIATRIC TRAUMA CENTERS 	 CHAPTER 1200-8-14 

(Rule 1200-8-14-.03, continued) 

(d) 	 EOHiomeot 

1. Cardiopulmonary bypass oapability. 

~. Operating mieroseope 

~. Thermal eontrol equipmeet 

t;for patient i ,.e., radiant ... . 
or parenteral fl .d warmers 

t; UI S 
or blood 

.onment .seatrehfor ee"ir ' I.e., Ie. thermostat' 

4. X ray eapability, ineluding C arm 

~. Endoseopes, all varieties 

LEVELg 

II 

x 

x X:7 

x x 

room 	 temperature 

x x 

x x 

e. 	 Craniotomy equipmeet, ieeludiflg intraeranial pressure 
monitoring eQuipment. x x 

7. 	 llwasi'le and nonin'iasive monitoring equipment to 
ieelude eleetroeardiograprue, temperature, eontinuous 
pressure and pulse oximetrY. 

g. 	 Pediatrie anesthesia equipment. Pediatrie ventilation 
equipmeet and the ability to mollitor admifHstered oxygen 
eoneentration. x x 

9. 	 AiPt'fay eontrol equipment ineluding laf)'i'igoseopes, 
assorted blades, aiPNays, eedotraeseal tubes, bag mask 
resuseitators of all si2:es. Oxvgee. air. aed suetion deviees. x x 

10. 	 Defibrillator, mollitor, ieeluding internal and external 
Baddies. x x 

11 . Instrumentation, i.e., blood pressure euffs, ohest tubes, 
aasogastrie tubes, and urinary draieage apparatus speeifie 
to the pediatrie patient rangieg ie age from neoeate to 
adoleseent. x x 

12. 	 LaoarotolB-Y trav x x 

13. 	 Tsoraeotomv tray and ehest retraetors of appropriate si2:e. 
x x 

14. 	 S'lfl:thetio grafts of all si2:es. x x 
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PEDIATRIC TRAUMA CENTERS 	 CHAPTER 1200-8-14 

(Rule 1200-8-14-.03, continued) 

15. 	 SpiRal immobilization ana Desk immobilization 
eaHiement. 

1€i. 	 Fraet\:lre table with Peaiatrie eaeaeilit¥. 

17. 	 AHtO transfusion , ....ith Peaiatrie eaeability. 

1 g. 	 Peaiatrie amg aosage eaaFt. 

19. 	 TraeBeostomy mbes, neonatal throHga aaoleseent. 

(e) 	 Comereaensi'fe tOKieologieal sereeniBg 

(15) CLll'nCAL LABORATORIES SER~qCES AVAlLABLE 24 HOURS 
A DAY 

(a) 	 24 aOHr mieroeaeabilities 

(b) 	 Stanaara analysis of blooa. Hflae. ana other boay flHias 

(e) 	 Blooa tYBmg ana eross mateame: 

(a) 	 Coal!:\:llation smaies 

(e) 	 Blooa Bank ana aeeess to a eoffiffi\:lR:ity eentral blooa bank ana 
Aoseital storae:e faeilities 

(f) 	 Blooa gases ana eH aetermiBatioRS 

(g) 	 Mierobioloe:v 

(a) 	 COffil'JreaensiYe tOKieologieal sereenmg 

(1 €i) TRA"UMA RESEARCH PROGRAM 


TFaI:l:ffia ReseareA ProB'aFB 


(17) 	 TRAUMA TRAI~1ING PROGRAMS 

TraiRmg Proe:rams in ContiRHine: EaHeation Pro viae a Bv ana For: 

X 

X 

X 

X 

X 

LEVELS 

II 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

x 

X 

X 

X 

X 

X 

X 

X 

X 

x 
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PEDIATRIC TRAUMA CENTERS 	 CHAPTER 1200-8-14 

(Rule 1200-8-14-.03, continued) 

LEVELS 

II 


(a) 	 Staff Physieiaas x x 

(b) 	 }Olurses x x 

(e) 	 Alliea health f)ersoflHel x x 

(a) 	 Community f)hysieiaas x x 

(e) 	 Prehosf)ital f)roviaers (loeal aaa regiosal) x x 


(18) 	 TRAUM:A RBHABILlTATIC»l PROGRAM 

Rehabilitatios Serviees with a sf)eeial eompetesee in the eare of f)eaiatrie 

eatiests. 


(a) 	 Physieal Theraf)y x x 

(b) 	 Oeeuf)atiosal Theraf)y x 

(e) 	 Sf)eeeh Thenlf)Y x 

(a) 	 Sf)eeial Eaueatios x x 


(19) 	 ORGMl DONATIOP>l 

Orgas D,~~atios f)rotoeol Eaeh eester must have an orgaaizea 

:rotoeol 'nth a transf)laat team or serviee to iaestify f)ossible organ 


osors aRa a . t H1. .
law,SSlS f)roeUflBg fer aosation, eossistent with feaeral 
x x 


(20) 	 TRANSPORT CAPABILITIES 

(a) 	 AetiYe Partieif)atios is a Transf)ort Program, air ana grouna, fer 

eritieallv iniurea eeaiatrie eatients. x x 


(b) 	 Helieaa or Helieoeter Lanaing Mea x x 


(21) 	 HOME HEALTH SERVICES 


Home Health Serviees 


(ReE):uiremest may be met by a eostraetual arraagemest with as 

agese¥ to eroviae home health serviees). 	 x x 


FOOTNOTES 

1. 	 Or substituted by e curre/it signed tffll'lsfer agreement with en institution ',\lith C6rdiothorecic Surgery' end 
C6rdio Atlmoner; bVf3llSS C6f3eeilit)!. 

2. 	 Or substituted by' e current signed tfflnsfer llgI"Cement with e hospitei he...ing e pedietric sblrgicel service. A 
ftCnerel sur~eon with e perticu16r interest in pedietric SurftCF;' should be present et the Le...el II center. 

3. 	 A defined edministreti ...e comlJonent ofPedietric Emer~nc'; Medicine. 
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PEDIATRIC TRAUMA CENTERS 	 CHAPTER 1200-8-14 

(Rule 1200-8-14-.03, continued) 

I t D(P/:.t/) who hfwe . 'eal f'C5idents (gpeater than or equao .; ,
4 This requirement mtly be J'iAlfilkd by semor ~U~gl( e ' in the aSSCS5ment and tr-eatment 0 ~merge~e), 

. spffi81 __66, '" des."._"'" by I/o. C/o;.,9; S;;;:' "<Iii;; I/o" _,'''''''',, <Iajf~~ s..-g<e<h 

situations in ehildren. When these pers~n~e are. US0 Tl/t~e temporary absenee ofthe Pediatrl£ ~urge~n 
speeialists shaY be promptly aWlilable wlt~n 30 71~U!e;:n \:it~ additional training and/er t9Cperzenee l1'I

13 r. Ijil' d by' enera. ;tllis requireme.'11 mtlye JU ~-e a u 

~Ediatl:e sun~erv as desi~nated 13... the P-edialrze $u~eon. 


5. 	 This requirement mtly be J'iAlfill-ed by a neurosurgieal f'C5ident who hflS speeial eompetenee, as judged by the 
Chicf of Neurosurgery, in the eare of patients with neurosurgieal emergeneies, and who is etlpab!-e 9f 
flSSessing emerg-ent eonditions and initiating treatment in the injured ehild. A stajfspeeialist in New'osurgery 
must be promplly aWlilable within 30 minutes. This requirement 001'1 be met by an attending surgeon amile,. 
(fY<Cater than or eflualle PG Y4) sur~ieal f'C5ident. 

6. 	 Thirty (3().) minutes f'C5eonse time. 

7. 	 Or substituted by eurrent s~od tra1'l!ffer tl~reement with an institution 'lvith Mierosur~ry e6f}abiUty. 

8. 	 Or substituted by eurrent si~ned transter a~ement with an institution with lfflnd sur~n' eaeabiUt}I. 

9. 	 Requirement mtly be fulfiUed by an anesthesia (pG Y3) resident etlpab!-e 9}flSSessing emerg-ency situations 
and initiating p."8fJer I.'=-eatment or a CRN-A as ereditialod by the Chief 9} Anesthesiology. A SffijJ 

anesthesiole~ist must be eromBtiv aWililab!-e within thirtv om minutes. 

