MODERATE SEDATION PRIVILEGES
STUDY GUIDE

The following Study Guide is provided for physicians eligible to apply for
Moderate Sedation at LLUMC. The Study Guide is approximately 74
pages, so you may consider printing only the Test and reviewing the
appropriate Study Guide on-line.

Once the test has been completed, fax only the test pages to Medical Staff
Administration at (909) 558-6053 or extension 66053. A certificate will be
issued for the sedation privilege(s) upon successfully passing the test.
Please ensure all information is completed at the top of the test(s).
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ADVANCE DIRECTIVES
AND LIMITATION OF TREATMENT ORDERS

An ADVANCE DIRECTIVE or Advance Health Care Directive (AHCD) is a document
generated by and signed by the patient only; never afamily member or a physician. It may
appoint another person to be the patient’ s health care “agent,” or contain the health care wishes
of the patient. All patients are asked upon admission if they have an advance directive and if
they do, they are asked to provide a copy. When provided, this copy should be placed intact into
the patient’ s chart, usually in the legal section. Other names of documents used by patients for
their Advance Directive are “living will” and “durable power of attorney for healthcare.” They
serve the same purpose as an AHCD and are usually still valid if they reflect the patient’s current
wishes.

Effective July 1, 2000, California s Health Care Decisions Law made it easier for individuals to
make their preferences known through written and oral communication. An individual may
orally designate a surrogate/agent to make health care decisions. This designation is effective
only during the current course of treatment, illness, or hospital stay. This oral designation of a
surrogate/agent supersedes a previous written directive. Another new component of the law
allows the competent individual to assign decision making to others and may state who is not to
be allowed to make healthcare decisions.

A LIMITATION OF TREATMENT ORDER (including a DNR order) is a physician’s order,
which is generated and signed by alicensed physician only; never by a patient or family
member. Thisisan official physician’s order, just like an order for nursing care, medication, etc.
The order is a separate and distinct statement in the physician’s orders, not to be confused with
the Limitation of Treatment progress note mentioned below.

The appropriateness and content of Limitation of Treatment (LOT) orders may be decided based
on: (a) a conversation with the competent patient, (b) an understanding of the patient’s written
advance headlth care directive, (c) a patient surrogate/agent’ s reporting of the patient’s previously
expressed wishes, (d) a patient surrogate/agent’ s understanding of the patient’s values, or (€) a
patient surrogate/agent’ s assessment of what isin the patient’ s best interests. The “Directive for
Life-Sustaining Intervention Progress Note” is the physician’s documentation of these
assessments and discussions.

Just because a patient has an advance health care directive does not automatically mean that LOT
orders should be written. A patient may have a Living Will which says “If | am terminally ill
and imminently dying, do not use heroic measures to prevent death.” If that patient were
admitted for an el ective cholecystectomy, LOT orders would be inappropriate. If that same
patient is admitted with terminal cancer, LOT orders may or may not be appropriate, depending
on discussion with the patient or surrogate regarding whether it is time to invoke those
conditions.

Just to add to the confusion, there is another form which is sometimes confused with both of the
above, but it isactually neither one. Thisisthe PHY SICIAN'S DOCUMENTATION OF
PREFERRED INTENSITY OF TREATMENT form (often called the“PIT form”). It isused by
nursing homes and other long-term care facilities at the time of admission to help establish goals
of treatment and to make plans about the use or non-use of particular modalities, e.g.,



resuscitation, transfer to hospital, feeding tubes. It is meant to be completed by the attending
physician, so it issimilar to the LOT orders discussed above. It is sometimes incorrectly given
to the patient or surrogate to fill out, or may even be completed by the nursing home admissions
clerk or social worker. Nursing home staff and hospital staff alike often refer to this PIT form as
an “advance directive,” but it isnot. It does not have the same legal weight as AHCD.

Do not hesitate to call the Clinical Ethicist on call if you have other questions or if you need
assistance in clarification of any of these forms for a particular patient.

Advance directives.doc



THE AUTOPSY

The autopsy plays an important role in completing the circle of medical care at the end of
life, especially in a teaching and tertiary care center, such as LLUMC. The autopsy
serves a number of important functions, including teaching, advancement of medical
knowledge, detection of unexpected consequences of new therapeutic interventions, and
monitoring of the overall quality of care and accuracy of various diagnostic modalities.
As such, the autopsy is an integra part of the overall Medical Center's Quality
Management program. Thus, although one usually thinks of the autopsy primarily as a
means of determining the cause of death, it remains potentially useful even when the
cause of death is readily apparent.

Obvioudly, patient’s families cannot be compelled to provide consent for autopsy, but it
IS important to continue to request autopsies on patients who expire, both to confirm
presumably established diagnoses and to evaluate any unresolved issues. Medical Staff
and house staff can help improve our autopsy rate to that befitting an academic institution
by:

1) Requesting consent for autopsy in a positive manner;

2) Letting the family know that there is no charge to them or their insurance for the
autopsy; and

3) Informing families that the autopsy procedure does not interfere in any way with
the suitability of the body for viewing at afuneral.

Also remember that, even if the family refuses to allow a full autopsy, they may still
consent to a limited study to address specific problems, e.g., “chest only”, or “don’t
examine the brain.” Those restrictions can be stated on the consent form and will be
honored by pathology staff.

When autopsy consent is obtained, fill out the yellow autopsy request form in the “death
pack” available on the units. Thisis the place to convey your specific concerns regarding
the patient, distill a one paragraph patient history, and indicate which physician or
physicians should receive a copy of the report. A phone call to the Pathologist on call for
the day can aso be very useful in conveying specific concerns or questions regarding the
deceased patient. Pathology Department attending staff are always available to discuss
any further questions or concerns you or your patient’s family may have regarding the

autopsy.

Autopsy2002.doc



CONFIDENTIALITY LAWS

STATE LAWS

As of January 1, 2000, three bills became effective as signed by the Governor of Californiaand were
later adopted as Civil Code that significantly affect the confidentiality of medical information. They
are asfollows:

SB19 » Providers of health care may not share, sell, or otherwise use any
medical information for any purpose not necessary to provide health
care servicesto the patient, unless expressly authorized by the
patient or otherwise permitted by law;

» Medical information must be disposed of or destroyed in a
confidential manner;

» Person who discloses medical information not permitted by law will
be penalized up to $250,000.

AB416 Psychotherapists are prohibited from releasing outpatient
psychotherapy without a special written request.

AB435 A patient’sHIV information shall not be disclosed or used in an
industrial injury or worker’s compensation claim without prior
authorization of the patient.

These laws refer to all members of the medical staff and to all employees. No one is exempt from
following the provision of the laws. Violation of SB19, which resultsin economic loss or personal
injury (such as embarrassment) to a patient, is punishable as a misdemeanor. In addition, a patient
whose medical information has been used or disclosed may recover compensatory damages, punitive
damages up to $3,000, attorneys' fees up to $1,000, and costs of litigation.

To learn more of the new state laws regarding the confidentiality of medical information, go to
www.leginfo.ca.govj click on “Bill Information,” and then enter the number of the bill you wish to
review. You may aso contact the Medical Center’ s Health Information Management Department.

