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rooms intended for occupancy for less
than 24 hours.

(ii) The sill height in special nursing
care areas of new occupancies must not
exceed 60 inches.

(¢c) Standard: Building safety. Except
as otherwise provided in this section,
the hospital must meet the applicable
provisions and must proceed in accord-
ance with the Health Care Facilities
Code (NFPA 99 and Tentative Interim
Amendments TIA 12-2, TIA 12-3, TIA
12-4, TIA 12-5 and TTA 12-6).

(1) Chapters 7, 8, 12, and 13 of the
adopted Health Care Facilities Code do
not apply to a hospital.

(2) If application of the Health Care
Facilities Code required under para-
graph (c) of this section would result in
unreasonable hardship for the hospital,
CMS may waive specific provisions of
the Health Care Facilities Code, but
only if the waiver does not adversely
affect the health and safety of patients.

(d) Standard: Facilities. The hospital
must maintain adequate facilities for
its services.

(1) Diagnostic and therapeutic facili-
ties must be located for the safety of
patients.

(2) Facilities, supplies, and equip-
ment must be maintained to ensure an
acceptable level of safety and quality.

(3) The extent and complexity of fa-
cilities must be determined by the
services offered.

(4) There must be proper ventilation,
light, and temperature controls in
pharmaceutical, food preparation, and
other appropriate areas.

(e) The standards incorporated by
reference in this section are approved
for incorporation by reference by the
Director of the Office of the Federal
Register in accordance with 5 U.S.C.
552(a) and 1 CFR part 51. You may in-
spect a copy at the CMS Information
Resource Center, 7500 Security Boule-
vard, Baltimore, MD or at the National
Archives and Records Administration
(NARA). For information on the avail-
ability of this material at NARA, call
202-741-6030, or go to: http:/
www.archives.gov/federal_register/
code_of_federal_regulations/
ibr_locations.html. If any changes in this
edition of the Code are incorporated by
reference, CMS will publish a docu-
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ment in the FEDERAL REGISTER to an-
nounce the changes.

(1) National Fire Protection Associa-
tion, 1 Batterymarch Park, Quincy,
MA 02169, www.nfpa.org, 1.617.770.3000.

(i) NFPA 99, Standards for Health
Care Facilities Code of the National
Fire Protection Association 99, 2012
edition, issued August 11, 2011.

(ii) TIA 12-2 to NFPA 99, issued Au-
gust 11, 2011.

(iii) TIA 12-3 to NFPA 99, issued Au-
gust 9, 2012.

(iv) TIA 124 to NFPA 99,
March 7, 2013.

(v) TIA 12-5 to NFPA 99, issued Au-
gust 1, 2013.

(vi) TIA 126 to NFPA 99,
March 3, 2014.

(vii) NFPA 101, Life Safety Code, 2012
edition, issued August 11, 2011;

(viii) TIA 12-1 to NFPA 101, issued
August 11, 2011.

(ix) TIA 12-2 to NFPA 101, issued Oc-
tober 30, 2012.

(x) TIA 12-3 to NFPA 101, issued Oc-
tober 22, 2013.

(xi) TIA 124 to NFPA 101, issued Oc-
tober 22, 2013.

(2) [Reserved]

[61 FR 22042, June 17, 1986, as amended at 53
FR 11509, Apr. 7, 1988; 68 FR 1386, Jan. 10,
2003; 69 FR 49267, Aug. 11, 2004; 70 FR 15238,
Mar. 25, 2005; 71 FR 55340, Sept. 22, 2006; 81 FR
26899, May 4, 2016; 81 FR 42548, June 30, 2016]
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§482.42 Condition of participation: In-
fection prevention and control and
antibiotic stewardship programs.

The hospital must have active hos-
pital-wide programs for the surveil-
lance, prevention, and control of HAIs
and other infectious diseases, and for
the optimization of antibiotic use
through stewardship. The programs
must demonstrate adherence to nation-
ally recognized infection prevention
and control guidelines, as well as to
best practices for improving antibiotic
use where applicable, and for reducing
the development and transmission of
HAIs and antibiotic-resistant orga-
nisms. Infection prevention and control
problems and antibiotic use issues
identified in the programs must be ad-
dressed in collaboration with the hos-
pital-wide quality assessment and per-
formance improvement (QAPI) pro-
gram.
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(a) Standard: Infection prevention and
control program organization and policies.
The hospital must demonstrate that:

(1) An individual (or individuals),
who is qualified through education,
training, experience, or certification in
infection prevention and control, is ap-
pointed by the governing body as the
infection preventionist(s)/infection
control professional(s) responsible for
the infection prevention and control
program and that the appointment is
based on the recommendations of med-
ical staff leadership and nursing lead-
ership;

(2) The hospital infection prevention
and control program, as documented in
its policies and procedures, employs
methods for preventing and controlling
the transmission of infections within
the hospital and between the hospital
and other institutions and settings;

(3) The infection prevention and con-
trol program includes surveillance,
prevention, and control of HAIs, in-
cluding maintaining a clean and sani-
tary environment to avoid sources and
transmission of infection, and address-
es any infection control issues identi-
fied by public health authorities; and

(4) The infection prevention and con-
trol program reflects the scope and
complexity of the hospital services pro-
vided.