10. 	 Requirement mtly be met by an Emerg-eney Medieine Physieian with eompetenee in manag-ement of the 
pediatrie patient. Requif'C5 a physician with training in pediatriCS sueh as eketi'le pediatrie emergeney 
deeartment eontinuin~ edueation eourses or eomeletin~ the advanee eediatrie lite sueeort eourse. 

11. Requirements mtly be J'iAlfiUed by attending level pediatrieians or pediatric f'C5idents (PG Y2 or above) 
designat-ed 8)' the P!-CU Direetor flS etlpable ef assCS5ing and treating emergeney eonditions in pediatrie 
patients. When residents are usod to J'iAlfiU this requirement, the staff specialist in P-ediatrie Critioo! Care 
Medieine shall be promptly availab!-e 'Ivithin thirty (3{)) minutes. This requb=-ement shall be provided in 
addition to the P-ediatrie Emer~eney att-endant in the emer~ne~' deeartment. 

12. 	 AU. ~edical specialists should ha~'e pediatric t9C ertise a ,,' . ..tralm~, or demonstrated eommitment al'ld co (~ d ' s t tnc~d b! Bo~rd Certljieatlon, Fellowship 
r 1'1 lnUl~ me 100 e ucatloli l1'I their subSf]eeialt.,. area. 

13. 	 Forensie eathole~ist must be available either as eart ofthe hoseital staffor 01'1 a consu!Jin~ bflSis. 

14. 	 Requirement mtly be met 8)' a J'iAU lime Emergency Medieine physician with extensive experience in pediatrie 
care and with a Pediatric consultant readiw aWililable. 

15. 	 Requif'C5 a specialist in Pediatrie Emerg-eney Medicine. This individual must be (B) Board eligible or eertified 
in Pediatrics, OR (h) Board prepared or eertified in Emerg-ency Medieine with formal training fa minimum 9f 
one (1) year) in Pediatric Emergeney Medicine, A/"ID, (9) spending a minimum 9}100 hours in the delivey)' 9f 
emeffenev eare to the Bodiatrie BatientBer month. 

16. 	 The requirement mtly be met hy a nurse designated flS responsible for proViding pediatrie expertise to the 
Emeffenev De8a."Iment. 

17. 	 Re(fuirement may be met by havi~ at !-east one (1) sueh (fua!i/ied P.1'lper shift. 

18. 	 Refluirement may be met b~' ha','in~ one sueh moniler with infant and pediatrie e6f}abiUty. 

19. 	 Refluirement m6'1 be met 13'1 havin~ a seeeifted area f8r the eediatric ."Csuscitalion and sl6biliffllion. 
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(Rule 1200-8-14-.03, continued) 

20. An advaneed pediatrie life suppert eeurse and a l'lurse T1'6lUma eeurse designed 13y the Direeter of the 
TFauma Team will he availahle te all PI.cU nursin£f staff. 

21. 	 Or substituted hy a eUYl'ent si£f1'leti transfer a£freement with a heseital havin£f hemedial'lsis eaf]ahilities. 

22. 	 Or suhstituted hy a eurrent si£f1'leti transfer a£freement with a Burn Center er heseital with a Burn Center. 

23. 	 In eireumstanees where a designated spinal eeM injury rehahiUtatien eenter exists in the regien whieh is 
equipped with persennel and jaeilities speeifie jor ehildren, early transfer sheu/d he eensidered. l.%rmal 
written transfer afb"Cements sheulti he in efket. 

24. 	 Requirement may he met /3}' a General Surgeen with additienai training and/er aperienee in pediatrie 
surgery. 

25. RCS{Jensihle fer OA. nursin£f etiueatien and ether ef]eratienal issues. 

2~. ResfJensihle fer eeerdinatien efle...els effJediatrie trauma aeti'lit; ineludi~ OA. 

27. 

28. 	 Requirement may he met by a General Surgeen with adtiitienal training and/er e:xperience in pediatrie 
surj!eY'9', thirty (3r» minutes er less fFem the heseital. 

29. 	 This retluirement maY he met h'l £feneral emerfi'enev def]artment P,1V's. 

30. 	 Requirement may' he met 13y' hai'ing at least ene therapist en each shift with petiiatrie e:xperience and/er 
edueatien. 

31. 	 This re(;fuirement mal' he met hy the heseital's TFauma Cemmittee. 

32. 	 Nursin£f staffmay he availahle en call. 

33. Pediatric TI''GlUma Standards l+lterf]retatie/is de~'elefJed hy the Beard. 


Authority: T.C.A. §§68-11-201 through 68-11-205, 68-11-207 through 68-11-210, 68-11-213, 68-1-214, 6-1-216, 

68-11-219 through 68-11-221, and 4-5-202. Administrative History: Original rule filed January 30, 1989; 

effective March 16, 1989. 


12998 14.94 PROGRAMS FOR OUALITYASSURA.,,*CE. (Repeal.) 


(}) 	 8Beeial ffi:ldit fer trffi:lffia deaths. 

(a) 	 There shall be a re'lie'vV of ALL trffi:lffia related deaths. 

(b) 	 There ffiliSt be a ffieehMisffi iB plaee to review all deaths and identify those that are primerj 
admitted patients versl:iS seeondary transferred patients. Those trtlftsferred ffil:iSt be further 
defmed as: 

1. trtlftsferred after treatment, i.e., airway Md flliid ffiMageffient, or 
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(Rule 1200-8-14-.04, continued) 

2. 	 aireet admission after I3rolongea treatment whieh may have ineltlaea stlrgery flfla vias 
ero·...iaea over severel aa· ...s at the erimflfV recciving instittltion. 

(2) 	 Morbiaity ana Mortality Rcvic\v 

(3) 	 Tratlma Conference. Mtlltiaiscielinarv 

(a) 	 RegttlM flfla l3erioaie mtlltiaiseil3linflfj' tmttma eonferenees that ineltlae ALL members of the 
tffltlma team shall be held. This eonferenee revie ...ys the Qtlality Asstl:fflflee tlH'otigh eritiEjtles of 
ALL inaiviatlal eases. OBtimallv. thi~ will he 8 weeldv ef)l~ferenee. 

(b) 	 There mtlst be aoetlffientation of: 

1. 	 Stlbjeet matter 
2. 	 attendflflee 

(e) 	 This eonferenee sftOtlld al~o ineltlde Beriodie Feview of: 

1. 	 Morbiaity ana mortality. 
2. 	 Meehanism of injtlt)'. 
3. 	 Review of the emergeney meaieal serviee loeally flfla regionally. 
4. 	 Sl3eeifie ease review. 
5. 	 Tretlffia eenter/system re'...ie'..... 
6. 	 laentifieation ana soltltion of sl3eeifie I3roblems ineltlaing Orgflfl I3roetlrement flfla 

aonation. 

(4) 	 The eomeletea erehoseital tr1e fofffi mtlst be ineltlaea with the Meaieal Reeore. 

(5) 	 Meaieal ana Ntlrsinl!: etlality assessment erOl!:fflffi. tltiliZ!8tion review. ana tisstle re· ...iew. 

Doetlmentation of Otlality A~~tlfflflee ffitl~t ineltlde: 

(a) 	 Problem iaentifieation 
(b) 	 Analysis 
(e) 	 Aetion 131flfl 
(a) 	 Doetlmentation flfla loeation of aetion 
(e) 	 Im131ementation 
(f) 	 Ree'...altlation 

Authority: r.CA. §§68-11-201 through 6-11-205, 68-11-207 through 68-11-210, 68-11-213, 68-11-214, 68-11
216, 68-11-219 through 68-11-221, and 4-5-202. Administrative History: Original rule jiled January 30, 1989; 
effective March 16, 1989. 

