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agencies pursuant to section 1864 of the 
Act or by CMS, and will be available 
for CMS until expended. CMS may de-
vise other collection methods as it 
deems appropriate. In determining 
these methods, CMS will consider effi-
ciency, effectiveness, and convenience 
for the providers, suppliers, and CMS. 
CMS may consider any method allowed 
by law, including: Credit card; elec-
tronic fund transfer; check; money 
order; and offset collections from 
claims submitted. 

(2) Fees for revisit surveys under this 
section are not allowable items on a 
cost report, as identified in part 413, 
subpart B of this chapter, under title 
XVIII of the Act. 

(3) Fees for revisit surveys will be 
due for any revisit surveys conducted 
during the time period for which au-
thority to levy a revisit user fee exists. 

(e) Reconsideration process for revisit 
user fees. (1) CMS will review a request 
for reconsideration of an assessed re-
visit user fee— 

(i) If a provider or supplier believes 
an error of fact has been made in the 
application of the revisit user fee, such 
as clerical errors, billing for a fee al-
ready paid, or assessment of a fee when 
there was no revisit conducted, and 

(ii) If the request for reconsideration 
is received by CMS within 14 calendar 
days from the date identified on the re-
visit user fee assessment notice. 

(2) CMS will issue a credit toward 
any future revisit surveys conducted, if 
the provider or supplier has remitted 
an assessed revisit user fee and for 
which a reconsideration request is 
found in favor of the provider or sup-
plier. If in the event that CMS judges 
that a significant amount of time has 
elapsed before such a credit is used, 
CMS will refund the assessed revisit 
user fee amount paid to the provider or 
supplier. 

(3) CMS will not reconsider the as-
sessment of revisit user fees that re-
quest reconsideration of the survey 
findings or deficiency citations that 
may have given rise to the revisit, the 
revisit findings, the need for the revisit 
itself, or other similarly identified 
basis for the assessment of the revisit 
user fee. 

(f) Enforcement. If the full revisit user 
fee payment is not received within 30 

calendar days from the date identified 
on the revisit user fee assessment no-
tice, CMS may terminate the facility’s 
provider agreement (pursuant to 
§ 489.53(a)(16) of this chapter) and en-
rollment in the Medicare program or 
the supplier’s enrollment and partici-
pation in the Medicare program (pursu-
ant to § 424.535(a)(1) of this chapter). 

[72 FR 53648, Sept. 19, 2007, as amended at 82 
FR 36635, Aug. 4, 2017] 

EFFECTIVE DATE NOTE: At 84 FR 51831, 
Sept. 30, 2019, § 488.30(a) was amended in the 
definition of ‘‘Provider of services, provider, 
or supplier’’ by removing the phrase ‘‘trans-
plant centers’’ and adding in its place the 
phrase ‘‘transplant programs’’, effective Nov. 
29, 2019. 

Subpart B—Special Requirements 

§ 488.52 [Reserved] 

§ 488.54 Temporary waivers applicable 
to hospitals. 

(a) General provisions. If a hospital is 
found to be out of compliance with one 
or more conditions of participation for 
hospitals, as specified in part 482 of 
this chapter, a temporary waiver may 
be granted by CMS. CMS may extend a 
temporary waiver only if such a waiver 
would not jeopardize or adversely af-
fect the health and safety of patients. 
The waiver may be issued for any one 
year period or less under certain cir-
cumstances. The waiver may be with-
drawn earlier if CMS determines this 
action is necessary to protect the 
health and safety of patients. A waiver 
may be granted only if: 

(1) The hospital is located in a rural 
area. This includes all areas not delin-
eated as ‘‘urban’’ by the Bureau of the 
Census, based on the most recent cen-
sus; 

(2) The hospital has 50 or fewer inpa-
tient hospital beds; 

(3) The character and seriousness of 
the deficiencies do not adversely affect 
the health and safety of patients; and 

(4) The hospital has made and con-
tinues to make a good faith effort to 
comply with personnel requirements 
consistent with any waiver. 

(b) Minimum compliance requirements. 
Each case will have to be decided on its 
individual merits, and while the degree 
and extent of compliance will vary, the 
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institution must, as a minimum, meet 
all of the statutory conditions in sec-
tion 1861(e)(1)–(8), in addition to meet-
ing such other requirements as the 
Secretary finds necessary under sec-
tion 1861(e)(9). (For further information 
relating to the exception in section 
1861(e)(5) of the Act, see paragraph (c) 
of this section.) 

(c) Temporary waiver of 24-hour nurs-
ing requirement of 24-hour registered 
nurse requirement. CMS may waive the 
requirement contained in section 
1861(e)(5) that a hospital must provide 
24-hour nursing service furnished or su-
pervised by a registered nurse. Such a 
waiver may be granted when the fol-
lowing criteria are met: 

(1) The hospital’s failure to comply 
fully with the 24-hour nursing require-
ment is attributable to a temporary 
shortage of qualified nursing personnel 
in the area in which the hospital is lo-
cated. 

(2) A registered nurse is present on 
the premises to furnish or supervise 
the nursing services during at least the 
daytime shift, 7 days a week. 

(3) The hospital has in charge, on all 
tours of duty not covered by a reg-
istered nurse, a licensed practical (vo-
cational) nurse. 

(4) The hospital complies with all re-
quirements specified in paragraph (a) 
of this section. 

(d) Temporary waiver for technical per-
sonnel. CMS may waive technical per-
sonnel requirements, issued under sec-
tion 1861(e)(9) of the Act, contained in 
the Conditions of Participation; Hos-
pitals (part 482 of this chapter). Such a 
waiver must take into account the 
availability of technical personnel and 
the educational opportunities for tech-
nical personnel in the area in which 
the hospital is located. CMS may also 
limit the scope of services furnished by 
a hospital in conjunction with the 
waiver in order not to adversely affect 
the health and safety of the patients. 
In addition, the hospital must also 

comply with all requirements specified 
in paragraph (a) of this section. 