(b) Standard: Antibiotic stewardship
program organication and policies. The
hospital must demonstrate that:

(1) An individual (or individuals),
who is qualified through education,
training, or experience in infectious
diseases and/or antibiotic stewardship,
is appointed by the governing body as
the leader(s) of the antibiotic steward-
ship program and that the appointment
is based on the recommendations of
medical staff leadership and pharmacy
leadership;

(2) The hospital-wide antibiotic stew-
ardship program:

(i) Demonstrates coordination among
all components of the hospital respon-
sible for antibiotic use and resistance,
including, but not limited to, the infec-
tion prevention and control program,
the QAPI program, the medical staff,
nursing services, and pharmacy serv-
ices;
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(ii) Documents the evidence-based
use of antibiotics in all departments
and services of the hospital; and

(iii) Documents any improvements,
including sustained improvements, in
proper antibiotic use;

(3) The antibiotic stewardship pro-
gram adheres to nationally recognized
guidelines, as well as best practices, for
improving antibiotic use; and

(4) The antibiotic stewardship pro-
gram reflects the scope and complexity
of the hospital services provided.

(c) Standard: Leadership responsibil-
ities. (1) The governing body must en-
sure all of the following:

(i) Systems are in place and oper-
ational for the tracking of all infection
surveillance, prevention, and control,
and antibiotic use activities, in order
to demonstrate the implementation,
success, and sustainability of such ac-
tivities.

(ii) All HAIs and other infectious dis-
eases identified by the infection pre-
vention and control program as well as
antibiotic use issues identified by the
antibiotic stewardship program are ad-
dressed in collaboration with hospital
QAPI leadership.

(2) The infection preventionist(s)/in-
fection control professional(s) is re-
sponsible for:

(i) The development and implementa-
tion of hospital-wide infection surveil-
lance, prevention, and control policies
and procedures that adhere to nation-
ally recognized guidelines.

(ii) All documentation, written or
electronic, of the infection prevention
and control program and its surveil-
lance, prevention, and control activi-
ties.

(iii) Communication and collabora-
tion with the hospital’s QAPI program
on infection prevention and control
issues.

(iv) Competency-based training and
education of hospital personnel and
staff, including medical staff, and, as
applicable, personnel providing con-
tracted services in the hospital, on the
practical applications of infection pre-
vention and control guidelines, poli-
cies, and procedures.

(v) The prevention and control of
HAIs, including auditing of adherence
to infection prevention and control
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policies and procedures by hospital per-
sonnel.

(vi) Communication and collabora-
tion with the antibiotic stewardship
program.

(3) The leader(s) of the antibiotic
stewardship program is responsible for:

(i) The development and implementa-
tion of a hospital-wide antibiotic stew-
ardship program, based on nationally
recognized guidelines, to monitor and
improve the use of antibiotics.

(ii) All documentation, written or
electronic, of antibiotic stewardship
program activities.

(iii) Communication and collabora-
tion with medical staff, nursing, and
pharmacy leadership, as well as with
the hospital’s infection prevention and
control and QAPI programs, on anti-
biotic use issues.

(iv) Competency-based training and
education of hospital personnel and
staff, including medical staff, and, as
applicable, personnel providing con-
tracted services in the hospital, on the

practical applications of antibiotic
stewardship guidelines, policies, and
procedures.

(d) Standard: Unified and integrated in-
fection prevention and control and anti-
biotic stewardship programs for multi-hos-
pital systems. If a hospital is part of a
hospital system consisting of multiple
separately certified hospitals using a
system governing body that is legally
responsible for the conduct of two or
more hospitals, the system governing
body can elect to have unified and inte-
grated infection prevention and control
and antibiotic stewardship programs
for all of its member hospitals after de-
termining that such a decision is in ac-
cordance with all applicable State and
local laws. The system governing body
is responsible and accountable for en-
suring that each of its separately cer-
tified hospitals meets all of the re-
quirements of this section. Each sepa-
rately certified hospital subject to the
system governing body must dem-
onstrate that:

(1) The unified and integrated infec-
tion prevention and control and anti-
biotic stewardship programs are estab-
lished in a manner that takes into ac-
count each member hospital’s unique
circumstances and any significant dif-
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ferences in patient populations and
services offered in each hospital;

(2) The unified and integrated infec-
tion prevention and control and anti-
biotic stewardship programs establish
and implement policies and procedures
to ensure that the needs and concerns
of each of its separately certified hos-
pitals, regardless of practice or loca-
tion, are given due consideration;

(3) The unified and integrated infec-
tion prevention and control and anti-
biotic stewardship programs have
mechanisms in place to ensure that
issues localized to particular hospitals
are duly considered and addressed; and

(4) A qualified individual (or individ-
uals) with expertise in infection pre-
vention and control and in antibiotic
stewardship has been designated at the
hospital as responsible for commu-
nicating with the unified infection pre-
vention and control and antibiotic
stewardship programs, for imple-
menting and maintaining the policies
and procedures governing infection
prevention and control and antibiotic
stewardship as directed by the unified
infection prevention and control and
antibiotic stewardship programs, and
for providing education and training on
the practical applications of infection
prevention and control and antibiotic
stewardship to hospital staff.