12008 14 ,OS DESIGNATION PROCESS. (Repeal.) 

(1) 	 Iml3lementation of the aesignationl3fOeess will be by the Lieensing Board for Health CMe Faeilities. A 
site visit team will be resl30nsible for making reeommenaations to this BOMa. Instittttions wishing to 
be aesignatea as Level I or Level II Tratlffia Centers will mal~e flI3131ieation to the Boare. If the 
a13131ieation is eonsiaerea to be instlffieient, this faet will be eoftlffitlnieatea to the Instittttion. If the 
al3l3lieation is aeemea to be stlffieient ana the Instittttioft is visitea by the Site Visit Team, the Team's 
finaings will be aisetlssea in an "Exit Interviev....' with rel3resentatives of the Instittltion. The Teflffi:' 51 

finaings will also be aoetlmentea ana stlbmittea to the Board. Designation will be effeeti...e for tll3 to 
futlr (4) · ...efH'll. 

(2) 	 The Site Visit Team will be aavisorv to the Board. flfla ,....ill eonsist of the followinl!: 
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(Rule 1200-8-14-.05, continued) 

(ft) 	 Two f}hysieiftRs; ORe of whom will be ft Peaifttfte SttrgeoR, liRother ft Peaifttrie IRteRsivist or 
Peaifttrie Emerl!:eReV PhvsieiliR. ORe of whom '.vill be €rem Ottt of Stftte. 

(b) 	 A CEO offt ChilareR' s Hosflitftl or ft GeRefftl IIosflitftl with ft Peaifttrie Tffttl:ffift Prol!:rftffi. 

(e) 	 A Rel!:isterea Nttfse involvea ia Peaifttrie Emerl!:eReV or IRteRsiT/e CMe. 

1. 	 These members will ftet ftS CORsttltftRts to the Boftra, ftRa will be seleeted with the 
ftSSistftRee of the TNA (Tennessee ~tttrses AssoeifttioR), the THA (*Teooessee IIosf}itftl 
AssoeifttioR) liRa the stftte COffiffiittees OR Tfftttmft of the AmerieftR College of SttrgeoRs 
liRa the Teooessee Pedifttrie Soeiety. 

2. 	 IRteff}Fetftk/e gttideliRes ftdof}ted by the Boftrd mfty be tttili:z;ed ftS ftf}f}rof}riftte by the site 
teftm: 

3. 	 All eosts of the ftf}f}liefttioR f}reeess, inelttdiRg eosts of the site visit, 'NiH be bOrRe by the 
ftflelvinl!: instittttioR. 

4. 	 Both Level I ftRd Level II ftf}f}liefttioRs siml:1ltftH:eol:1sly will be eORsidered ftRd fteted l:1f}OR, 
so ftS to eReOl:1fftge estftblisftmeRt of ft Pedifttfte Tfftl:1mft System iR efteh of the Stftte' s five 
rel!:iORs. 

(3) 	 VERIFICATION. VerifiefttioR shftll be biftRRl:1ftl IiRd bftsed OR sl:1bmissioR to the BOMd of ft 'vtritteR 
Fef}OFt by the IRstiMioR, Sl:1HHftftri:z;ing infofffifttioR €rem the IRstiMioR's inf}l:1t to the Tfftl:1mft Registry, 
Ql:1ftlity Assl:1fftftee f}roeesses (to iaell:1de Ol:1teome dfttft), Sf}ORSOrea CME fteti'/ ities, ReseftFeh ftetivities, 
eFeaeRtiftliRg IiRd CME f}ftrtieif}fttioR of key Tfftl:1mft CeRter persoooel, ettrreRt stftffmg liRa 
bedl:1tili:z;fttiOR dfttft, ftRd ftftY Fe'/isioRS in the Pedifttrie Tfftl:1mft Polieies Ma Proeedl:1Fes imf}lemeRted 
sinee the time of lftst site visit. ReReWftl of tfftl:1mft eeRter desigRfttioR ret):l:1ires Feftf}pliefttioR, inell:1ding 
site visitfttioR. every fol:1r (4) veMS. 

Authority: T.C.A. §§68-11-201 through 68-11-205, 68-11-207 through 68-11-210, 68-11-213, 68-11-214, 68-11
216, 68-11-219 through 68-11-221, and 4-5-202. Administrative History: Original rule jiled January 30, 1989; 
effective March 16, 1989. 
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1200-8-27-.01 DEFINITIONS. 

(1) 	 Administrator. A person who: 

(a) 	 Is a licensed physician with at least one (1) year supervisory or administrative experience in 
home health care, hospice care or related health programs; or 

(b) 	 Is a registered nurse with at least one (1) year supervisory or administrative experience in home 
health care, hospice care or related health programs; or 

(c) 	 Has traInIng and experience in health service administration and at least one (I) year of 
supervisory or administrative experience in home health care, hospice care or related health 
programs. 

(2) 	 Adult. An individual who has capacity and is at least 18 years of age. 

(3) 	 Advance Directive. An individual instruction or a written statement relating to the subsequent 
provision of health care for the individual, including, but not limited to, a living will or a durable 
power of attorney for health care. 

(4) 	 Agent. An individual designated in an advance directive for health care to make a health care decision 
for the individual granting the power. 

(5) 	 Agency. A Home Care Organization providing hospice services. 

(6) 	 Bereavement Counselor. An individual who has at least a bachelor's degree in social work, 
counseling, psychology, pastoral care or specialized training or experience in bereavement theory and 
counseling. 

(7) 	 Board. The Tennessee Board for Licensing Health Care Facilities. 

(8) 	 Capacity. An individual's ability to understand the significant benefits, risks, and alternatives to 
proposed health care and to make and communicate a health care decision. These regulations do not 
affect the right of a patient to make health care decisions while having the capacity to do so. A patient 
shall be presumed to have capacity to make a health care decision, to give or revoke an advance 
directive, and to designate or disqualify a surrogate. Any person who challenges the capacity of a 
patient shall have the burden of proving lack of capacity. 
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(Rule 1200-8-27-.01, continued) 

(9) 	 Cardiopulmonary Resuscitation (CPR). The administering of any means or device to support 
cardiopulmonary functions in a patient, whether by mechanical devices, chest compressions, mouth-to
mouth resuscitation, cardiac massage, tracheal intubation, manual or mechanical ventilations or 
respirations, defibrillation, the administration of drugs and/or chemical agents intended to restore 
cardiac and/or respiratory functions in a patient where cardiac or respiratory arrest has occurred or is 
believed to be imminent. 

(10) 	 Certified Master Social Worker. A person currently certified as such by the Tennessee Board of Social 
Worker Certification and Licensure. 

(11) 	 Clinical Note. A written and dated notation containing a patient assessment, responses to medications, 
treatments, services, any changes in condition and signed by a health team member who made contact 
with the patient. 

(12) 	 Commissioner. The Commissioner of the Tennessee Department of Health or his or her authorized 
representative. 

(13) 	 Competent. A patient who has capacity. 

(14) 	 Core Services. Services consisting of nursing, medical social services, physician services and 
counseling services. 

(15) 	 Corrective Action PlaniReport. A report filed with the department by the facility after reporting an 
unusual event. The report must consist of the following: 

(a) 	 the action(s) implemented to prevent the reoccurrence of the unusual event, 

(b) 	 the time frames for the action(s) to be implemented, 

(c) 	 the person(s) designated to implement and monitor the action(s), and 

(d) 	 the strategies for the measurements of effectiveness to be established. 

(16) 	 Department. The Tennessee Department of Health. 

(17) 	 Designated Physician. A physician designated by an individual or the individual's agent, guardian, or 
surrogate, to have primary responsibility for the individual's health care or, in the absence of a 
designation or if the designated physician is not reasonably available, a physician who undertakes such 
responsibility. 

(18) 	 Do Not Resuscitate (DNR) Order. An order entered by the patient's treating physician in the patient's 
medical record which states that in the event the patient suffers cardiac or respiratory arrest, 
cardiopulmonary resuscitation should not be attempted. The order may contain limiting language to 
allow only certain types of cardiopulmonary resuscitation to the exclusion of other types of 
cardiopulmonary resuscitation. 