FEDERAL LAW

The Health Insurance Portability and Accountability Act of 1996 (HIPAA and also referred to as the
Kennedy-Kassebaum Act):

*  Mandates standards for electronic data interchange (EDI) and code sets,

»  Establishes uniform healthcare identifiers; and

»  Seeks protection and security of patient data

Penalties are associated with this act should any one person not comply and inappropriately disclose
medical information. These penalties range from $50,000 to $250,000 and/or imprisonment of up to
10 years. These penalties range from $50,000 to $250,000 and/or imprisonment of up to 10 years.
HIPAA regulations supersede any less stringent or contrary state laws.

Confidentiality Laws


http://www.leginfo.ca.gov/

Compliance Requirements

Corporate Compliance Plan

The Loma Linda University Medical Center (LLUMC) Corporate Compliance Plan is
intended to establish a system that promotes prevention, detection and resol ution of
instances of misconduct that do not conform to federal and state law and federal, state
and private payer health care program requirements as well as ethical business policies.

The Plan consists of (1) a*“Code of Conduct” which all employees are required to follow;
(2) general policies and guidelines for all employees; and (3) specific policies and
guidelines for employees performing certain jobs. The Plan also requires employees to
report violations of the policies and guidelinesin the Plan, which are called
“wrongdoings,” and outlines how the wrongdoings are to be investigated and punished.

The oversight responsibilities for the Compliance Plan have been assigned to the
Compliance Department. Here at LLUMC our Compliance Department is composed of a
Chief Compliance Officer, Director of Compliance and other compliance staff. The
Compliance Department is responsible for performing routine compliance audits and
patient privacy audits as well as audits specifically related to reported violations,
implementing compliance and privacy-related polices and procedures, performing
compliance and privacy-related employee training and handling other compliance
operational activities.

The Code of Conduct

In order to maintain our excellent reputation, including ensuring compliance within our
ingtitution, the LLUMC Board of Directors has adopted the following Code of Conduct.
All employees are expected to adhere to the terms of this Code.

The following statement of corporate policy constitutes the Code of Conduct of LLUMC.
It affirms LLUMC' s corporate policy of conducting business and operations in
accordance with both the law and the highest standards of Christian ethics.

1. Requiresall employeesto comply with all appropriate laws and regulations,

2. Requires proper business relationships with government entities and commits to
ensuring accuracy on al filings with the government;

3. Commits that we are dedicated to providing medically necessary healthcare to
patients without regard to race, creed, color, national origin, gender or disability and
that all admissions, transfers and discharges are made in accordance with clinical
need and with applicable laws and regulations,

4. Commits that we maintain accurate and reliable corporate records; and

5. Statesthat employees are required to have an undivided loyalty in the exercise of
their company responsibilities and that conflicts of interest are to be avoided.
(Additional information related to conflicts of interest is described in the section
below.)



Compliance Policies

The Compliance Plan has polices and guidelines that are applicable to all staff, several of
which are outlined below (For a complete listing of these policies please reference
Appendix A of the Compliance Plan).

1. ILLEGAL ACTIONS ON CAMPUS

If you witness any illegal activities, e.g., stealing, physical violence, falsifying
information on a patient’ s bill or medical record, occurring on campus, they must
be reported immediately to your supervisor, the Security Department or the
Compliance Department.

2. ARRESTS, INDICTMENTS OR CONVICTIONS

Employees who are arrested, indicted or convicted for violating a reportable
offense must report such arrest, indictment or conviction, even if it is not work-
related, in writing to their supervisor within 5 working days. Supervisors shall
report this information to the Compliance Department within one business day of
receiving the notification from the employee. A determination will be made asto
whether the unlawful conduct requires reassignment and/or training.

3. CONFLICTS OF INTEREST

A conflict of interest exists when an employee’s personal interests or activities
may influence their judgment in the performance of their job duties.

Some examples of a conflict of interest may be:

[0 Useof LLUMC, BMC or UHC facilities, equipment and/or space for his or
her (or someone else’s) own gainful or independent purpose, such as using
company computer hardware and software for another job or businessin
which you participate.

0 Accepting gifts from vendors or customers (including patients and their
families):

Giftsthat cannot be accepted are services, loans, discounts, money or
valuable articles. Some examples of these gifts would be a gold watch, an
interest free loan, any cash, check or money order paid to an individual
employee. You are required to report any offer or acceptance of this type of
gift or gratuity to the Compliance Department.

Giftsthat can be accepted include articles of nominal value that vendors
give as sales promotions, holiday remembrances, or reasonable entertainment.



Some examples of these nominal gifts would be cookies, candy or other food
treats to celebrate the holidays; sales promotional items such as key rings,
notebooks, pens, pencils; or reasonable entertainment such as going out to
lunch or dinner.

Y ou should review the administrative policies for other types of conflict of
interest. If you are unsure if something is considered a“conflict of interest,”
contact the Compliance Department for guidance.

If you have questions regarding the specific policies that apply to you, please contact the
Compliance Department.

Reporting “ Wrongdoing”

Although the Compliance Department has oversight responsibility for ensuring that our
Compliance Plan is followed and ensuring that we are complying with appropriate
regulations, it isimportant to remember that complianceis everyone' sresponsibility.
All employees have an obligation to report any actions they believe are violations of the
Corporate Compliance Plan, state or federal laws or the regulations or policies of LLU,
LLUMC, LLUBMC and LLUHC. The Institution then has an obligation to investigate
and address those concerns.

Y ou can report a compliance concern in two ways.

1. Cdl the Compliance Department at extension 66455.
2. Cal the Employee Compliance Reporting Line at (800) 249-9953. Thistelephone
number is also published in the campus tel ephone directory.

The Employee Compliance Reporting lineis a special compliance reporting number,
answered by a contracted vendor, that has been established to report compliance
violations which you feel you cannot report to your supervisor. Employees may remain
anonymous when reporting violations. Examples of wrongdoing that you would report
on thisline include:

» Fasifying abill or amedical record

* Improper possession or use of medications or drugs

* Fraud

* Bribery

* Embezzlement

* Violations of environmental or workplace safety laws

» False statements to the government and/or accrediting agencies (JCAHO)

If you decide to report a concern anonymously, please provide specific details regarding
your concerns so that the issue may be appropriately investigated. Additionally, the
person taking your call will provide you with areport number aswell asacall back date.
This serves two purposes:



1. It alows you to remain anonymous and still receive a response regarding your
concerns.

2. It adlowsusto address any additional questions we may have with you viathe hotline
while still protecting your anonymity.

All reports of wrongdoing will be thoroughly investigated and appropriate corrective
action will be taken, if necessary.

Employees will never be punished just for reporting what they reasonably believed to be
an act of wrongdoing or aviolation of the Compliance Plan or the Code of Conduct.
However, an employee may be punished for knowingly making afalse report and an
employee whose report of misconduct contains admissions of personal wrongdoing will
not be guaranteed protection from disciplinary action.

If an employeeisfound to bein violation of the Compliance Plan, disciplinary
procedures, up to and including discharge, may be instituted.

Copies of the Compliance Plan

Medical Center employees can obtain a copy of the Hospital Compliance Plan by calling
the Compliance Department at (909) 558-6455 or extension 66455. Faculty physicians
can obtain a copy of their group specific Compliance Plan by contacting their
Physician Group Compliance Officer.

Physician Documentation and Billing Requirements

It isthe policy of the Loma Linda Entities that all documentation for clinical services be
recorded in accordance with the standards outlined by the Medicare program except
where the Medi-Cal program establishes standards that are more stringent in scope.