[39 FR 2251, Jan. 17, 1974. Redesignated at 39 
FR 11419, Mar. 28, 1974, and amended at 41 FR 
27962, July 8, 1976. Further redesignated at 42 
FR 52826, Sept. 30, 1977, and amended at 47 
FR 31531, July 20, 1982; 51 FR 22041, June 17, 
1986. Redesignated at 53 FR 23100, June 17, 
1988] 

§ 488.56 Temporary waivers applicable 
to skilled nursing facilities. 

(a) Waiver of 7-day registered nurse re-
quirement. To the extent that § 483.35 of 
this chapter requires any skilled nurs-
ing facility to engage the services of a 
registered nurse more than 40 hours a 
week, the Secretary may waive such 
requirement for such periods as he 
deems appropriate if, based upon docu-
mented findings of the State agency, 
he determines that: 

(1) Such facility is located in a rural 
area and the supply of skilled nursing 
facility services in such area is not suf-
ficient to meet the needs of individual 
patients therein, 

(2) Such facility has at least one 
fulltime registered nurse who is regu-
larly on duty at such facility 40 hours 
a week, and 

(3) Such facility (i) has only patients 
whose attending physicians have indi-
cated (through physicians’ orders or 
admission notes) that each such pa-
tient does not require the services of a 
registered nurse for a 48-hour period, or 
(ii) has made arrangements for a reg-
istered nurse or a physician to spend 
such time at the facility as is deter-
mined necessary by the patient’s at-
tending physician to provide necessary 
services on days when the regular 
fulltime registered nurse is not on 
duty. 

(4) Such facility has made and con-
tinues to make a good faith effort to 
comply with the more than 40-hour 
registered nurse requirement, but such 
compliance is impeded by the unavail-
ability of registered nurses in the area. 

(b) Waiver of medical director require-
ment. To the extent that § 483.70(h) of 
this chapter requires any skilled nurs-
ing facility to engage the services of a 
medical director either part-time or 
full-time, the Secretary may waive 
such requirement for such periods as he 

VerDate Sep<11>2014 11:37 Dec 04, 2019 Jkt 247196 PO 00000 Frm 00305 Fmt 8010 Sfmt 8010 Q:\42\42V5.TXT PC31sf
ra

tti
ni

 o
n 

LA
P

JZ
K

W
1R

2 
w

ith
 $

$_
JO

B



296 

42 CFR Ch. IV (10–1–19 Edition) § 488.60 

deems appropriate if, based upon docu-
mented findings of the State agency, 
he determines that: 

(1) Such facility is located in an area 
where the supply of physicians is not 
sufficient to permit compliance with 
this requirement without seriously re-
ducing the availability of physician 
services within the area, and 

(2) Such facility has made and con-
tinues to make a good faith effort to 
comply with § 483.70(h) of this chapter, 
but such compliance is impeded by the 
unavailability of physicians in the 
area. 

[39 FR 35777, Oct. 3, 1974. Redesignated and 
amended at 42 FR 52826, Sept. 30, 1977. Fur-
ther redesignated and amended at 53 FR 
23100, June 17, 1988, and further amended at 
56 FR 48879, Sept. 26, 1991; 57 FR 43925, Sept. 
23, 1992; 81 FR 68871, Oct. 4, 2016; 82 FR 32260, 
July 13, 2017] 

§ 488.60 Special procedures for ap-
proving end stage renal disease fa-
cilities. 

(a) Consideration for approval. An 
ESRD facility that wishes to be ap-
proved or that wishes an expansion of 
dialysis services to be approved for 
coverage, in accordance with part 494 
of this chapter, must secure a deter-
mination by the Secretary. To secure a 
determination, the facility must sub-
mit the following documents and data 
for consideration by the Secretary: 

(1) Certification by the State agency 
referred to in § 488.12 of this part. 

(2) Data furnished by ESRD network 
organizations and recommendations of 
the Public Health Service concerning 
the facility’s contribution to the ESRD 
services of the network. 

(3) Data concerning the facility’s 
compliance with professional norms 
and standards. 

(4) Data pertaining to the facility’s 
qualifications for approval or for any 
expansion of services. 

(b) Determining compliance with mini-
mal utilization rates: Time limitations—(1) 
Unconditional status. A facility which 
meets minimal utilization require-
ments will be assigned this status as 
long as it continues to meet these re-
quirements. 

(2) Conditional status. A conditional 
status may be granted to a facility for 
not more than four consecutive cal-
endar years and will not be renewable 

(see § 405.2122(b) of this chapter). Its 
status may be examined each calendar 
year to ascertain its compliance with 
Subpart U. 

(3) Exception status. Under unusual 
circumstances (see § 405.2122 (b) of this 
chapter) the Secretary may grant a 
time-limited exception to a facility 
which is not in compliance with the 
minimal utilization rate(s) for either 
unconditional status or conditional 
status. This exception status may be 
granted, and may be renewed on an an-
nual basis, under circumstances where 
rigid application of minimal utilization 
rate requirements would adversely af-
fect the achievement of ESRD program 
objectives. 

(c) New applicant. A facility which 
has not previously participated in the 
ESRD program must submit a plan de-
tailing how it expects to meet the con-
ditional minimal utilization rate sta-
tus by the end of the second calendar 
year of its operation under the pro-
gram and meet the unconditional mini-
mal utilization rate status by the end 
of the fourth calendar year of its oper-
ation under the program. 

(d) Notification. The Secretary will 
notify each facility and its network co-
ordinating council of its initial and its 
subsequent minimal utilization rate 
classification. 