(19) 	 Emancipated Minor. Any minor who is or has been married or has by court order or otherwise been 
freed from the care, custody and control of the minor's parents. 

(20) 	 Emergency Responder. A paid or volunteer firefighter, law enforcement officer, or other public safety 
official or volunteer acting within the scope of his or her proper function under law or rendering 
emergency care at the scene of an emergency. 
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(21) 	 Guardian. A judicially appointed guardian or conservator having authority to make a health care 

decision for an individual. 

(22) 	 Hazardous Waste. Materials whose handling, use, storage and disposal are governed by local, state or 
federal regulations. 

(23) 	 Health Care. Any care, treatment, service or procedure to maintain, diagnose, treat, or otherwise affect 
an individual's physical or mental condition, and includes medical care as defined in T.C.A. § 32-11
103(5). 

(24) 	 Health Care Decision. Consent, refusal of consent or withdrawal of consent to health care. 

(25) 	 Health Care Decision-maker. In the case of a patient who lacks capacity, the patient's health care 
decision-maker is one of the following: the patient's health care agent as specified in an advance 
directive, the patient's court-appointed guardian or conservator with health care decision-making 
authority, the patient's surrogate as determined pursuant to Rule 1200-8-27-.13 or T.C.A. §33-3-220, 
the designated physician pursuant to these Rules or in the case of a minor child, the person having 
custody or legal guardianship. 

(26) 	 Health Care Institution. A health care institution as defined in T.C.A. § 68-11-1602. 

(27) 	 Health Care Provider. A person who is licensed, certified or otherwise authorized or permitted by the 
laws of this state to administer health care in the ordinary course of business or practice of a 
profession. 

(28) 	 Home Care Organization. As defmed by T.C.A. § 68-11-201, a "home care organization" provides 
home health services, home medical equipment services or hospice services to patients on an 
outpatient basis in either their regular or temporary place of residence. 

(29) 	 Home Health AidelHospice Aide. A person who has completed a total of seventy-five (75) hours of 
training which included sixteen (16) hours of clinical training prior to or during the first three (3) 
months of employment and who is qualified to provide basic services, including simple procedures as 
an extension of therapy services, personal care regarding nutritional needs, ambulation and exercise, 
and household services essential to health care at home. 

(30) 	 Homemaker Service. A non-skilled service in the home to maintain independent living which does not 
require a physician' s order. An agency does not have to be licensed as a home care organization to 
provide such services. 

(31) 	 Hosfliee Services. As defmed by T.G.A. § 68 11 201, "hosfliee sefViees" means a coordinated 
flrogram of care, liftder the directioft of aft idefttifiable hosfliee administrator, flrO'/idiftg flaliiatiYe aftd 
SliflflOfti'le medical aftd other services to hosfliee flatieftts and thew families in the flatient's regtllar or 
temflorary fllace of residence. Hosfliee services shall ee flroyided tweftty relir (24) hOlifS a day, se'left 
(7) days a week. (Delete.) 

(31) 	 Hospice Services. As defined by T.GA § 68-11-201, "hospice services" means a coordinated 
program of care, under the direction of an identifiable hospice administrator, providing 
palliative and supportive medical and other services to hospice patients and their families in 
the patient's regular or temporary place of residence. Hospice services shall be provided 
twenty-four (24) hours a day, seven (7) days a week. "Hospice services" may also be 
provided to a non-hospice patient limited to palliative care only. 

(32) 	 Incompetent. A patient who has been adjudicated incompetent by a court of competent jurisdiction 
and has not been restored to legal capacity. 
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(33) 	 Individual instruction. An individual's direction concerning a health care decision for the individual. 

(34) 	 Infectious Waste. Solid or liquid wastes which contain pathogens with sufficient virulence and 
quantity such that exposure to the waste by a susceptible host could result in an infectious disease. 

(35) 	 Licensed Clinical Social Worker. A person currently licensed as such by the Tennessee Board of 
Social Workers. 

(36) 	 Licensed Practical Nurse. A person currently licensed as such by the Tennessee Board of Nursing. 

(37) 	 Licensee. The person or entity to whom the license is issued. The licensee is held responsible for 
compliance with all rules and regulations. 

(38) 	 Life Threatening or Serious Injury. Injury requiring the patient to undergo significant additional 
diagnostic or treatment measures. 

(39) 	 Medical Record. Medical histories, records, reports, clinical notes, summaries, diagnoses, prognoses, 
records of treatment and medication ordered and given, entries and other written electronic or graphic 
data prepared, kept, made or maintained in an agency that pertains to confinement or services rendered 
to patients. 

(40) 	 Medical Social Services. Medical social services must be provided by a qualified social worker under 
the direction of a physician, in accordance with the plan ofcare. 

(41) 	 Medically Inappropriate Treatment. Resuscitation efforts that cannot be expected either to restore 
cardiac or respiratory function to the patient or other medical or surgical treatments to achieve the 
expressed goals of the informed patient. In the case of the incompetent patient, the patient's 
representative expresses the goals of the patient. 

(42) 	 Occupational Therapist. A person currently licensed as such by the Tennessee Board of Occupational 
and Physical Therapy Examiners. 

(43) 	 Occupational Therapy Assistant. A person currently licensed as such by the Tennessee Board of 
Occupational and Physical Therapy Examiners. 

(44) 	 Palliative. The reduction or abatement of pain or troubling symptoms, by appropriate coordination of 
all elements of the hospice care team, to achieve needed relief of distress. 

(45) 	 PatieRt. Hosfliee flatieRt meaRS ORly a flerso.R .who ha~ beeR eiagRosee as ~rmiBally ill; beeR ee~ifiee 
by a flhysieiaR iB wfltiBg to haT/e lift liftttelflatea hfe. e~fleetllftey of .SiX (6) mORtfts or less, ~as 
vol1:Hitarily tbro\igh self or a s\irregate reqtlestee a6mlSS10R to a hosfllee; lifte beeR aeeefltee by a 
lieeRsea hOSBiee. (Delete.) 

(45) 	 Patient. Hospice patient means only a person who has been diagnosed as terminally ill: been 
certified by a physician in writing to have an antiCipated life expectancy of six (6) months or 
less; has voluntarily through self or a surrogate requested admission to a hospice: and been 
accepted by a licensed hospice. Patient will also include non-hospice patient receiving only 
palliative care. 

(46) 	 Patient Abuse. Patient neglect, intentional infliction of pain, injury, or mental anguish. Patient abuse 
includes the deprivation of services by a caretaker which are necessary to maintain the health and 
welfare of a patient or resident; however, the withholding of authorization for or provision of medical 
care to any terminally ill person who has executed an irrevocable living will in accordance with the 
Tennessee Right to Natural Death Law, or other applicable state law, if the provision of such medical 

October, 2007 (Revised) 4 

http:1200-8-27-.01


STANDARDS FOR HOMECARE ORGANIZA nONS PROVIDING CHAPTER 1200-8-27 
HOSPICE SERVICES 

(Rule 1200-8-27-.01, continued) 
care would conflict with the tenns of such living will shall not be deemed "patient abuse" for purposes 
of these rules. 

(47) 	 Person. An individual, corporation, estate, trust, partnership, association, joint venture, government, 
governmental subdivision, agency, or instrumentality, or any other legal or commercial entity. 

(48) 	 Personally Infonning. A communication by any effective means from the patient directly to a health 
care provider. 

(49) 	 Physical Therapist. A person currently licensed as such by the Tennessee Board of Occupational and 
Physical Therapy Examiners. 

(50) 	 Physical Therapy Assistant. A person currently licensed as such by the Tennessee Board of 
Occupational and Physical Therapy Examiners. 

(51) 	 Physician. An individual authorized to practice medicine or osteopathy under Tennessee Code 
Annotated, Title 63, Chapters 6 or 9. 

(52) 	 Power of Attorney for Health Care. The designation of an agent to make health care decisions for the 
individual granting the power under T.C.A. Title 34, Chapter 6, Part 2. 