E&M Services Documentation and Billing Without Regard for Resident
I nvolvement

Billing Requirements
Evaluation and Management services provided by LLU faculty physicians may be billed
to patients or third-party payers only under the following circumstances:

1. Theserviceis medically necessary for the care of that patient and/or is
screening approved for payment by the patient or by the payer.

2. The service meets the definition, and contains all of the requisite
components of an evaluation and management (E& M) service as described
in the current edition of CPT and the CMS (FORMERLY HCFA)/AMA
Documentation Guidelines



Only services actually provided may be billed (no-shows may not be billed). See
operating policy or contact the Compliance Department for conditions required for billing
patient no-shows.

Documentation Requirements

1. Every physician who provides or supervises the provision of servicesto a patient
shall be responsible for the correct documentation of the services that were rendered.

2. Except as set forth in the documentation guidelines with respect to patient histories,
e.g., ROS and PFSH, the required documentation must be entered in the record or
dictated personally by the physician.

3. Documentation entered personally by the physician must be legible. Illegible entries
will be considered to constitute missing documentation.

4. Such documentation shall include documentation of all of the elements of each
service provided. Each physician shall be responsible for acquiring aworking
knowledge of the key components and the elements comprising those key
components of the E/M services that he or she routinely provides or supervises. For
the purpose of this obligation, those elements are the elements of the patient history,
the physical exam and the medical decision-making that determine the CPT code to
be assigned to the physician service.

5. Each physician shall be responsible for assuring that the medical record for every
patient for whom the physician provides, or supervises the provision of, E&M
services includes appropriate documentation of the applicable key components of the
E&M service provided or supervised by the physician. For purposes of this provision,
key components are the patient history, physical examination and medical decision
making. Components such as time, counseling, and coordination of care need only be
included where they contribute to or determine the CPT code assigned to the service
or are important to the subsequent treatment of the patient.

E&M Services Documentation and Billing With Resident Involvement - Medicare
and Private Payers

Billing Requirements

A. Inaddition to assuring that all of the components for the E/M services furnished
during an encounter have been performed and recorded in the patient record, the
teaching physician is responsible for (1) being physically present during the resident's
performance of al of the key components of the E/M service billed personally, or (2)
repeating the key elements of the key components of the service provided by the
resident in order to submit claimsto third-party payers for reimbursement of
professional services.



1. With the exception of psychiatric services, "present” means being physically
present in the same room and observing the resident’s activity. For psychiatric
visitsinvolving residents, the presence requirement may be met by using one-
way mirrors or glass or by live video.

2. If the teaching physician was not present when the resident performed the
history and physical, in order to bill for the services rendered, the teaching
physician must:

» confirm the history with the patient; and
» re-perform key elements of the physical.

3. If theteaching physician neither re-performed key elements of the
resident’s services nor was present when they were performed, no bill is
to be submitted for services by the teaching physician and no charge
captureform isto be completed for the resident’s services.

4. For time-based services, such ascritical care, it is only the teaching
physician's time that is counted and documented. None of the resident'stime
may be counted for billing purposes.

Documentation Requirements

A.

In all cases, the medical record shall accurately reflect the actual involvement of the
teaching physician in the care and treatment of the patient.

For purposes of payment, E/M services billed by teaching physicians require that they
personally document at least the following:

e That they performed the service or were physically present during the key or
critical portions of the service when performed by the resident, and
» The participation of the teaching physician in the management of the patient.

Documentation by the resident of the presence and participation of the teaching
physician is not sufficient to establish the presence and participation of the teaching
physician. The combined entries of the teaching physician and the resident constitute
the documentation for the service and together must support the medical necessity of
the service.

Common Scenarios for Teaching Physicians Providing E/M Services
Scenario 1. The teaching physician personally performs all the required € ements of

an E/M service without aresident. In this scenario, the resident may or may not have
performed the E/M service independently.




In the absence of a note by a resident, the teaching physician must document as he or
she would document an E/M service in a non-teaching setting.

Where aresident has written notes, the teaching physician’s note may reference the
resident’ s note as outlined in the minimally acceptable documentation examples
below.

Minimally acceptable documentation examples for Scenario 1:

Admitting note: “I performed a history and physical examination of the patient and
discussed his management with the resident. | reviewed the resident’ s note and agree
with the documented findings and plan of care.”

Follow-up visit: “Hospital Day #3. | saw and evaluated the patient. | agree with the
findings and plan of care as documented in the resident’s note.”

Follow-up visit: “Hospital Day #5. | saw and examined the patient. | agree with the
resident’ s note except the heart murmur islouder, so | will obtain an echo to
evaluate.”

Scenario 2. Theresident performs the elements reguired for an E/M servicein the
presence of, or jointly with, the teaching physician and the resident documents the
service.

In this case, the teaching physician must document that he or she was present during
the performance of the critical or key portion(s) of the service and that he or she was
directly involved in the management of the patient.

The teaching physician’s note should reference the resident’ s note.

Minimally Acceptable Documentation Examplesfor Scenario 2:

Initial or follow-up visit: “I was present with resident during the history and exam. |
discussed the case with the resident and agree with the findings and plan as
documented in the resident’ s note.”

Follow-up visit: “I saw the patient with the resident and agree with the resident’s
findings and plan.”

Scenario 3: Theresident performs some or all of the required e ements of the service
in the absence of the teaching physician and documents his/her service. The teaching
physician independently performs the critical or key portion(s) with or without the
resident present and, as appropriate, discusses the case with the resident.

In this instance, the teaching physician must document that he or she personally saw
the patient, personally performed critical or key portions of the service, and
participated in the management of the patient.

The teaching physician’s note should reference the resident’ s note.



Minimally Acceptable Documentation Examplesfor Scenario 3:

Initial visit: “I saw and evaluated the patient. | reviewed the resident’ s note and
agree, except that picture is more consistent with pericarditis than myocardial
ischemia. Will begin NSAIDS.”

Initial or follow-up visit: “I saw and evaluated the patient. Discussed with resident
and agree with resident’ s findings and plan as documented in the resident’ s note.”
Follow-up visit: “See resident’s note for details. | saw and evaluated the patient and
agree with the resident’ s findings and plans as written.”

Follow-up visit: “I saw and evaluated the patient. Agree with resident’s note but
lower extremities are weaker now 3/5; MRI of L/S spine today.”

The above examples of minimally acceptable documentation could be used in both the
impatient and outpatient setting.

It isimportant to note that the documentation examples above are considered by CMS to
be the minimum amount of documentation necessary for the teaching physician to bill for
an E/M service. Although arguably, the documentation examples above do not say much
more than the UNACCEPTABLE DOCUMENTATION examples below, the CMS
Program Memorandum clearly indicates that the types of documentation listed below will
be considered unacceptable.

E. Examplesof UNACCEPTABLE DOCUMENTATION by the teaching physician to
tie to the resident’ s note.

* “Seen, examined, agree”

o “discussed with resident, agree’
» “agreewith resident’s note’

* “patient seen and evaluated”

The above types of phrases should never be used asthe teaching physician’s sole
documentation for E/M services.

F. If anoteisdictated, written, or electronically recorded by anyone other than the
Teaching physician, the note must specify the name of the person who did the
documentation.

G. When the teaching physician personally performs an E/M service in any department
that has or receives residents, he or she shall use descriptions including the personal
pronoun “1” (e.g., “| obtained,” “I examined”) when describing the service in a note
for the patient record.