(e) Failure to meet minimal utilization 
rate. A facility failing to meet stand-
ards for unconditional status or condi-
tional status, or if applicable, for ex-
ception status, will be so notified at 
the time of such classification. 

(f) Interim regulations participant. A 
facility previously participating under 
the interim regulations will not be ap-
proved under the program established 
by subpart U until it has demonstrated 
that it meets all the applicable re-
quirements of this subpart, including 
the appropriate minimal utilization 
rate. It may continue under the in-
terim program only for a period not to 
exceed 1 year from the effective date of 
these amendments (see § 405.2100(c) of 
this chapter). During this period it 
may demonstrate its ability to meet 
the appropriate minimal utilization 
rate. Failure to qualify under this sub-
part will automatically terminate cov-
erage of such facility’s services under 
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the ESRD program at the end of such 
year. 

[41 FR 22510, June 3, 1976. Redesignated at 42 
FR 52826, Sept. 30, 1977, and further amended 
at 45 FR 58124, Sept. 2, 1980. Redesignated 
and amended at 53 FR 23100, June 17, 1988; 73 
FR 20474, Apr. 15, 2008] 

§ 488.61 Special procedures for ap-
proval and re-approval of organ 
transplant centers. 

For the purposes of this subpart, the 
survey, certification, and enforcement 
procedures described at 42 CFR part 
488, subpart A apply to transplant cen-
ters, including the periodic review of 
compliance and approval described at 
§ 488.20. 

(a) Initial approval procedures for 
transplant centers that are not Medicare- 
approved as of June 28, 2007. A trans-
plant center, including a kidney trans-
plant center, may submit a request to 
CMS for Medicare approval at any 
time. 

(1) The request, signed by a person 
authorized to represent the center (for 
example, a chief executive officer), 
must include: 

(i) The hospital’s Medicare provider 
I.D. number; 

(ii) Name(s) of the designated pri-
mary transplant surgeon and primary 
transplant physician; and, 

(iii) A statement from the OPTN that 
the center has complied with all data 
submission requirements. 

(2) To determine compliance with the 
clinical experience and outcome re-
quirements at §§ 482.80(b) and 482.80(c), 
CMS will review the data contained in 
the most recent OPTN Data Report and 
1-year patient and graft survival data 
contained in the most recent Scientific 
Registry of Transplant Beneficiary 
(SRTR) center-specific report. 

(3) If CMS determines that a trans-
plant center has not met the data sub-
mission, clinical experience, or out-
come requirements, CMS may deny the 
request for approval or may review the 
center’s compliance with the condi-
tions of participation at §§ 482.72 
through 482.76 and §§ 482.90 through 
482.104 of this chapter, using the proce-
dures described at 42 CFR part 488, sub-
part A, to determine whether the cen-
ter’s request will be approved. CMS 
will notify the transplant center in 

writing whether it is approved and, if 
approved, of the effective date of its 
approval. 

(4) CMS will consider mitigating fac-
tors in accordance with paragraphs (f), 
(g), and (h) of this section. 

(5) If CMS determines that a trans-
plant center has met the data submis-
sion, clinical experience, and outcome 
requirements, CMS will review the cen-
ter’s compliance with the conditions of 
participation contained at §§ 482.72 
through 482.76 and §§ 482.90 through 
482.104 of this chapter using the proce-
dures described at 42 CFR part 488, sub-
part A. If the transplant center is 
found to be in compliance with all the 
conditions of participation at §§ 482.72 
through 482.104, except for § 482.82 of 
this chapter (Re-approval Require-
ments), CMS will notify the transplant 
center in writing of the effective date 
of its Medicare-approval. CMS will no-
tify the transplant center in writing if 
it is not Medicare-approved. 

(6) A kidney transplant center may 
submit a request for initial approval 
after performing at least 3 transplants 
over a 12-month period. 

(b) Initial approval procedures for 
transplant centers, including kidney 
transplant centers, that are Medicare ap-
proved as of June 28, 2007. (1) A trans-
plant center that wants to continue to 
be Medicare approved must be in com-
pliance with the conditions of partici-
pation at §§ 482.72 through 482.104 as of 
June 28, 2007 and submit a request to 
CMS for Medicare approval under the 
conditions of participation no later 
than December 26, 2007, using the proc-
ess described in paragraph (a)(1) of the 
section. 

(2) CMS will determine whether to 
approve the transplant center, using 
the procedures described in paragraphs 
(a)(2) through (a)(5) of this section. 
Until CMS makes a determination 
whether to approve the transplant cen-
ter under the conditions of participa-
tion at §§ 482.72 through 482.104, the 
transplant center will continue to be 
Medicare approved under the end stage 
renal disease (ESRD) conditions for 
coverage (CfCs) in part 405, subpart U 
of this chapter for kidney transplant 
centers or the pertinent national cov-
erage decisions (NCDs) for extra-renal 
organ transplant centers, as applicable, 
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and the transplant center will continue 
to be reimbursed for services provided 
to Medicare beneficiaries. 

(3) Once CMS approves a kidney 
transplant center under the conditions 
of participation, the ESRD CfCs no 
longer apply to the center as of the 
date of its approval. Once CMS ap-
proves an extra-renal organ transplant 
center under the conditions of partici-
pation, the NCDs no longer apply to 
the center as of the date of its ap-
proval. 

(4) If a transplant center that is 
Medicare approved as of June 28, 2007 
submits a request for approval under 
the CoPs at §§ 482.72 through 482.104 of 
this chapter but CMS does not approve 
the transplant center, or if the trans-
plant center does not submit its re-
quest to CMS for Medicare approval 
under the CoPs by December 26, 2007, 
CMS will revoke the transplant cen-
ter’s approval under the conditions for 
coverage for kidney transplant centers 
or the national coverage decisions for 
extra-renal transplant centers, as ap-
plicable, and the transplant center will 
no longer be reimbursed for services 
provided to Medicare beneficiaries. 
CMS will notify the transplant center 
in writing of the effective date of its 
loss of Medicare approval. 