(53) 	 Qualified Emergency Medical Service Personnel. Includes, but shall not be limited to, emergency 
medical technicians, paramedics, or other emergency services personnel, providers, or entities acting 
within the usual course of their professions, and other emergency responders. 

(54) 	 Reasonably Available. Readily able to be contacted without undue effort and willing and able to act in 
a timely manner considering the urgency of the patient's health care needs. Such availability shall 
include, but not be limited to, availability by telephone. 

(55) 	 Registered Nurse. A person currently licensed as such by the Tennessee Board ofNursing. 

(56) 	 Respiratory Technician. A person currently licensed as such by the Tennessee Board of Respiratory 
Care. 

(57) 	 Respiratory Therapist. A person currently licensed as such by the Tennessee Board of Respiratory 
Care. 

(58) 	 Respite Care. A short-tenn period of inpatient care provided to the patient only when necessary to 
relieve the family members or other persons caring for the patient. 

(59) 	 Shall or Must. Compliance is mandatory. 

(60) 	 Social Work Assistant. A person who has a baccalaureate degree in social work, psychology, 
sociology or other field related to social work, and has at least one (1) year of social work experience 
in a health care setting. Social work related fields include bachelor/masters degrees in psychology, 
sociology, human services (behavioral sciences, not human resources), masters degree in counseling 
fields (psychological guidance and guidance counseling) and degrees in gerontology. 

(61) 	 Speech Language Pathologist. A person currently licensed as such by The Tennessee Board of 
Communication Disorders and Sciences. 

(62) 	 Spiritual Counselor. A person who has met the requirements of a religious organization to serve the 
constituency of that religious organization. 
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(63) 	 State. A state of the United States, the District of Columbia, the Commonwealth of Puerto Rico, or a 

territory or insular possession subject to the jurisdiction of the United States. 

(64) 	 Student. A person currently enrolled in a course of study that is approved by the appropriate licensing 
board or equivalent body. 

(65) 	 Supervising Health Care Provider. The designated physician or, if there is no designated physician or 
the designated physician is not reasonably available, the health care provider who has undertaken 
primary responsibility for an individual's health care. 

(66) 	 Supervision. Authoritative procedural guidance by a qualified person for the accomplishment of a 
function or activity with initial direction and periodic inspection of the actual act of accomplishing the 
function or activity. Periodic supervision must be provided if the person is not a licensed or certified 
assistant, unless otherwise provided in accordance with these rules. 

(67) 	 Surrogate. An individual, other than a patient's agent or guardian, authorized to make a health care 
decision for the patient. 

(68) 	 Terminally ill. An individual with a medical prognosis that his or her life expectancy is six (6) months 
or less if the illness runs its normal course. 

(69) 	 Treating Health Care Provider. A health care provider who at the time is directly or indirectly 
involved in providing health care to the patient. 

(70) 	 Universal Do Not Resuscitate Order. A written order that applies regardless of the treatment setting 
and that is signed by the patient's physician which states that in the event the patient suffers cardiac or 
respiratory arrest, cardiopulmonary resuscitation should not be attempted. The Physician Order for 
Scope of Treatment (POST) form promulgated by the Board for Licensing Health Care Facilities as a 
mandatory form shall serve as the Universal DNR according to these rules. 

(71) 	 Unusual Event. The abuse of a patient or an unexpected occurrence or accident that results in death, 
life threatening or serious injury to a patient that is not related to a natural course of the patient's 
illness or underlying condition. 

(72) 	 Unusual Event Report. A report form designated by the department to be used for reporting an unusual 
event. 

(73) 	 Volunteer. An individual who agrees to provide services to a hospice care patient and/or family 
member(s), without monetary compensation, in either direct patient care or an administrative role and 
supervised by an appropriate hospice care employee. 

Authority: r.CA. §§4-5-202, 4-5-204, 39-11-106, 68-11-201, 68-11-202, 68-11-204, 68-11-207, 68-11-209, 68-11
210, 68-11-211, 68-11-213, 68-11-224, and 68-11-1802. Administrative History: Original rule filed April 17, 
2000; effective July 1, 2000. Amendmentfiled April 11, 2003; effective June 25,2003. Amendment filed April 28, 
2003; effective July 12, 2003. Amendments filed December 2, 2005; effective February 15, 2006. Amendment filed 
February 7, 2007; effective April 23, 2007. 

1200-8-27-.02 LICENSING PROCEDURES. 

(l) 	 No person, partnership, association, corporation or any state, county or local governrnent unit, or any 
division, department, board or agency thereof shall establish, conduct, operate or maintain in the State 
of Tennessee any Home Care Organization providing Hospice Services without having a license. A 
license shall be issued to the person or persons named and for the premises listed in the application for 
licensure and for the geographic area specified by the certificate of need or at the time of the original 
licensing. The name of the agency shall not be changed without first notifying the Department in 

October, 2007 (Revised) 6 

http:1200-8-27-.02
http:1200-8-27-.01


, 
STANDARDS FOR HOMECARE ORGANIZA nONS PROVIDING CHAPTER 1200-8-27 
HOSPICE SERVICES 

(Rule 1200-8-27-.05, continued) 

Authority: r.C.A. §§4-5-202, 4-5-204,68-11-201,68-11-202, 68-11-204, 68-11-206, 68-11-209, 68-11-222 and 71
6-121. Administrative History: Originalfiled April 25, 1996; effective July 9, 1996. Repeal and new rule filed April 
17,2000; effective July 1, 2000. Amendmentfiled June 18,2002; effective September 1,2002. Amendmentfiled 
April 20, 2006; effective July 4, 2006. Amendmentfiled February 23, 2007; effective May 9,2007. Amendment 
filed July 18,2007; effective October 1,2007. 

1200-8-27-.05 ADMISSIONS, DISCHARGES AND TRANSFERS. 

(1) 	 The hospice service program shall have a policy to admit only patients who meet the following criteria: 

(a) 	 Has been diagnosed as terminally ill; 

(b) 	 Has been certified by a physician, in writing, to have an anticipated life expectancy of six (6) 
months or less; 

(c) 	 Has personally or through a representative voluntarily requested admission to, and been 
accepted by, a licensed hospice service organization; and 

(d) 	 Has I"ersollally Of thrO\:lgh a rel"feselltative, in writing, gi'."ell iHfefffied eOllsellt to reeeive 
hmlt'liee eftFe_ (Delete.) 

(d) 	 Has personally or through a representative, in writing, given informed consent to 
receive hospice care; or 

(e) 	 Is a non-hospice patient that has been determined to need palliative care only. 

(2) 	 Patients shall be accepted to receive hospice services on the basis of a reasonable expectation that the 
patient's medical, nursing and psychosocial needs can be met adequately by the organization in the 
patient's regular or temporary place of residence. 

(3) 	 Care shall follow a written plan of care established and reviewed by the attending physician, the 
medical director or physician designee and the interdisciplinary group prior to providing care. Care 
shall continue under the supervision of the attending physician. 

(4) 	 The agency staff shall determine if the patient's needs can be met by the organization's services and 
capabilities. 

(5) 	 Every person admitted for care or treatment to any agency covered by these rules shall be under the 
supervision of a physician as defined in this chapter who holds a license in good standing. The name 
of the patient's attending physician shall be recorded in the patient's medical record. 

(6) 	 The agency staff shall obtain the patient's written consent for hospice services. 

(7) 	 The signed consent form shall be included with the patient's individual clinical record. 

(8) 	 A diagnosis must be entered in the admission records of the agency for every person admitted for care 
or treatment. 

(9) 	 No medication or treatment shall be provided to any patient of an agency except on the order of a 
physician or dentist lawfully authorized to give such an order. 

(10) 	 A medical record shall be developed and maintained for each patient admitted. 
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(Rule 1200-8-27-.05, continued) 
(11) 	 No patient shall be involuntarily discharged without a written order from the attending physician or the 

medical director stating the patient does not meet hospice criteria, or through other legal processes, and 
timely notification of next of kin and/or the authorized representative. 