E&M Services Documentation and Billing With Resident I nvolvement - M edi-Cal
Billing Requirements

Under Medi-Cal, supervision by the teaching physician of aresident performing
servicesis not sufficient to support billing the MediCal program. The teaching
physician must also render medically necessary direct patient care services. The
teaching physician must actually participate with the resident in delivering (or
repeat) the services to be billed.

Documentation Requirements

A. Inaddition to assuring that all of the components for the E/M services furnished
during an encounter have been performed and recorded in the patient record, the
teaching physician is responsible for personally recording the fact that he or she
provided or repeated key elements of the key components of the service provided by
the resident.

B. The documentation supporting the teaching physicians participation in services to
MediCal patients involving residents must be written or dictated personally and
signed by the teaching physician and must include a description of the history,
physical exam and decision making that substantiates the level of service provided in
accordance with the current CPT guidelines, as well as describing the teaching
physician's participation.

C. Documentation of the teaching physician services provided and billed to the Medi-
Cal program shall include:

1. Progress/operative notes personally written or dictated and signed by the
teaching physician.

2. Progress notes that are separate and distinct from those of a supervised house
staff member, but which may include references to findings by a house staff
member when:

a) The service referenced was also provided by the teaching physician;

b) Itisclear which note and specific item in the note is being referenced,;

c) Thereferenced item substantiates the level of service billed by the
teaching physician; and

d) The referenced house staff findings do not constitute the only form of
documentation/substantiation of the medical care provided by the
teaching physician.

3. Progress notes which detail/document necessary medical treatment
performed directly for the patient by the teaching physician.



4. Progress notes which substantiate the service/level of service provided by
the physician, in accordance with the current CPT-4 and the Medi-Cal
Medical Services Provider Manual.

Surgical and Other Procedural Services Documentation and Billing - Medicare and
Private Payer patients

Billing Requirements

A. No teaching physician shall bill, or cause to be billed, any procedure performed by a
resident unless the physician was personally present in the same room with the
resident and supervising the resident's performance of the key portions of the
procedure. The teaching surgeon is responsible for determining the key portions of
the procedure.

1. For surgery, opening and closing are not key portions of the procedure.
The teaching surgeon need not be physically present during opening and
closing, but rather needs only to be immediately available in the OR
suite, such as within shouting distance of the OR.

B. A teaching physician may not supervise more than two concurrent surgeries. If more
than two concurrent surgeries are supervised, neither one of them is billable.

1. Surgeries may not be scheduled in such away that the key portions
will overlap. If the key portions overlap, the teaching physician may
not bill for either procedure.

2. When supervising two concurrent surgeries, the key or intraoperative
portions may not overlap. All key portions of one procedure must be
completed prior to beginning the second procedure.

3. If ateaching physician undertakes to perform another procedure
during such time as he or sheis "immediately available” for the non-
key portions of surgery he or she shall arrange for another surgeon
who is not covering or immediately available for any other surgery to
cover that non-key portion of surgery.

C. Theteaching surgeon shall determine which postoperative visits are key visits for the
global surgical service and shall be present and document his or her presence during,
or performance of, the key components of those postoperative visits. If aglobal
serviceisto be billed, it is not acceptable for the teaching surgeon to determine that
no postoperative visits are key visits. This policy includes all procedures that have
global service billing requirements, regardless of the length of the global service
period.



. For anesthesia, the preoperative and postoperative visits are not key portions of the
procedure. The key portions are the induction, emergence, and any other critical
portion of the procedure. The anesthesiologist must personally document his or her
presence during the performance of the key components of the service.

. For minor procedures (procedures that typically take only afew minutes to complete
and involve relatively little decision making) the entire procedure is the key portion
and the teaching physician must be physically present for the entire procedure in
order to bill. The teaching physician must personally document his or her presence
during the procedure.

. For endoscopies and other invasive diagnostic viewing the key portion includes the
insertion of the viewing device, the entire viewing and removal of the device.
Presence for this purpose means in the suite or room and not viewing by monitor in
another suite or room. The teaching physician's documentation must include a brief
statement summarizing what he or she saw during the viewing and agreeing with or
revising, the resident’ s note.

Documentation Requirements

A. Whenever a physician personally performs a procedure, or examines and interprets a

diagnostic medium or test, in a department that has or receives residents, he or she
shall describe whatever service was performed using the personal pronoun “I” (“I
performed” or “| examined the specimen and found”) when documenting the service.

B. Whenever aphysician involves aresident in the performance of a procedure, the

supervising physician is responsible for personally documenting the fact of hisor her
presence during, and supervision of, the resident’s activity during such key
componentsin the patient's record. If the resident enters the note describing the
procedure, the supervising physician should also make an entry in the patient record
confirming or revising the resident's note. Special rules applying to the
documentation of teaching physician presence for procedures involving residents are:

1. If theteaching physician was present during the entire procedure, his/her note
should state the same and should document that he/she has reviewed the
resident’ s note and agrees with or revises the note.

2. If the teaching physician was not present during the entire procedure, his/her
note should list the key portions of the procedure for which he/she was
present, document hig/her immediate availability during the non key portions
or who was immediately available, and document he/she has reviewed the
resident’ s note and agrees with or revises the note.

C. When supervising two concurrent surgeries, the key or intraoperative portions may

not overlap. The teaching physician is responsible for documenting his or her



presence during the intraoperative portions of both surgeries and the fact that those
portions did not overlap.

Use of the GC modifier

When a procedure or service for a Medicare patient has been performed in part by a
resident/fellow and is billed by the teaching physician, the -GC modifier should be
appended to the CPT code.

Documentation Requirementsfor Ordering Outpatient Laboratory and Other
Diagnostic Tests

A. When ordering tests, for which Medicare reimbursement will be sought, the physician
should only order tests that are medically necessary for the diagnosis or treatment of
the patient.

1. Generaly, tests ordered for screening or preventive care purposes are not
covered services unless specifically covered by Medicare regulations (e.g.,
mammograms).

2. Testsare considered to be screening tests when a patient displays no
symptomatology or evidence of disease.

3. If screening tests are ordered, they should be specifically stated as such so that
these tests are not submitted to the Medicare Program for reimbursement.

B. A diagnosis or reason for the test (sign, symptom, complaint or appropriate ICD-9
diagnosis code) must be documented on the test requisition or other order submitted
by the ordering physician.

C. When more than one separately billable test is ordered on arequisition, there should
be a correlation of the applicable diagnosis for each of the ordered tests.

Billing for ServicesInvolving Nonphysician Professionals

Generdly, if the Medical Center employs a nurse practitioner and the physician’s group
does not follow specific leasing arrangements to pay for those services, none of the
services provided by that nurse may be billed as “incident to” the physician’s services. If
you have questions regarding this area, please consult with the Compliance Office for
further direction.

Billing for Physician or Institutional ServicesInvolving Investigational Drugs,
Devices, Proceduresor Therapies

There are many complex rules associated with billing in the area of investigationa drugs,
devices, procedures and therapies. Generally speaking, drugs and devices not having



received approval for marketing or an investigational exemption may not be billed to any
governmental payer. Category A devices (and associated servicesif the purpose of the
serviceisto implant or use the device) may not be billed to Medicare and may only be
billed to other governmental programs if prior written approval is obtained and
documented.

Patient Liability and Payment for Non-Covered Services

A. Non-covered services may not be billed to the Medicare program. Non-covered
services include those that are not medically necessary (see “ Definition of Medical
Necessity” page 12 of this document) are custodial care, screening, or are personal
comfort items.