(c) Re-approval procedures. Once Medi-
care-approved, transplant centers, in-
cluding kidney transplant centers, 
must be in continuous compliance with 
all the conditions of participation for 
transplant centers at §§ 482.72 through 
482.104 of this chapter, except for 
§ 482.80 (initial approval requirements). 

(1) CMS will review the transplant 
center’s data on an on-going basis and 
in making re-approval determinations. 

(i) To determine compliance with the 
data submission requirements at 
§ 482.82(a) of this chapter, CMS will re-
quest data submission data from the 
OPTN for the previous 3 calendar 
years. 

(ii) To determine compliance with 
the clinical experience and outcome re-
quirements at § 482.82(b) and (c) of this 
chapter, CMS will review the data con-
tained in the most recent OPTN Data 
Report for the previous 3 years and 1- 
year patient and graft survival data 
contained in the most recent SRTR 
center-specific reports. 

(2) CMS may choose to review the 
transplant center for compliance with 
§§ 482.72 through 482.76 and 482.90 
through 482.104 of this chapter, using 
the procedures described at 42 CFR 
part 488, subpart A. 

(3) CMS will consider mitigating fac-
tors in accordance with paragraphs (f), 
(g), and (h) of this section. 

(4) CMS will notify the transplant 
center in writing if its approval is 
being revoked and of the effective date 
of the revocation. 

(d) Loss of Medicare Approval. Centers 
that have lost their Medicare approval 
may seek re-entry into the Medicare 
program at any time. A center that has 
lost its Medicare approval must: 

(1) Request initial approval using the 
procedures described in § 488.61(a); 

(2) Be in compliance with §§ 482.72 
through 482.104 of this chapter, except 
for § 482.82 (Re-approval Requirements), 
at the time of the request for Medicare 
approval; and 

(3) Submit a report to CMS docu-
menting any changes or corrective ac-
tions taken by the center as a result of 
the loss of its Medicare approval sta-
tus. 

(e) Transplant Center Inactivity. A 
transplant center may remain inactive 
and retain its Medicare approval for a 
period not to exceed 12 months. A 
transplant center must notify CMS 
upon its voluntary inactivation as re-
quired by § 482.74(a)(3) of this chapter. 

(f) Consideration of mitigating factors 
in initial approval and re-approval sur-
vey, certification, and enforcement ac-
tions for transplant centers—(1) Factors. 
Except for situations of immediate 
jeopardy or deficiencies other than 
failure to meet requirements of § 482.80 
or § 482.82 of this chapter, CMS will 
consider such mitigating factors as 
may be appropriate in light of the na-
ture of the deficiency and cir-
cumstances, including (but not limited 
to) the following, in making a decision 
of initial and re-approval of a trans-
plant center that does not meet the 
data submission, clinical experience, or 
outcome requirements: 

(i) The extent to which outcome 
measures are not met or exceeded; 

(ii) Availability of Medicare-approved 
transplant centers in the area; 
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(iii) Extenuating circumstances (for 
example, natural disaster) that have a 
temporary effect on meeting the condi-
tions of participation; 

(iv) Program improvements that sub-
stantially address root causes of graft 
failures or patient deaths, that have 
been implemented and institutional-
ized on a sustainable basis, and that 
are supported by outcomes more recent 
than the latest available SRTR report, 
for which there is a sufficient post- 
transplant patient and graft survival 
period and a sufficient number of 
transplants such that CMS finds that 
the program demonstrates present-day 
compliance with the requirements at 
§ 482.80(c)(2)(ii)(C) or § 482.82(c)(2)(ii)(C) 
of this chapter; 

(v) Whether the program has made 
extensive use of innovative transplan-
tation practices relative to other 
transplant programs, such as a high 
rate of transplantation of individuals 
who are highly sensitized or children 
who have undergone a Fontan proce-
dure compared to most other trans-
plant programs, where CMS finds that 
the innovative practices are supported 
by evidence-based published research 
literature or nationally recognized 
standards or Institution Review Board 
(IRB) approvals, and the SRTR risk-ad-
justment methodology does not take 
the relevant key factors into consider-
ation; and 

(vi) Whether the program’s perform-
ance, based on the OPTN method of 
calculating patient and graft survival, 
is within the OPTN’s thresholds for ac-
ceptable performance and does not flag 
OPTN performance review under the 
applicable OPTN policy. 

(2) Content. A request for consider-
ation of mitigating factors must in-
clude sufficient information to permit 
an adequate review and understanding 
of the transplant program, the factors 
that have contributed to outcomes, 
program improvements or innovations 
that have been implemented or 
planned, and in the case of natural dis-
asters, the recovery actions planned. 
Examples of information to be sub-
mitted with each request include (but 
are not limited to) the following: 

(i) The name and contact information 
for the transplant hospital and the 

names and roles of key personnel of the 
transplant program; 

(ii) The type of organ transplant pro-
gram(s) for which approval is re-
quested; 

(iii) The conditions of participation 
that the program does not meet for 
which the transplant center is request-
ing CMS’ review for mitigating factors; 

(iv) The program’s organizational 
chart with full-time equivalent levels, 
roles, and structure for reporting to 
hospital leadership; 

(v) For applications involving sub-
standard patient or graft survival, the 
rationale and supporting evidence for 
CMS’ review includes, but is not lim-
ited to— 