(12) 	 When a patient is discharged, a summary of the significant findings and events of the patient's care, 
the patient's condition on discharge and the recommendation and arrangement for future care, if any, is 
required. 

(13) 	 The agency shall ensure that no person on the grounds of race, color, national origin or handicap, will 
be excluded from participation in, be denied benefits of, or otherwise subjected to discrimination in the 
provision of any care or service of the agency. The agency shall protect the civil rights of patients 
under the Civil Rights Act of 1964 and Section 504 of the Rehabilitation Act of 1973. 

Authority: T.CA. §§4-5-202, 4-5-204, 68-11-202, and 68-11-209. Administrative History: Original rule filed 
April 17, 2000; effective July 1, 2000. 

1200-8-27-.06 BASIC AGENCY FUNCTIONS. 

(1) 	 An organization providing hospice services must ensure that substantially all core services are 
routinely provided directly by hospice employees. A hospice service program may use contracted staff 
if necessary to supplement hospice service program employees in order to meet the needs of patients 
during periods of peak patient loads or under extraordinary circumstances. If contracting is used, the 
organization providing hospice services must maintain professional, financial and administrative 
responsibility for the services and must assure that the qualifications of staff and services provided 
meet the requirements specified in this rule. 

(a) 	 Nursing services. The hospice service program must provide nursing care and services by or 
under the supervision of a registered nurse (R.N.) at all times. 

1. 	 Nursing services must be directed and staffed to assure the nursing needs of patients are 
met. 

2. 	 Patient care responsibilities of nursing personnel must be specified. 

3. 	 Hospice services must be provided in accordance with recognized standards of practice. 

4. 	 A registered nurse may make the actual determination and pronouncement of death under 
the following circumstances: 

(i) 	 The deceased was receiving the services of a licensed home care organization 
providing Medicare-certified hospice services; 

(ii) 	 Death was anticipated, and the attending physician and/or the hospice medical 
director has agreed in writing to sign the death certificate. Such agreement must 
be present with the deceased at the place of death; 

(iii) 	 The nurse is licensed by the state; and, 

(iv) 	 The nurse is employed by the home care organization providing hospice services 
to the deceased. 

(b) 	 Medical Social Services. Medical Social Services must be provided by a qualified social 
worker under the direction ofa physician. 
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1200-8-29-.01 DEFINITIONS. 

(1) 	 Administrator. A person who: 

(a) 	 Is a licensed physician with at least one (1) year of supervisory or administrative experience in 
home health care, hospice care or related health programs; or 

(b) 	 Is a registered nurse with at least one (1) year of supervisory or administrative experience in 
home health care, hospice care or related health programs; or 

(c) 	 Has trammg and experience in health service administration and at least one (1) year of 
supervisory or administrative experience in home health care, hospice care or related health 
programs. 

(2) 	 Advance Directive. A written statement such as a living will, a durable power of attorney for health 
care or a do not resuscitate order relating to the provision of health care when the individual is 
incapacitated. 

(3) 	 Agency. A Home Care Organization providing home medical equipment. 

(4) 	 Assistive Technology Practitioner (ATP). Service providers primarily involved in evaluating the 
consumer's needs and training in the use of a prescribed wheeled mobility device. 

(5) 	 Assistive Technology Supplier (ATS). Service providers involved in the sale and service of 
commercially available wheeled mobility devices. 

(6) 	 Board. The Tennessee Board for Licensing Health Care Facilities. 

(7) 	 Cardiopulmonary Resuscitation (CPR). The administering of any means or device to support 
cardiopulmonary functions in a patient, whether by mechanical devices, chest compressions, mouth-to
mouth resuscitation, cardiac massage, tracheal intubation, manual or mechanical ventilations or 
respirations, defibrillation, the administration of drugs and/or chemical agents intended to restore 
cardiac and/or respiratory functions in a patient where cardiac or respiratory arrest has occurred or is 
believed to be imminent. 

(8) 	 Clinical Note. A written and dated notation containing a patient assessment, responses to medications, 
treatments, services, any changes in condition and signed by a health team member who made contact 
with the patient. 
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(9) 	 Commissioner. The Commissioner of the Tennessee Department of Health or his or her authorized 
representative. 

(10) 	 Competent. For the purpose of this chapter only, a patient who has decision-making capacity. 

(11) 	 Corrective Action Plan/Report. A report filed with the department by the facility after reporting an 
unusual event. The report must consist of the following: 

(a) 	 the action(s) implemented to prevent the reoccurrence of the unusual event, 

(b) 	 the time frames for the action(s) to be implemented, 

(c) 	 the person(s) designated to implement and monitor the action(s), and 

(d) 	 the strategies for the measurements of effectiveness to be established. 

(12) 	 Credentialed Wheeled Mobility Person. A health eare professional, lieensed ooder Title 63, whose 
seope ofpraetiee iBeledes the aethority to e'/aleate individeals for preseribed ",meeled mobility deviees 
and the aethority to reeommend them; or who has appropriately obtained the desigeation of ATS or 
ATP, meetiBg all reE\ewements thereof, as established by the Rehabilitation EngineeriBg and Assistive 
TeeRnolo2:v Soeietv oo-forth }\meriea (RESNA)' (Delete.) 

~ Decision-making capacity. Decision-making capacity is shown by the fact that the person is able to 
understand the proposed procedure, its risks and benefits, and the available alternative procedures. 

(14) 	 Department. The Tennessee Department of Health. 

(15) 	 Do Not Resuscitate (DNR) Order. An order entered by the patient's treating physician in the patient's 
medical record which states that in the event the patient suffers cardiac or respiratory arrest, 
cardiopulmonary resuscitation should not be attempted. The order may contain limiting language to 
allow only certain types of cardiopulmonary resuscitation to the exclusion of other types of 
cardiopulmonary resuscitation. 

(16) 	 Evaluation. The determination and documentation of the physiological and functional factors that 
impact the selection of an appropriate seating and wheeled mobility device. 

(17) 	 Hazardous Waste. Materials whose handling, use, storage and disposal are governed by local, state or 
federal regulations. 

(18) 	 Health care decision. A decision made by an individual or the individual's health care decision-maker, 
regarding the individual's health care including but not limited to: 

(a) 	 the selection and discharge of health-care providers and institutions; 

(b) 	 approval or disapproval of diagnostic tests, surgical procedures, programs of administration of 
medication, and orders not to resuscitate; 

(c) 	 directions to provide, withhold or withdraw artificial nutrition and hydration and all other forms 
of health care; and 

(d) 	 transfer to other health care facilities. 

(19) 	 Health Care Decision-maker. In the case of an incompetent patient, or a patient who lacks decision
making capacity, the patient's health care decision-maker is one of the following: the patient's health 
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care agent as specified in an advance directive, the patient's court-appointed legal guardian or 
conservator with health care decision-making authority, or the patient's surrogate as determined 
pursuant to Rule 1200-8-29-.13 or T.C.A. §33-3-220. 

(20) 	 Home Care Organization. As defined by T.C.A. § 68-11-201 , a "home care organization" provides 
home health services, home medical equipment services or hospice services to patients on an 
outpatient basis in either their regular or temporary place of residence. 

(21) 	 Home Medical Equipment. 