B. Non-covered services may be billed to the patient if al of the following criteriaare
met prior to rendering the service. In such instances, ano pay bill shall be filed with
Medicare.

1. the patient is furnished written disclosure of the anticipated noncovered
service and the estimated charges associated with the noncovered service.

2. the patient signs the above document and agrees, in writing, to be personally
responsible for payment.

Waiver of Co-lnsurance and Deductibles
A. Patientsin federal or state health plans:

Part or al of any deductible or coinsurance may be waived if the following
requirements are met and documented in the patient’ s financial record:

1. thewalver has not been advertised

2. waiversare not routinely offered

3. adetermination has been made that the patient has a financial need for
the waiver or reasonable efforts to collect the payment have been
unsuccessful

B. Patientswith private health care coverage:

Waliver of deductibles or coinsurance is discretionary only if the insurance or
managed care plan involved does not affirmatively require collection or an
attempt at collection. If waiver of coinsurance or deductible is granted, the
financial record must reflect a determination that their insurance or coverage
program does not impose an obligation to attempt collection.



C. Patientswho are admitting physicians or immediate family member s of
admitting physicians:

No waiver of coinsurance or deductible may be offered or given by LLUMC
regardless of insurance or health plan type.

Other Important | nfor mation

When to Bill a Consultation vs. a Visit
Taken from the CM S (formerly HCFA) Program Manua — Medicare Carriers 15506
CONSULTATIONS (Codes 99241 - 99275)

A. Consultation Versus Visit. -Medicare will pay for a consultation when al of the
criteriafor the use of a consultation code are met:

(1) Specifically, a consultation is distinguished from avisit becauseit is provided by a
physician whose opinion or advice regarding evaluation and/or management of a
specific problem is requested by another physician or other appropriate source
(unlessit is a patient-generated confirmatory consultation).

(2) A request for a consultation from an appropriate source and the need for
consultation must be documented in the patient’s medical record.

(3) After the consultation is provided, the consultant preparesawritten report of
hig’her findings which is provided to the referring physician.

B. Consultation Followed By Treatment - Medicare payment may be made regardless
of treatment initiation unless atransfer of care occurs. A transfer of care occurs when the
referring physician transfers the responsibility for the patient’s complete care to the
receiving physician at the time of referral, and the receiving physician documents
approval of carein advance. The receiving physician would report a new or established
patient visit depending on the situation (a new patient is one who has not received any
professional services from the physician or another physician of the same speciaty who
belongs to the same group practice, within the past three years) and setting, e.g., office or
inpatient.

A physician consultant may initiate diagnostic and/or therapeutic services at an initial or
subsequent visit. Subsequent visits (not performed to complete the initial consultation) to
manage a portion or all of the patient’s condition should be reported as established patient
office visit or subsequent hospital care, depending on the setting.

C. Consultations Requested by Member s of Same Group — Medicare will pay for a
consultation if one physician in a group practice requests a consultation from another
physician in the same group practice aslong as all of the requirements for use of the CPT
consultation codes are met. (See 815506A.)

D. Documentation For Consultations-- A request for a consultation from an
appropriate source and the need for consultation must be documented in the
patient’s medical record. A written report must be furnished to the requesting
physician.



In an emergency department or an inpatient or outpatient setting in which the medical
record is shared between the referring physician and the consultant, the request may be
documented as part of a plan written in the requesting physician’s progress note, an order
in the medical record, or a specific written request for the consultation. In these settings,
the report may consist of an appropriate entry in the common medical record. In an office
setting, the documentation requirement may be met by a specific written request for the
consultation from the requesting physician or if the consultant's records show a specific
reference to the request. In this setting, the consultation report is a separate document
communicated to the requesting physician.

E. Consultation for Preoper ative Clearance - Pay for the appropriate consultation
code for a preoperative consultation for a new or established patient performed by any
physician at the request of a surgeon, aslong as all of the requirements for billing the
consultation codes are met.

F. Postoperative Care By Physician Who Did Preoper ative Clear ance Consultation -
Advise physiciansthat if, subsequent to the completion of a preoperative consultation in
the office or hospital, the consultant assumes responsibility for the management of a
portion or all of the patient's condition(s) during the postoperative period, the
consultation codes should not be used. In the hospital setting, the physician who has
performed a preoperative consultation and assumes responsibility for the management of
aportion or al of the patient's condition(s) during the postoperative period should use the
appropriate subsequent hospital care codes (not follow-up consultation codes) to bill for
the concurrent care he or sheis providing. In the office setting, the appropriate
established patient visit code should be used during the postoperative period.

A physician (primary care or specialist) who performs a postoperative evaluation of a
new or established patient at the request of the surgeon may bill the appropriate
consultation code for eval uation and management services furnished during the
postoperative period following surgery aslong as all of the criteriafor the use of the
consultation codes are met and that same physician has not aready performed a
preoperative consultation.

G. Surgeon's Request That Another Physician Participate In Postoper ative Care - If
the surgeon asks a physician who had not seen the patient for a preoperative consultation
to take responsibility for the management of an aspect of the patient's condition during
the postoperative period, the physician may not bill a consultation because the surgeon is
not asking the physician's opinion or advice for the surgeon's use in treating the patient.
The physician's services would constitute concurrent care and should be billed using the
appropriate level visit codes. See §15506F if the physician did a preoperative clearance
consultation.

Definition of Homebound
Taken from the CM S (formerly HCFA) Program Manua — Medicare Carriers 2051.1

Anindividual does not have to be bedridden to be considered as confined to his home.
However, the condition of these patients should be such that there exists anormal
inability to leave home and, consequently, leaving their home would require a



considerable and taxing effort. If the patient does in fact leave the home, the patient may
nevertheless be considered homebound if the absences from the home are infrequent or
for periods of relatively short duration. It is expected that in most instances, absences
from the home that occur will be for the purpose of receiving medical treatment.
However, occasional absences from the home for nonmedical purposes, e.g., an
occasional trip to the barber, awalk around the block, or adrive would not necessitate a
finding that the individual is not homebound so long as they are undertaken on an
infrequent basis or are of relatively short duration and do not indicate that the patient has
the capacity to obtain the health care provided outside rather than in the home.

Generally speaking, abeneficiary will be considered to be homebound if he hasa
condition due to an illness or injury which restricts his ability to leave his place of
residence except with the aid of supportive devices such as crutches, canes, wheelchairs,
and walkers, the use of special transportation, or the assistance of another person or if he
has a condition which is such that leaving his home is medically contraindicated. The
following are some examples of homebound patients:

1. A beneficiary paralyzed from a stroke who is confined to a wheelchair or who requires
the aid of crutchesin order to walk;

2. A beneficiary who is blind or senile and, therefore, requires the assistance of another
person in leaving his place of residence;

3. A beneficiary who haslost the use of his upper extremities and, therefore, is unable to
open doors, use handrails on stairways, etc., and therefore, requires the assistance of
another individual in leaving his place of residence;

4. A beneficiary who has just returned from a hospital stay involving surgery who may
be suffering from resultant weakness and pain and, therefore, his actions may be
restricted by his physician to certain specified and limited activities such as getting out of
bed only for a specified period of time, or walking stairs only once a day;

5. A beneficiary with arteriosclerotic heart disease of such severity that he must avoid all
stress and physical activity; and

6. A beneficiary with a psychiatric problem if hisillnessis manifested in part by a
refusal to leave his home environment or it would not be considered safe for him to leave
his home unattended, even if he has no physical limitations.