(A) Root Cause Analysis for patient 
deaths and graft failures, including fac-
tors the program has identified as like-
ly causal or contributing factors for 
patient deaths and graft failures; 

(B) Program improvements that have 
been implemented and improvements 
that are planned; 

(C) Patient and donor/organ selection 
criteria and evaluation protocols, in-
cluding methods for pre-transplant pa-
tient evaluation by cardiologists, he-
matologists, nephrologists, and psychi-
atrists or psychologists to the extent 
applicable; 

(D) Waitlist management protocols 
and practices relevant to outcomes; 

(E) Pre-operative management proto-
cols and practices; 

(F) Immunosuppression/infection pro-
phylaxis protocols; 

(G) Post-transplant monitoring and 
management protocols and practices; 

(H) Quality Assessment and Perform-
ance Improvement (QAPI) Program 
meeting minutes from the most recent 
four meetings and attendance rosters 
from the most recent 12 months; 

(I) Quality dashboard and other per-
formance indicators; and 

(J) The most recent data regarding 
transplants that have been made and 
for outcomes in terms of both patient 
survival and graft survival; 

(vi) For mitigating factors requests 
based on innovative practice: 

(A) A description of the innovations 
that have been implemented and iden-
tification of the specific cases for 
which the innovative practices are rel-
evant so as to enable the patient and 
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graft survival data for such cases to be 
compared with all other transplants for 
at least the period covered by the lat-
est available SRTR report. 

(B) The literature, research, or other 
evidentiary basis that supports consid-
eration of the practice(s) as innovative. 

(vii) For requests based on natural 
disasters or public health emergency: 

(A) A description of the disaster or 
emergency, the specific impact on the 
program, the time periods of the 
event(s) and of its immediate recovery 
aftermath; 

(B) Identification of the transplants 
that occurred during the period for 
which the request is being made; and 

(C) The approximate date when the 
program believes it substantially re-
covered from the event(s), or believes 
it will recover if substantial recovery 
has not been accomplished at the time 
of the request. 

(3) Timing. Within 14 calendar days 
after CMS has issued formal written 
notice of a condition-level deficiency 
to the program, CMS must receive no-
tification of the program’s intent to 
seek mitigating factors approval or re- 
approval, and receive all information 
for consideration of mitigating factors 
within 120 calendar days of the CMS 
written notification for a deficiency 
due to data submission, clinical experi-
ence or outcomes at § 482.80 or § 482.82 of 
this chapter. Failure to meet these 
timeframes may be the basis for denial 
of mitigating factors. However, CMS 
may permit an extension of the 
timeline for good cause, such as a de-
clared public health emergency. 

(g) Results of mitigating factors re-
view—(1) Actions. Upon review of the re-
quest to consider mitigating factors, 
CMS may take the following actions: 

(i) Approve initial approval or re-ap-
proval of a program’s Medicare partici-
pation based upon approval of miti-
gating factors; 

(ii) Deny the program’s request for 
Medicare approval or re-approval based 
on mitigating factors. 

(iii) Offer a time-limited Systems Im-
provement Agreement, in accordance 
with paragraph (h) of this section, 
when a transplant program has waived 
its appeal rights, has implemented sub-
stantial program improvements that 
address root causes and are institution-

ally supported by the hospital’s gov-
erning body on a sustainable basis, and 
has requested more time to design or 
implement additional improvements or 
demonstrate compliance with CMS 
outcome requirements. Upon comple-
tion of the Systems Improvement 
Agreement or a CMS finding that the 
hospital has failed to meet the terms of 
the Agreement, CMS makes a final de-
termination of whether to approve or 
deny a program’s request for Medicare 
approval or re-approval based on miti-
gating factors. A Systems Improve-
ment Agreement follows the process 
specified in paragraph (h) of this sec-
tion. 

(2) Limitation. CMS will not approve 
any program with a condition-level de-
ficiency. However, CMS may approve a 
program with a standard-level defi-
ciency upon receipt of an acceptable 
plan of correction. 

(h) Transplant Systems Improvement 
Agreement. A Systems Improvement 
Agreement is a binding agreement, en-
tered into voluntarily by the hospital 
and CMS, through which CMS extends 
a prospective Medicare termination 
date and offers the program additional 
time to achieve compliance with the 
conditions of participation, contingent 
on the hospital’s agreement to partici-
pate in a structured regimen of quality 
improvement activities, demonstrate 
improved outcomes, and waive the 
right to appeal termination based on 
the identified deficiency or deficiencies 
(that led to the Agreement) in consid-
eration for more time to demonstrate 
compliance. In some cases, transplant 
programs may enter a period of inac-
tivity—voluntarily, or imposed as a 
condition of the Systems Improvement 
Agreement. 

(1) Content. In exchange for the addi-
tional time to initiate or continue ac-
tivities to achieve compliance with the 
conditions of participation, the hos-
pital must agree to a regimen of speci-
fied activities, including (but not lim-
ited to) all of the following: 

(i) Patient notification about the de-
gree and type of noncompliance by the 
program, an explanation of what the 
program improvement efforts mean for 
patients, and financial assistance to 
defray the out-of-pocket costs of co-
payments and testing expenses for any 
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wait-listed individual who wishes to be 
listed with another program; 

(ii) An external independent peer re-
view team that conducts an onsite as-
sessment of the program. The peer re-
view must include— 

(A) Review of policies, staffing, oper-
ations, relationship to hospital serv-
ices, and factors that contribute to 
program outcomes; 

(B) Suggestions for quality improve-
ments the hospital should consider; 

(C) Both verbal and written feedback 
provided directly to the hospital; 

(D) Verbal debriefing provided di-
rectly to CMS; neither the hospital nor 
the peer review team is required to pro-
vide a written report to CMS; and 