(e) COVID-19 reporting. (1) During the
Public Health Emergency, as defined in
§400.200 of this chapter, the hospital
must report information in accordance
with a frequency as specified by the
Secretary on COVID-19 in a standard-
ized format specified by the Secretary.
This report must include, but not be
limited to, the following data ele-
ments:

(i) The hospital’s current inventory
supplies of any COVID-19-related
therapeutics that have been distributed
and delivered to the hospital under the
authority and direction of the Sec-
retary.

(ii) The hospital’s current usage rate
for any COVID-19-related therapeutics
that have been distributed and deliv-
ered to the hospital under the author-
ity and direction of the Secretary.

(2) Beginning at the conclusion of the
COVID-19 Public Health Emergency, as
defined in §400.200 of this chapter, and
continuing until April 30, 2024, except
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when the Secretary specifies an earlier
end date for the requirements of this
paragraph (e)(2), the hospital must
electronically report information
about COVID-19 in a standardized for-
mat specified by the Secretary. To the
extent as required by the Secretary,
this report must include the following
data elements:

(i) Confirmed COVID-19
among patients.

(ii) Total deaths among patients.

(iii) Personal protective equipment
and testing supplies.

(iv) Ventilator use,
supplies.

(v) Total bed and intensive care unit
bed census and capacity.

(vi) Staffing shortages.

(vii) COVID-19 vaccine administra-
tion data of patients and staff.

(viii) Relevant therapeutic
tories or usage, or both.

(f) Standard: Reporting of acute res-
piratory illness, including seasonal influ-
enza virus, influenza-like illness, and se-
vere acute respiratory infection. (1) Dur-
ing the Public Health Emergency, as
defined in §400.200 of this chapter, the
hospital must report information, in
accordance with a frequency as speci-
fied by the Secretary, on Acute Res-
piratory Illness (including, but not lim-
ited to, Seasonal Influenza Virus, Influ-
enza-like Illness, and Severe Acute
Respiratory Infection) in a standard-
ized format specified by the Secretary.

(2) Beginning at the conclusion of the
COVID-19 Public Health Emergency, as
defined in §400.200 of this chapter, and
continuing until April 30, 2024, except
when the Secretary specifies an earlier
end date for the requirements of this
paragraph (f)(2), the hospital must
electronically report information
about seasonal influenza in a standard-
ized format specified by the Secretary.
To the extent as required by the Sec-
retary, this report must include the
following data elements:

(i) Confirmed influenza
among patients.

(ii) Total deaths among patients.

infections

capacity, and

inven-

infections
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(iii) Confirmed co-morbid influenza
and COVID-19 infections among pa-
tients.

[84 FR 51820, Sept. 30, 2019, as amended at 85
FR 54872, Sept. 2, 2020; 85 FR 86303, Dec. 29,
2020; 86 FR 61619, Nov. 5, 2021; 87 FR 49409,
Aug. 10, 2022; 87 FR 66575, Nov. 4, 2022; 88 FR
36510, June 5, 2023]

EDITORIAL NOTE: At 85 FR 86303, Dec. 29,
2020, this section was amended, effective Dec.
4, 2020; however, due to a publication error,
the amendments were codified at 86 FR 33902,
June 28, 2021.

§482.43 Condition of participation:
Discharge planning.

The hospital must have an effective
discharge planning process that focuses
on the patient’s goals and treatment
preferences and includes the patient
and his or her caregivers/support per-
son(s) as active partners in the dis-
charge planning for post-discharge
care. The discharge planning process
and the discharge plan must be con-
sistent with the patient’s goals for care
and his or her treatment preferences,
ensure an effective transition of the pa-
tient from hospital to post-discharge
care, and reduce the factors leading to
preventable hospital readmissions.

(a) Standard: Discharge planning proc-
ess. The hospital’s discharge planning
process must identify, at an early stage
of hospitalization, those patients who
are likely to suffer adverse health con-
sequences upon discharge in the ab-
sence of adequate discharge planning
and must provide a discharge planning
evaluation for those patients so identi-
fied as well as for other patients upon
the request of the patient, patient’s
representative, or patient’s physician.

(1) Any discharge planning evalua-
tion must be made on a timely basis to
ensure that appropriate arrangements
for post-hospital care will be made be-
fore discharge and to avoid unneces-
sary delays in discharge.

(2) A discharge planning evaluation
must include an evaluation of a pa-
tient’s likely need for appropriate post-
hospital services, including, but not
limited to, hospice care services, post-
hospital extended care services, home
health services, and non-health care
services and community based care
providers, and must also include a de-
termination of the availability of the
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