The aged person who does not often travel from his home because of feebleness and
insecurity brought on by advanced age would not be considered confined to his home for
purposes of this reimbursement unless his condition is analogous to those above.

Definition of Medical Necessity
Taken from the Medicare Part B Basic Billing Guide, produced by National Heritage
Insurance Company (NHIC), our Medicare Carrier




Medicare will only cover items and services, which are reasonable and necessary for the
diagnosis or treatment of an illness or injury or to improve the functioning of a
malformed body member.

To be considered medically necessary, items and services must have been established as
safe and effective. The items and services must be:

» Consistent with patient symptoms or diagnosis of the illness or injury under
treatment;

» Necessary and consistent with generally accepted professional medical standards (in
other words, not still experimental or investigational);

* Not furnished primarily for the convenience of the patient, the attending physician, or
other physician or supplier;

* Furnished at the most appropriate level which can be provided safely and effectively
to the patient primarily for the convenience of the patient and others .

This means that there are some services for which Medicare does not pay because the
services are non-covered, the services are not considered to be effective and accepted by
the medical profession, and/or the services are not appropriate for the situation or
diagnosis.

In most cases, as a physician, you may collect charges from patients for services that are

completely denied as not covered by Medicare, i.e., general program exclusions. Some

examples of non-covered services are:

* routine physicals

» routine health screenings, such as serum cholesterol screening, hearing tests, diabetes
screening, thyroid function screening, etc.

* most self-administered prescription drugs (except for pneumococcal, influenza,
hepatitis B vaccinations, or immunizations required because of an injury or
immediate risk of infections)

An exception applies when the item or service isfound to be “not medically reasonable
and necessary” and the patient was not given advance notice of the likelihood of
Medicare’' sdenid, i.e., Advance Beneficiary Notice. If payment is denied on the grounds
that the service was unnecessary, the Medicare patient’ s liability is limited and he or she
is protected from having to pay for the service because he or she could not have been
expected to know at the time that Medicare would not pay.

Whenever you provide a Medicare patient with services that you know or believe
Medicare will determine to be medically unnecessary, and thus will not pay for, you are
required to notify the patient in writing befor e performing the service, the reasons you
expect Medicare sdenial. If such written notice is not given, and your patient did not
know that Medicare would not pay, your patient cannot be held liable to pay. Keepin
mind that Medicare will not pay for these charges either.



Therequirement to advise the patient appliesboth to servicesthat you render and
services which you order or refer, such aslaboratory testsand other diagnostic tests
done at aremote site.

For a copy of a sample Advance Beneficiary Notice (ABN), including examples of
acceptable statements of reasons that Medicare is likely to deny payment, please contact
the Compliance Office.

Maternity Care Reminders:

Pain M anagement Services.

California Health and Safety Code 1256.2 states that there cannot be differing standards
of obstetrical care based upon a patient’s source of payment or ability to pay for medical
services. The law statesthat it shall constitute unprofessional conduct within the meaning
of the Medical Practice Act, Chapter 5, for a physician or surgeon to deny, or threaten to
withhold pain management services from awoman in active labor based upon that
patient’ s source of payment, or ability to pay for medical services.

Requirements for minimum hospital stay following birth:

Following anormal vagina delivery, the mother and her newborn child are entitled to a
hospital stay of no less than 48 hours. Following a cesarean section, the mother and her
newborn child are entitled to a hospital stay of no less than 96 hours.

For information regarding exceptions to the time frames for discharge, please consult
with the Compliance Office for further direction.

Questions:

Questions related to compliance issues or additional information about the Compliance
Plan may be obtained by calling the Compliance Office at (909) 558-6455 or extension
66455.



MEDICAL RECORD DOCUMENTATION | SSUES

e Electronic Patient Folder

The Medica Center is committed to improving the flow of patient information through the
establishment of an “Electronic Patient Folder” (EPF) which stores and retrieves patient
documentation using computers, instead of paper. In most cases, reports generated by other
computer systems are being interfaced directly to EPF. Handwritten documentation is being
scanned and saved as an image.

All dictated, transcribed reports are interfaced directly to EPF and physicians are
authenticating them using the computer. All chart completion after discharge is handled via
computer. In order to do this, each physician will need an EPF login with password, and a
PIN number to authenticate documents.

Options for obtaining more information on EPF include:

> Printed Self-Study Materials
» Hands-on Classes
» Individua Coaching Opportunities

Hands-on classes are currently arranged by request only and are designed for groups of 3to 9
people. Individualized coaching is available in the Health Information Management
Department on the 5" floor of the Medical Center.

e Order Writing

Diagnostic Tests: Please remember to provide areason for al diagnostic tests you order.
Thisincludes al requests for such tests as chest x-rays, electrocardiograms, cytology. This
allows the test interpreter to ensure the report answers your specific question. Third party
payers require atest to have areason before they will reimburse for it. Thistechnicaly has
to be an ICD-9 codeable reason. Clinical laboratory tests, e.g., complete blood count,
protime, also require areason and this must be written especially in the ambulatory settings
like the Pediatric Teaching Office, Primary Care Clinic, Family Medicine Clinic, Urgent
Care, and Emergency Department.

Reasons can be either adiagnosis, e.g., CHF or a symptom, e.g., shortness of breath.
However, “rule out” cannot be used as areason. For example, “rule out CHF’ should be
stated as “dyspnea,” if that is the relevant symptom.

The unit secretaries will not take off orders for diagnostic testing that are not accompanied by
an appropriate reason. They have been instructed to page the order writer to have the order
rewritten. Theinvalid order will be circled and flagged for your convenience, so it can be
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rewritten with an appropriate reason. Please do not write in the reason on the original order
because such an order can be “buried” beneath subsequent orders and might be missed. Unit
secretaries cannot accept verbal orders.

Please thank any unit secretary who reminds you of this requirement. ThisisNOT their
ideal By calling your attention to any orders without reasons, they ensure the patient
receives prompt testing. There are signs on the unit to remind you of this policy.

This requirement for reasons applies to private practice, HM O, and academic settings. We
hope the habits you develop will help your practice when you complete your residency
program.

Dating, Timing, Signing: It isarequirement of the medical staff that all clinical entries be
accurately dated, timed, and signed. An electronic signature is the equivalent of aregular
signature and passwords that allow for electronic signatures are not to be used by anyone
other than the person issued the password. When aresident writes orders, the resident’s
signature consists of his/her legible written signature and beeper number followed by the
attending physician under whose direction the order is being written. For example:

Give Tylenol #3 7 tab every 4 hours as needed for severe headache.

John Doe, MD / Daniel Giang, MD
#9367

This allows the medical staff to attribute for medical care activities to the appropriate attending
physician for reappointment and privileging data.
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EMERGENCY MEDICAL TREATMENT
AND ACTIVE LABOR ACT (EMTALA)

Thisfederal legidation isimportant to you because you are seeing and treating patients within
the hospital facilities operated by Loma Linda University Medical Center (LLUMC). EMTALA
first became law in 1986, and is known colloquialy as “the COBRA law.”

First, this legislation represents afederal mandate for every patient who comes to an emergency
department to be examined and certified as not having an emergency medical condition.
Obvioudly, this process may be quite simple, but it also might require consultations from
multiple services as well as extensive diagnostic testing. Failure on the part of the hospital to
fulfill this requirement may result in the hospital’ s removal from the Medicare program, aloss
that would shut most hospitals down. Failure on the part of a consultant to take part in a
necessary evaluation to determine that no emergency medical condition exists may resultin a
$50,000 fine per episode to the individual physician.