(E) Onsite review by a multidisci-
plinary team that includes a trans-
plant surgeon with expertise in the rel-
evant organ type(s), a transplant ad-
ministrator, an individual with exper-
tise in transplant QAPI systems, a so-
cial worker or psychologist or psychia-
trist, and a specialty physician with 
expertise in conditions particularly 
relevant to the applicable organ 
types(s) such as a cardiologist, 
nephrologist, or hepatologist. Except 
for the transplant surgeon, CMS may 
permit substitution of one type of ex-
pertise for another individual who has 
expertise particularly needed for the 
type of challenges experienced by the 
program, such as substitution of an in-
fection control specialist in lieu of, or 
in addition to, a social worker; 

(iii) An action plan that addresses 
systemic quality improvements and is 
updated after the onsite peer review; 

(iv) An onsite consultant whose 
qualifications are approved by CMS, 
and who provides services for 8 days 
per month on average for the duration 
of the agreement, except that CMS 
may permit a portion of the time to be 
spent offsite and may agree to fewer 
consultant days each month after the 
first 3 months of the Systems Improve-
ment Agreement; 

(v) A comparative effectiveness anal-
ysis that compares policies, proce-
dures, and protocols of the transplant 
program with those of other programs 
in areas of endeavor that are relevant 
to the center’s current quality im-
provement needs; 

(vi) Development of increased pro-
ficiency, or demonstration of current 
proficiency, with patient-level data 
from the Scientific Registry of Trans-
plant Recipients and the use of registry 
data to analyze outcomes and inform 
quality improvement efforts; 

(vii) A staffing analysis that exam-
ines the level, type, training, and skill 
of staff in order to inform transplant 
center efforts to ensure the engage-
ment and appropriate training and 
credentialing of staff; 

(viii) Activities to strengthen per-
formance of the Quality Assessment 
and Performance Improvement Pro-
gram to ensure full compliance with 
the requirements of § 482.96 and § 482.21 
of this chapter; 

(ix) Monthly (unless otherwise speci-
fied) reporting and conference calls 
with CMS regarding the status of pro-
grammatic improvements, results of 
the deliverables in the Systems Im-
provement Agreement, and the number 
of transplants, deaths, and graft fail-
ures that occur within 1 year post- 
transplant; and 

(x) Additional or alternative require-
ments specified by CMS, tailored to the 
transplant program type and cir-
cumstances. CMS may waive the con-
tent elements at paragraphs (h)(1)(v), 
(h)(1)(vi), (h)(1)(vii), or (h)(1)(viii) of 
this section if it finds that the program 
has already adequately conducted the 
activity, the program is already pro-
ficient in the function, or the activity 
is clearly inapplicable to the defi-
ciencies that led to the Agreement. 

(2) Timeframe. A Systems Improve-
ment Agreement will be established for 
up to a 12-month period, subject to 
CMS’ discretion to determine if a 
shorter timeframe may suffice. At the 
hospital’s request, CMS may extend 
the agreement for up to an additional 
6-month period. A signed Systems Im-
provement Agreement remains in force 
even if a subsequent SRTR report indi-
cates that the program has restored 
compliance with the CMS conditions of 
participation, except that CMS in its 
sole discretion may shorten the time-
frame or allow modification to any 
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portion of the elements of the Agree-
ment in such a case. 

[72 FR 15278, Mar. 30, 2007, as amended at 79 
FR 27156, May 12, 2014; 79 FR 50359, Aug. 22, 
2014; 81 FR 79881, Nov. 14, 2016] 

EFFECTIVE DATE NOTE: At 84 FR 51831, 
Sept. 30, 2019, § 488.61 was amended— 

a. By revising the section heading; 
b. In the introductory text by removing 

the phrase ‘‘transplant centers’’ and adding 
in its place the phrase ‘‘transplant pro-
grams’’; 

c. In paragraph (a) introductory text by re-
moving the words ‘‘centers’’ and ‘‘center’’ 
each time they appear and adding in their 
place the words ‘‘programs’’ and ‘‘program,’’ 
respectively; 

d. In paragraph (a)(2) by removing the 
phrase ‘‘Scientific Registry of Transplant 
Beneficiary (SRTR) center-specific’’ and add-
ing in its place the phrase ‘‘Scientific Reg-
istry of Transplant Recipient (SRTR) pro-
gram-specific’’; 

e. By revising paragraph (a)(5); 
f. By removing paragraph (c); 
g. By redesignating paragraphs (d) through 

(h) as paragraphs (c) through (g), respec-
tively; 

h. By revising newly redesignated para-
graphs (c) and (d), the newly redesignated 
paragraph (e) subject heading, and newly re-
designated paragraphs (e)(1) introductory 
text, (e)(1)(iv), (e)(3), and (f)(1)(i) through 
(iii); and 

i. In newly redesignated paragraph (g)(1)(x) 
by removing the reference ‘‘paragraphs 
(h)(1)(v), (h)(1)(vi), (h)(1)(vii) or (h)(1)(viii)’’ 
and adding in its place the reference ‘‘para-
graph (g)(1)(v), (vi), (vii) or (viii)’’. 

The amendments are effective Nov. 29, 2019. 
For the convenience of the user, the added 
and revised text is set forth as follows: 

§ 488.61 Special procedures for approval 
and re-approval of organ transplant pro-
grams. 

* * * * * 

(a) * * * 
(5) If CMS determines that a transplant 

program has met the data submission, clin-
ical experience, and outcome requirements, 
CMS will review the program’s compliance 
with the conditions of participation con-
tained at §§ 482.72 through 482.76 and §§ 482.90 
through 482.104 of this chapter using the pro-
cedures described in subpart A of this part. If 
the transplant program is found to be in 
compliance with all the conditions of par-
ticipation at §§ 482.72 through 482.104 of this 
chapter, CMS will notify the transplant pro-
gram in writing of the effective date of its 
Medicare-approval. CMS will notify the 

transplant program in writing if it is not 
Medicare-approved. 