(a) 	 Medical equipment intended for use by the consumer including, but not limited to the following: 

1. 	 A device, instrument, apparatus, machine, or other similar article whose label bears the 
statement: "Caution: Federal law requires dispensing by or on the order of a physician."; 

2. 	 Ambulating assistance equipment; 

3. 	 Mobility equipment; 

4. 	 Rehabilitation seating; 

5. 	 Oxygen care equipment and oxygen delivery systems; 

6. 	 Respiratory care equipment and respiratory disease management devices. 

7. 	 Rehabilitation environmental control equipment; 

8. 	 Ventilators; 

9. 	 Apnea monitors; 

10. 	 Diagnostic equipment; 

II. 	 Feeding pumps; 

12. 	 A bed prescribed by a physician to treat or alleviate a medical condition; 

13. 	 Transcutaneous electrical nerve stimulator; 

14. 	 Sequential compression devices; and 

15. 	 Neonatal home phototherapy devices. 

(b) 	 Home medical equipment does not include: 

1. 	 Medical equipment used or dispensed in the normal course of treating patients by 
hospitals and nursing facilities as defied in this part, other than medical equipment 
delivered or dispensed by a separate unit or subsidiary corporation of a hospital or 
nursing facility or agency that is in the business of delivering home medical equipment to 
an individual's residence; 

2. 	 Upper and lower extremity prosthetics and related orthotics; 

3. 	 Canes, crutches, walkers, and bathtub grab bars; 
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4. 	 Medical equipment provided through a physician's office incident to a physician's 

service; 

5. 	 Equipment provided by a pharmacist which is used to administer drugs or medicine that 
can be dispensed only by a pharmacist; or 

6. 	 Enteral and parenteral equipment provided by a pharmacist. 

(22) 	 Home medical equipment provider. Any person who provides home medical equipment services. 

(23) 	 Home medical equipment services. A service provided by any person who sells or rents home medical 
equipment for delivery to the consumer' place of residence in this state, regardless of the location of 
the home medical equipment provider. 

(24) 	 Incompetent. A patient who has been adjudicated incompetent by a court of competent jurisdiction 
and has not been restored to legal capacity. 

(25) 	 Infectious Waste. Solid or liquid wastes which contain pathogens with sufficient virulence and 
quantity such that exposure to the waste by a susceptible host could result in an infectious disease. 

(26) 	 Lacks Decision-Making Capacity. Lacks Decision-Making Capacity means the factual demonstration 
by the attending physician and the medical director, or the attending physician and another physician 
that an individual is unable to understand: 

(a) 	 A proposed health care procedure(s), treatment(s), intervention(s), or interaction(s); 

(b) 	 The risks and benefits of such procedure(s), treatment(s), intervention(s) or interaction(s); and 

(c) 	 The risks and benefits of any available altemative(s) to the proposed procedure(s), treatment(s), 
intervention(s) or interaction(s). 

(27) 	 Legal Conservator. Any person authorized to act for the patient pursuant to any provision of T.C.A. 
Title 34, Chapters 5 and 11 through 13. 

(28) 	 Legal Guardian. Any person authorized to act for the resident pursuant to any provision of T.C.A. 
§§34-5-102(4) or 34-11-101, or any successor statute thereto. 

(29) 	 Licensee. The person or entity to whom the license is issued. The licensee is held responsible for 
compliance with all rules and regulations. 

(30) 	 Licensed Practical Nurse. A person currently licensed as such by the Tennessee Board of Nursing. 

(31) 	 Life Threatening Or Serious Injury. Injury requiring the patient to undergo significant additional 
diagnostic or treatment measures. 

(32) 	 Medical Record. Information that pertains to confmement or services rendered to patients, including 
one or more of the following: 

(a) 	 medical histories; 

(b) 	 records; 

(c) 	 reports; 

(d) 	 clinical notes; 
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(e) 	 summaries; or 

(f) 	 orders. 

If the patient does not require any clinical services from the home medical equipment company, the 
medical record will consist of the physician order only. 

(33) 	 Medical Futile Treatment. Resuscitation efforts that cannot be expected either to restore cardiac or 
respiratory function to the patient or to achieve the expressed goals of the informed patient. In the case 
of the incompetent patient, the surrogate expresses the goals of the patient. 

(34) 	 Patient. Includes but is not limited to any person who is suffering from an acute or chronic illness or 
injury or who is crippled, convalescent or infirm, or who is in need of obstetrical, surgical, medical, 
nursing or supervisory care. 

(35) 	 Patient Abuse. Patient neglect, intentional infliction of pain, injury, or mental anguish. Patient abuse 
includes the deprivation of services by a caretaker which are necessary to maintain the health and 
welfare of a patient or resident; however, the withholding of authorization for or provision of medical 
care to any terminally ill person who has executed an irrevocable living will in accordance with the 
Tennessee Right to Natural Death Law, or other applicable state law, if the provision of such medical 
care would conflict with the terms of such living will shall not be deemed "patient abuse" for purposes 
of these rules. 

(36) 	 Physician. A person currently licensed as such by the Tennessee Board of Medical Examiners or 
currently licensed by the Tennessee Board of Osteopathic Examination. For the purpose of this 
chapter only, a physician who is licensed to practice medicine or osteopathy in a state contiguous to 
Tennessee, who have previously provided treatment to the patient and has an ongoing physician
patient relationship with the patient for whom a referral is to be made, may refer a patient residing in 
this state to a home care organization providing hospice services duly licensed under this chapter. This 
shall not be construed as authorizing an unlicensed physician to practice medicine in violation of 
T.C.A. §§ 63-6-201 or 63-9-104. 

( 	 Qualified Rehabilitation Professional. A health care professional within the professional's 
scope of practice licensed under Title 63; or an individual who has appropriately obtained the 
designation of ATS or ATP, meeting all requirements thereof, as established by the 
Rehabilitation Engineering and Assistive Technology Society of North America (RESNA). 

(37) 	 Registered Nurse. A person currently licensed as such by the Tennessee Board of Nursing. 

(38) 	 Shall or Must. Compliance is mandatory. 

(39) 	 Supervision. Authoritative procedural guidance by a qualified person for the accomplishment of a 
function or activity with initial direction and periodic inspection of the actual act of accomplishing the 
function or activity. Periodic supervision must be provided if the person is not a licensed or certified 
assistant, unless otherwise provided in accordance with these rules. 

(40) 	 Surrogate. The patient's conservator, or if none, a competent adult most likely to know the wishes of 
the patient with respect to the possible withholding of resuscitative services or withdrawal of 
resuscitative services. 

(41) 	 Unusual Event. The abuse of a patient or an unexpected occurrence or accident that results in death, 
life threatening or serious injury to a patient that is not related to a natural course of the patient's 
illness or underlying condition. 
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(42) 	 Unusual Event Report. A report fonn designated by the department to be used for reporting an unusual 

event. 
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(43) 	 Wheeled Mobility Device. A wheelchair or wheelchair and seated positioning system 
prescribed by a physician and required for use by the patient for a periodOf six (6) months or 
more. The following Medicare wheelchairs base codes are exempt: K0001, K0002, K0003, 
K0006, and K0007 as long as the consumer weighs less than three hundred (300) pounds. 

Authority: T.CA. §§4-5-202, 4-5-204, 68-11-201, 68-11-202, 68-11-204, 68-11-207, 68-11-209, 68-11-210, 68-11
211, 68-11-213, 68-11-226, and 68-11-303. Administrative History: Original rule filed August 24,2000; effective 
November 7, 2000. Amendment filed April 11, 2003; effective June 25, 2003. Amendment filed April 28, 2003; 
effective July 12, 2003. Amendment filed May 27, 2004; effective August 10, 2004. Amendment filed June 25, 2007; 
effective September 8,2007. Amendmentfiled October 11,2007; effective December 25,2007. 

1200-8-29-.02 LICENSING PROCEDURES. 

(1) 	 No person, partnership, association, corporation or any state, county or local government unit, or any 
division, department, board or agency thereof, shall establish, conduct, operate or maintain in the State 
of Tennessee any Home Care Organization providing home medical equipment without having a 
license. A license shall be issued to the person or persons named and only for the premises listed in 
the application for licensure and for the geographic area specified by the certificate of need at the time 
of the original licensing. The name of the agency shall not be changed without first notifying the 
DeJ;'artment in writing. Licenses are not transferable or assignable and shall expire annually on June 
30 . The license shall be conspicuously posted in the agency. 

(2) 	 In order to make application for a license: 

(a) 	 The applicant shall submit an application on a fonn prepared by the Department. 

(b) 	 Each applicant for a license shall pay an annual license fee in the amount of one thousand eighty 
dollars ($1,080.00). The fee must be submitted with the application and is not refundable. 