Next, transfers out of the hospital to other care facilities, both from inpatient sites and the
emergency department, must meet strict criteria. These criteriainclude physician certification
that the patient is stable, proper arrangements prior to transfer, and patient consent for the
transfer. Failure to fulfill these obligations brings the same fines as noted above.

Finally, because LLUMC is atertiary care facility, we cannot turn away |legitimate requests for a
higher level of care from other facilities, which are unable to provide the care. Our decisions
about these requests for transfer must be based on medical necessity alone and may not take into
consideration the patients’ ability to pay. Again, the same fines mentioned above can be levied if
we fail to meet the law on thisissue.

It isimperative, for your own benefit and the benefit of LLUMC, that these laws are strictly
adhered to. They have been put in place to maintain safety of patients, but the details required in
documenting adherence to the law can be formidable. Y ou must take your on-call
responsibilities serioudly, as failing to respond when on-call will increase your exposure under
thislaw. You must take great care when transferring patients to another facility as the transfer
creates legal exposure by definition. Y ou must never turn away alegitimate request for a higher
level of carefor a patient at another facility.

Thank you for working together as amedical team in taking good care of our patients. If you
have questions after hours about EMTALA, it is suggested you contact an attending in the
Emergency Department. Physiciansin Emergency Medicine have been profoundly impacted by
EMTALA and are willing to answer questions about the law 24 hours a day.



Fraud and Abuse
| ntr oduction

It is estimated that 10% (12 to 23 billion dollars per year) of Medicare costs are wrongly spent
on fraud and abuse incidents. According to the Centers for Medicare and Medicaid Services
(CMYS), formerly HCFA, providers commit 80% of the existing cases of Medicare abuse and
90% of the Medicare fraud cases. In order to reduce these losses, CM S has committed to
combating fraud and abuse by implementing mechanisms for prevention, early detection and
correction.

The Office of Inspector General (OIG) is primarily responsible for Medicare fraud
investigations and provides support to the U.S. Attorney’ s Office for cases that lead to
prosecution. In addition, the OIG coordinates their efforts with other entities such as the FBI,
IRS, Medicaid, and other state agencies. Additionally, Medicare works through the local
Medicare contractors to provide ongoing education to both providers and beneficiaries.

Thistraining is designed to provide education to all of our employees regarding the different
situations that they may encounter concerning potential fraud and abuse within the Medicare
program.

The objectives of this material are to:

Define Medicare fraud and abuse (including examples).

Educate employees on the potential consequences of fraud and abuse.
Teach safeguard measures to help protect against fraud, waste, and abuse.
Discuss Medicare legidative issues.

Discuss how we can appropriately monitor ourselvesto assist in the
prevention of potential fraudulent or abusive behaviors.

ST OO

Fraud

Fraud is defined as the intentional deception or misrepresentation which an individual or
entity makes, knowing it to be false and that the deception could result in some unauthorized
benefit.

Examples of fraudulent activities could include:

1. Billing for services not rendered. Keep in mind that according to Medicare
rules, if aservice wasn't documented, it wasn't done. Thereforeif you provide
careto a patient and do not fully document what services were provided, you
could potentially be submitting afraudulent claim.

2. Signing blank records or certification forms. If you were to sign a blank record
or certification form, that form could be used by another party to obtain
Medicare payment for services not rendered or not medically necessary.

3. Misrepresenting as medically necessary, non-covered services by using
inappropriate procedure or diagnosis code.
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Consistently using procedure/revenue codes that describe more extensive
services than those actually performed - upcoding. For example,
routinely/consistently (a) billing ahigher level E&M service than what is
supported by the documentation in the medical record, (b) billing an
established patient as a new patient visit, (c) billing afollow-up visit asa
consult (d) billing for a 2-view chest x-ray when only asingle view was
performed.

Soliciting, offering, or receiving a kickback, bribe, or rebate. This could
happen if a physician were to receive payment (either monetary or some item
of value) in return for referring a patient to a particular clinic or service.
Using an incorrect or inappropriate provider number in order to be paid. For
example, aprovider billsfor services asif they were his own when the services
were provided by another entity.

Selling or sharing patients Medicare numbers so false claims can be filed.
Offering incentives to Medicare patients that are not offered to non-medicare
patients (e.g., routinely waiving or discounting deductible or co-insurance
amounts).

Falsifying information on applications, medical records, billing statements,
and/or cost reports or on any statement filed with the government.

It should be noted that if a provider failsto correct mistakes and/or return any known
overpayments, he/she may be suspected of fraud.

Abuse

Abuse is defined as the receipt of payment for items or services when there is no legal
entitlement to that payment and the provider has not knowingly and/or intentionally
misrepresented facts to obtain payment.

Examples of abusive activities could include:

1.

2.

3.

o &

Collecting in excess of the deductible or co-insurance amounts due from a
patient.

Routinely submitting duplicate claims. This could be considered abuse even if
it doesn’t result in duplicate payment.

Billing for services grossly in excess of those needed by patients (e.g. billing a
complete lab profile when a single diagnostic test is al that is necessary to
establish diagnosis).

Inappropriate or incorrect information filed on cost report.

Using procedure or revenue codes that describe more extensive services than
those actually performed - upcoding. Examples of upcoding could include:
(@) billing ahigher level E&M service than what is supported by the
documentation in the medical record, (b) billing an established patient as a new
patient visit, (¢) billing afollow-up visit as a consult.

Requiring a deposit or other payment from a patient as a condition for
admission, continued care, or other provision of services.



7. Unbundling or “exploding” charges (e.g., reporting a series of codes when
there is one specific code which describes and includes payment for all
components of the series of codes).

Potential Consequences of Fraud and Abuse

Criminal/Civil Penalties

Defrauding the U.S. Government or any of its programsis afedera crime and doing so may
result in an individual being sent to prison, fined or both. It isimportant to remember that a
provider is ultimately responsible for the actions of his/her staff. This meansthat should a
member of the provider’s staff inappropriately submit a claim to Medicare or Medi-Cal, the
provider would be subject to the same penalties as if he/she committed the inappropriate act.
Criminal convictions usually include restitution, significant fines, and depending on the state,
loss of licensure.

Additionally, the U.S. Attorney may also choose to file acivil lawsuit or settle the case. In
these instances, the provider pays money to the government in the form of penalties and fines.
The penalty received may include the provider excluded from the Medicare and Medi-Cal
programs for a specified time period.

When it has been determined that Medicare laws have been violated, the M edicare and
Medicaid Patient and Program Protection Act of 1987 authorizes the imposition of civil
monetary penalties. The following examples would result in penalties: (1) violation of the
Medicare assignment provisions; (2) hospital unbundling of outpatient surgery costs; (3)
patient “dumping” based on their inability to pay. Penalties for such acts may reach $50,000
per violation, and result in exclusion from the Medicare program for a minimum of 5 years.

Actionsresulting from Kickbacks, Bribes, False Statements, or Rebates

Actions resulting from Kickbacks, Bribes, False Statements, or Rebates are considered a
felony, and if convicted, the penalties can include fines that shall not exceed $50,000 per
violation, or imprisonment that shall not exceed 5 years per violation, or both.