* * * * * 

(c) Loss of Medicare approval. Programs 
that have lost their Medicare approval may 
seek re-entry into the Medicare program at 
any time. A program that has lost its Medi-
care approval must: 

(1) Request initial approval using the pro-
cedures described in paragraph (a) of this 
section; 

(2) Be in compliance with §§ 482.72 through 
482.104 of this chapter at the time of the re-
quest for Medicare approval; and 

(3) Submit a report to CMS documenting 
any changes or corrective actions taken by 
the program as a result of the loss of its 
Medicare approval status. 

(d) Transplant program inactivity. A trans-
plant program may remain inactive and re-
tain its Medicare approval for a period not to 
exceed 12 months. A transplant program 
must notify CMS upon its voluntary inac-
tivation as required by § 482.74(a)(3) of this 
chapter. 

(e) Consideration of mitigating factors in ini-
tial approval survey, certification, and enforce-
ment actions for transplant programs—(1) Fac-
tors. Except for situations of immediate jeop-
ardy or deficiencies other than failure to 
meet requirements at § 482.80 of this chapter, 
CMS will consider such mitigating factors as 
may be appropriate in light of the nature of 
the deficiency and circumstances, including 
(but not limited to) the following, in making 
a decision of initial approval of a transplant 
program that does not meet the data submis-
sion, clinical experience, or outcome require-
ments: 

* * * * * 

(iv) Program improvements that substan-
tially address root causes of graft failures or 
patient deaths, that have been implemented 
and institutionalized on a sustainable basis, 
and that are supported by outcomes more re-
cent than the latest available SRTR report, 
for which there is a sufficient post-trans-
plant patient and graft survival period and a 
sufficient number of transplants such that 
CMS finds that the program demonstrates 
present-day compliance with the require-
ments at § 482.80(c)(2)(ii)(C) of this chapter; 

* * * * * 

(3) Timing. Within 14 calendar days after 
CMS has issued formal written notice of a 
condition-level deficiency to the program, 
CMS must receive notification of the pro-
gram’s intent to seek mitigating factors ap-
proval, and receive all information for con-
sideration of mitigating factors within 120 

VerDate Sep<11>2014 11:37 Dec 04, 2019 Jkt 247196 PO 00000 Frm 00312 Fmt 8010 Sfmt 8003 Q:\42\42V5.TXT PC31sf
ra

tti
ni

 o
n 

LA
P

JZ
K

W
1R

2 
w

ith
 $

$_
JO

B



303 

Centers for Medicare & Medicaid Services, HHS § 488.64 

calendar days of the CMS written notifica-
tion for a deficiency due to data submission, 
clinical experience or outcomes at § 482.80 of 
this chapter. Failure to meet these time-
frames may be the basis for denial of miti-
gating factors. CMS may permit an exten-
sion of the timeline for good cause, such as 
a declared public health emergency. 

(f) * * * 
(1) * * * 
(i) Approve initial approval of a program’s 

Medicare participation based upon approval 
of mitigating factors. 

(ii) Deny the program’s request for Medi-
care approval based on mitigating factors. 

(iii) Offer a time-limited Systems Improve-
ment Agreement, in accordance with para-
graph (g) of this section, when a transplant 
program has waived its appeal rights, has 
implemented substantial program improve-
ments that address root causes and are insti-
tutionally supported by the hospital’s gov-
erning body on a sustainable basis, and has 
requested more time to design or implement 
additional improvements or demonstrate 
compliance with CMS outcome require-
ments. Upon completion of the Systems Im-
provement Agreement or a CMS finding that 
the hospital has failed to meet the terms of 
the Agreement, CMS makes a final deter-
mination of whether to approve or deny a 
program’s request for Medicare approval 
based on mitigating factors. A Systems Im-
provement Agreement follows the process 
specified in paragraph (g) of this section. 

* * * * * 

§ 488.64 Remote facility variances for 
utilization review requirements. 

(a) As used in this section: 
(1) An ‘‘available’’ individual is one 

who: 
(i) Possesses the necessary profes-

sional qualifications; 
(ii) Is not precluded from partici-

pating by reason of financial interest 
in any such facility or direct responsi-
bility for the care of the patients being 
reviewed or, in the case of a skilled 
nursing facility, employment by the fa-
cility; and 

(iii) Is not precluded from effective 
participation by the distance between 
the facility and his residence, office, or 
other place of work. An individual 
whose residence, office, or other place 
of work is more than approximately 
one hour’s travel time from the facility 
shall be considered precluded from ef-
fective participation. 

(2) ‘‘Adjacent facility’’ means a 
health care facility located within a 50- 

mile radius of the facility which re-
quests a variance. 

(b) The Secretary may grant a re-
questing facility a variance from the 
time frames set forth in §§ 405.1137(d) of 
this chapter and 482.30 as applicable, 
within which reviews all of cases must 
be commenced and completed, upon a 
showing satisfactory to the Secretary 
that the requesting facility has been 
unable to meet one or more of the re-
quirements of § 405.1137 of this chapter 
or § 482.30 of this chapter, as applicable, 
by reason of insufficient medical and 
other professional personnel available 
to conduct the utilization review re-
quired by § 405.1137 of this chapter or 
§ 482.30 of this chapter, as applicable. 

(c) The request for variance shall 
document the requesting facility’s in-
ability to meet the requirements for 
which a variance is requested and the 
facility’s good faith efforts to comply 
with the requirements contained in 
§ 405.1137 of this chapter or § 482.30 of 
this chapter, as applicable. 