(c) 	 The issuance of an application fonn is in no way a guarantee that the completed application will 
be accepted or that a license will be issued by the Department. Patients shall not be admitted to 
the agency until a license has been issued. Applicants shall not hold themselves out to the 
public as being an agency until the license has been issued. A license shall not be issued until 
the agency is in substantial compliance with these rules. 

(d) 	 The applicant must prove the ability to meet the fmancial needs of the agency. 

(e) 	 The applicant shall not use subterfuge or other evasive means to obtain a license, such as filing 
for a license through a second party when an individual has been denied a license or has had a 
license disciplined or has attempted to avoid an inspection and review process. 

(3) 	 A proposed change of ownership, including a change in a controlling interest, must be reported to the 
Department a minimum of thirty (30) days prior to the change. A new application and fee must be 
received by the Department before the license may be issued. 

(a) 	 For the purpose of licensing, the licensee of an agency has the ultimate responsibility for the 
operation of the agency, including the final authority to make or control operational decisions 
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(b) 	 There shall be a written policy that addresses the agency' s compliance with federal , state, and 
local anti-discrimination laws in the selection of patients. 

(2) 	 Patients shall be transferred or referred to other organizations/agencies in the community when service 
needs are identified by staff or patients which cannot be met by the agency. 

(3) 	 The agency shall ensure that no person, on the grounds of race, color, national origin or handicap, will 
be excluded from participation in, be denied benefits of, or otherwise be subjected to discrimination in 
the provision of any care or service of the agency. The agency shall protect the civil rights of patients 
under the Civil Rights Act of 1964 and Section 504 of the Rehabilitation Act of 1973 . 

Authority: T.CA. §§4-5-202, 4-5-204, 68-11-202, and 68-11-209. Administrative History: Original rule filed 
August 24, 2000; effective November 7, 2000. Amendment filed June 25, 2007; effective September 8, 200 7. 

1200-8-29-.06 BASIC AGENCY FUNCTIONS. 

(I) 	 Patient Instruction. The agency shall have written guidelines relating to patient and/or caregiver 
training and education that includes at a minimum: 

(a) 	 Financial responsibilities; 

(b) 	 Equipment use and maintenance; 

(c) 	 Patient rights and responsibilities; 

(d) 	 Emergencylback-up systems and trouble shooting procedures, if applicable; and 

(e) 	 How to contact the agency during regular business hours and after hours, if applicable. 

(2) 	 Infection Control. The agency shall have written policies and procedures relating to infection control. 
Employees shall consistently follow infection control procedures in the provision of care to the 
agency's patients. The written policies and procedures at a minimum must address standards and 
education of staff about: 

(a) 	 Infection control measures; 

(b) 	 Handwashing; 

(c) 	 Use of universal precautions and personal protective equipment; 

(d) 	 Appropriate cleaning and disinfection of reusable equipment and supplies; and, 

(e) 	 Disposal of regulated waste. 

(3) 	 In-Home Safety. The agency shall educate staff, patients, and caregivers about basic home safety 
related to the use of equipment delivered to the home. There shall be a procedure for reporting and 
documenting all incidents. There shall be an incident report form and identification of the types of 
situations that should be reported and documented. 

(4) 	 Equipment Management. 

(a) 	 Client-ready equipment shall be durable in nature, sanitized, and in proper working order. The 
agencyzation shall have clearly defined guidelines for the cleaning, storage, and transportation 
of client-ready equipment. These guidelines shall include, but are not limited to: 

I . 	 Separation of clean and unclean equipment; 
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2. 	 Appropriate warehousing and tagging of equipment; 

3. 	 Use of appropriate cleaning agents, as directed by the manufacturer; 

4. 	 Routine maintenance of equipment; and 

5. 	 Separation of inoperative equipment. 

(b) 	 Agency employees shall be qualified to deliver, perform environmental assessments, set up, and 
demonstrate safe and proper use of all home medical equipment according to manufacturer's 
guidelines. 

(c) 	 Agency guidelines shall clearly define training, qualifications, and skills validation required by 
employees to perform routine maintenance and repairs of all home medical equipment. Routine 
maintenance, preventive maintenance, and repairs shall be performed according to 
manufacturer's guidelines. Agency employees shall only perform repair services within their 
respective areas of documented training and expertise. There shall be guidelines that define 
appropriate use of outside repair sources. 

(d) 	 The agency shall have written guidelines for accurate performance quality tracking of 
equipment in compliance with the FDA's Medical Device Tracking program and facilitate any 
recall notices sent by the manufacturer. These guidelines shall address the: 

I. 	 Immediate removal from equipment inventory; 

2. 	 Notification to the client; and 

3. 	 Exchange of equipment in the field. 

(e) 	 Disposition of recalled inventory shall be handled according to manufacturer's guidelines. 

(t) 	 Only durable medical equipment shall be returned to the company for processing. The agency 
shall have written policies and procedures for processing contaminated or soiled durable 
medical equipment and shall be in compliance with universal precautions. Guidelines shall 
specify the separation of dirty equipment from client ready equipment in the warehouse and 
delivery vehicles. 

(5) 	 Physical Location. Each parent and/or branch shall: 

(a) 	 Be located in Tennessee; 

(b) 	 Be staffed during normal business hours and have a working telephone; 

(c) 	 Be used for the dispensing, servicing, and storage of home medical equipment or related health 
care services; 

(d) 	 Meet all local zoning requirements; and 

(e) 	 Have all required current licenses and/or permits conspicuously posted in the agency. 

(6) 	 Additional Compliance Requirements. The agency shall comply with all federal , state, and local laws 
and regulations. 
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(a) 	 Written policies and procedures shall be established and implemented by the agency regarding 

compliance with all applic~ble federal , state, and "local laws and regulations. 

(b) 	 AR ageRCY providiRg prescribed wHeeled mobility devices shall obtaiR a complete writteR 
e'laluatioR aRd recommeRdatioR by a credeRtialed wHeeled mobility perSOR for recipieRts of 
prescribed wHeeled \TIobility de ... ices. 

(b) 	 An agency providing prescribed wheeled mobility devices shall obtain a complete face
to-face written evaluation and recommendation by a qualified rehabilitation professional 
for consumers of prescribed wheeled mobility devices. 

(c) 	 The agency must have on staff, or contract with , a qualified rehabilitation professional. 

(d) 	 As of July 1, 2007, a one hundred eighty (180) day grace period shall be provided to 
agencies that provide prescribed wheeled mobility devices if the qualified rehabilitation 
professional on staff ceases to be employed and the agency has no other qualified 
rehabilitation professional on staff. 

(e) 	 All agencies making available prescribed wheeled mobility devices to consumers in 
Tennessee shall have a repair service department or a contract with a repair service 
department located in the state. The agency shall have a qualified technician with 
knowledge and capability of servicing the product provided to the consumer. As used in 
this section, "consumer" means an individual for whom a wheeled mobility device, 
manual or powered, has been prescribed by a physician, and required for use for a 
period of six (6) months or more. 

(f) 	 Delivery and final fitting of a wheeled mobility device shall be determined by a qualified 
rehabilitation professional. Exempt are wheeled mobility devices under category Group 
1 Medicare codes. 

te)(g) The agency shall comply with the following supplier standards: 

1. 	 Fill orders from its own inventory or inventory of other companies with which it has 
contracts to fill such orders, or fabricates or fits items for sale from supplies it buys under 
a contract; 

2. 	 Oversee delivery of items that the supplier ordered for the patient. The supplier is also 
responsible to assure delivery of large items to the patient; 

3. 	 Honor all warranties, express or implied, under applicable state law; 

4. 	 Answer questions or complaints about an item or use of an item that is sold or rented to 
the patient. If the patient has questions, the supplier will refer the patient to the 
appropriate carrier; 

5. 	 Maintain and repair directly, or through a service contract with another company, items it 
rents to a patient; 

6. 	 Accept returns for substantial medical equipment; 

7. 	 Provide the following disclosure information to the department: 

(i) 	 The identity of each person having a five percent (5%) or more ownership or 
controlling interest in the agency. 
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