(d) The request shall include an as-
surance by the requesting facility that 
it will continue its good faith efforts to 
meet the requirements contained in 
§ 405.1137 of this chapter or § 482.30 of 
this chapter, as applicable. 

(e) A revised utilization review plan 
for the requesting facility shall be sub-
mitted concurrently with the request 
for a variance. The revised plan shall 
specify the methods and procedures 
which the requesting facility will use, 
if a variance is granted, to assure: 

(1) That effective and timely control 
will be maintained over the utilization 
of services; and 

(2) That reviews will be conducted so 
as to improve the quality of care pro-
vided to patients. 

(f) The request for a variance shall 
include: 

(1) The name, location, and type (e.g., 
hospital, skilled nursing facility) of the 
facility for which the variance is re-
quested; 

(2) The total number of patient ad-
missions and average daily patient cen-
sus at the facility within the previous 
six months; 

(3) The total number of title XVIII 
and title XIX patient admissions and 
the average daily patient census of 
title XVIII and title XIX patients in 
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the facility within the previous six 
months; 

(4) As relevant to the request, the 
names of all physicians on the active 
staff of the facility and the names of 
all other professional personnel on the 
staff of the facility, or both; 

(5) The name, location, and type of 
each adjacent facility (e.g., hospital, 
skilled nursing facility); 

(6) The distance and average travel 
time between the facility and each ad-
jacent facility; 

(7) As relevant to the request, the lo-
cation of practice of available physi-
cians and the estimated number of 
other available professional personnel, 
or both (see paragraph (a)(1)(iii) of this 
section); 

(8) Documentation by the facility of 
its attempt to obtain the services of 
available physicians or other profes-
sional personnel, or both; and 

(9) A statement of whether a QIO ex-
ists in the area where the facility is lo-
cated. 

(g) The Secretary shall promptly no-
tify the facility of the action taken on 
the request. Where a variance is in ef-
fect, the validation of utilization re-
view pursuant to § 405.1137 of this chap-
ter or § 482.30 shall be made with ref-
erence to the revised utilization review 
plan submitted with the request for 
variance. 

(h) The Secretary, in granting a vari-
ance, will specify the period for which 
the variance has been granted; such pe-
riod will not exceed one year. A request 
for a renewal shall be submitted not 
later than 30 days prior to the expira-
tion of the variance and shall contain 
all information required by paragraphs 
(c), (d), and (f) of this section. Renewal 
of the variance will be contingent upon 
the facility’s continuing to meet the 
provisions of this section. 

[40 FR 30818, July 23, 1975. Redesignated at 42 
FR 52826, Sept. 30, 1977; 51 FR 22041, June 17, 
1986; 51 FR 27847, Aug. 4, 1986; 51 FR 43197, 
Dec. 1, 1986. Redesignated and amended at 53 
FR 23100, June 17, 1988] 

§ 488.68 State Agency responsibilities 
for OASIS collection and data base 
requirements. 

As part of State agency survey re-
sponsibilities, the State agency or 
other entity designated by CMS has 

overall responsibility for fulfilling the 
following requirements for operating 
the OASIS system: 

(a) Establish and maintain an OASIS 
database. The State agency or other en-
tity designated by CMS must— 

(1) Use a standard system developed 
or approved by CMS to collect, store, 
and analyze data; 

(2) Conduct basic system manage-
ment activities including hardware and 
software maintenance, system back-up, 
and monitoring the status of the data-
base; and 

(3) Obtain CMS approval before modi-
fying any parts of the CMS standard 
system including, but not limited to, 
standard CMS-approved— 

(i) OASIS data items; 
(ii) Record formats and validation 

edits; and 
(iii) Agency encoding and trans-

mission methods. 
(b) Analyze and edit OASIS data. The 

State agency or other entity des-
ignated by CMS must— 

(1) Upon receipt of data from an 
HHA, edit the data as specified by CMS 
and ensure that the HHA resolves er-
rors within the limits specified by 
CMS; 

(2) At least monthly, make available 
for retrieval by CMS all edited OASIS 
records received during that period, ac-
cording to formats specified by CMS, 
and correct and retransmit previously 
rejected data as needed; and 

(3) Analyze data and generate reports 
as specified by CMS. 

(c) Ensure accuracy of OASIS data. 
The State agency must audit the accu-
racy of the OASIS data through the 
survey process. 

(d) Restrict access to OASIS data. The 
State agency or other entity des-
ignated by CMS must do the following: 

(1) Ensure that access to data is re-
stricted except for the transmission of 
data and reports to— 

(i) CMS; 
(ii) The State agency component that 

conducts surveys for purposes related 
to this function; and 

(iii) Other entities if authorized by 
CMS. 

(2) Ensure that patient identifiable 
OASIS data is released only to the ex-
tent that it is permitted under the Pri-
vacy Act of 1974. 
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(e) Provide training and technical sup-
port for HHAs. The State agency or 
other entity designated by CMS must— 

(1) Instruct each HHA on the admin-
istration of the data set, privacy/con-
fidentiality of the data set, and inte-
gration of the OASIS data set into the 
facility’s own record keeping system; 

(2) Instruct each HHA on the use of 
software to encode and transmit OASIS 
data to the State; 

(3) Specify to a facility the method of 
transmission of data to the State, and 
instruct the facility on this method. 

(4) Monitor each HHA’s ability to 
transmit OASIS data. 

(5) Provide ongoing technical assist-
ance and general support to HHAs in 
implementing the OASIS reporting re-
quirements specified in the conditions 
of participation for home health agen-
cies; and 

(6) Carry out any other functions as 
designated by CMS necessary to main-
tain OASIS data on the standard State 
system. 

[64 FR 3763, Jan. 25, 1999] 

Subpart C—Survey Forms and 
Procedures 
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