Exclusion Authority
If aprovider has been convicted of a healthcare related offense, the OIG has the authority to
exclude them from the Medicare/Medi-Cal programs. There are two types of exclusions that
exist:
1. Mandatory — Results when a conviction of fraud has occurred.

Examples — Crime related to the Medicare or Medi-Cal programs, or abuse/neglect

of a patient.

A mandatory exclusion has a 5-year minimum.

2. Permissive — Can beissued in cases that do not result in afraud conviction,
provided certain conditions and requirements have been met.
Examples — Theft, embezzlement, obstruction of justice, submission of excessive
claims, furnishing unnecessary services, or default on health education loans, or
the unlawful manufacture, distribution, or dispensing of a controlled substance.



Individuals or entities excluded from the Medicare program are identified on a sanctioned
provider list developed by the OIG. Thislist should be checked before adding a provider to a
physician group or medical staff, purchasing or considering involvement in amedical facility
or other entity that may seek payment from Medicare. The OIG exclusionslist is accessible
on the internet at: TP /7EXCIUSIONS.01.NNS.GOV/COI-DITY 0Ig_COUNter . i Currently, LLUMC
has a process in place to check all employees, vendors and contractors against the OIG
exclusion list.

Contractor and CM S Actions

In addition to the actions taken by the federal government, Medicare contractors (e.g., Blue
Cross, NHIC, Mutual of Omaha) and CM S have aresponsibility to ensure that all clams paid
are appropriate. Medicare contractors (with authorization from CMS) may impose the
following sanctions on those individuals who abuse the Medicare program:

Action Initiated By

Provider education and warning Contractor

Revocation of Assignment privileges CMS

Withholding of Provider’s Medicare Contractor with instruction from CMS
payments and recovery of Medicare’s
overpayments

Exclusion of Provider from the Medicare OIG
program. Posting of the Provider’s name on
national Sanctioned Provider list that is
sponsored by the U.S. government

Safequards
Do You Then
Use a billing service or consultant? » You are till ultimately responsible for the

accuracy and validity of your claims

» Youmust still stay current with
governmental regulations (Once a
regulation has been published, you are
responsible for its content regardless of
whether or not you have read the
publication.)

» You should conduct periodic auditsto
determine the job being done by the
department or billing service

Provide services to Medicare beneficiaries? » You must be aware of the services
covered by Medicare

» You must recognize what services are
medically necessary and reasonable for
the patient’ s condition

» Follow Medicare guidelines and



http://exclusions.oig.hhs.gov/cgi-bin/oig_counter.pl

procedures when documenting or
reporting services

» Veify theidentity of the person
presenting for treatment

It isthe provider of service who is ultimately responsible for the verification of the identity of
each patient receiving services from them. If services are rendered to a beneficiary
impersonator, providers may be liable for an overpayment. Medicare receives thousands of
calls and letters from beneficiaries reporting lost or stolen Medicare cards. Beneficiary
impersonators are becoming more common as the cost of health care rises. Because of this, it
iswise for providers to implement measures that will decrease the likelihood of providing
care to anon-beneficiary, e.g., request picture ID

Approximately 6% of al claimsfiled to Medicare are denied as duplicate claims. Medicare’s
expectation is that this rate should be less than 1%. Since Medicare views duplicate claim
submission as abuse, it isin the provider’s best interest to implement systems that eliminate
this.

Medicare regulations are such that most hospitals are paid a pre-determined amount for care
of an inpatient. This pre-determined amount is referred to asa DRG (Diagnosis Related
Group) and is based on the diagnosis that the patient was treated for while in the hospital.
With afew exceptions, it doesn’'t matter if a patient was in the hospital for 1 day or 10 days,
payment for treating the patient would be the same, based on the particular DRG. Since there
are occasions where a patient is admitted, stabilized, and transferred to another hospital, a
payment methodology was developed for these situations. Rather than be paid an entire DRG
amount, the transferring hospital is paid a per diem (daily) amount, not to exceed the full
DRG amount. The discharging hospital, however, receives full DRG payment. Given the
potentially large difference in payment amount between a “transferred” patient and a
“discharged” patient, the OIG has taken an interest in thisissue. Therefore, it isimportant for
providers to develop policies and procedures that detail the process for determining the proper
discharge status code.

Non-covered services are those which are not recognized as payable by Medicare. As such,
the patient is responsible for payment. Some examples are: routine physicals or screenings,
outpatient oral medications, self-administered drugs, cosmetic surgery.

Under section 1862(a)(l) of the Medicare Law, Medicare will only pay for services that it
determines to be “reasonable and necessary.” In the event that Medicare determines a
service(s) to be not “reasonable and necessary,” it is permissible for the patient to be charged,
provided they have received/signed an Advanced Beneficiary Notice (ABN) from the
provider PRIOR to the service being provided.

L egidative ltems

The False Claims Act prohibits knowingly filing afalse or fraudulent claim for payment to
the government, knowingly using afalse record or statement to obtain payment on afalse or




fraudulent claim paid by the government, or conspiring to defraud the government by getting
afalse or fraudulent claim allowed or paid.

The Anti-Kickback Statute prohibits soliciting, receiving, offering, or paying for goods or
services which may be payable, in whole or in part, by Medicare or Medi-Cal.

The Safe Harbor s Provision protects certain groups from criminal prosecution and/or civil
sanctions for actions which may appear as unlawful or inappropriate according to Medicare
law.

The Health Insurance Portability and Accountability Act (HIPAA), also referred to asthe
K ennedy-Kassebaum bill, was signed into law in August of 1996. There are a number of
provisionsto this Act, several of which are of interest to the healthcare community:
¢ Administrative Simplification requires al healthcare providers and health plans
that engage in electronic transactions to use a single set of national standards and
identifiers. Electronic health information systems must meet security standards.
This should result in more cost-effective el ectronic claims processing and
coordination of benefits.
¢ Protection of health insurance coverage for workers and their families when they
change or lose their jobs. This includes an estimated 25 million Americans.
¢ Significant changes to anti-fraud and abuse activities. These changes will occur
through the following mechanisms — Medicare Integrity Program (provides review
and audit activities); creation of programs encouraging beneficiaries to report
fraud and abuse; issuance of advisory opinions; establishment of a national data
bank to record information about those who have committed fraud or abuse.

The Balanced Budget Act (BBA) of 1997 isafar-reaching law that when coupled with
HIPAA provides additional legal weapons against fraud, abuse and waste in federa healthcare
programs. In particular, the Act includes the following:
¢ Exclusion from the Medicare/Medicaid programs for at least 10 years (potentially
permanent exclusion, depending on circumstances) for conviction of a health care
related crime.
¢ Authority to refuse to enter in agreements, or terminate an agreement, with
providers who have been convicted of afelony under federal or state law.
¢ Enforcement of civil monetary penalties of up to $10,000 for contracting with, or
attempting to contract with, an individual or entity that has been excluded from a
federal healthcare program.
¢ Penalties of up to $50,000 plus up to 3 times the amount of remuneration offered,
paid, solicited or received, for each violation of the anti-kickback provisions.
¢ Beneficiariesright to itemized statements. Failure to supply the statement within
30 days of the request may result in afine of $100 for each unfilled request.
¢ Creation of a new health insurance program designed to provide health benefits
coverage to certain uninsured, low-income children who are not eligible for the
Medicaid program.
¢ Penalties of up to $25,000 for health plans that fail to report adverse actions as
required under HIPAA'’s healthcare fraud and abuse data program.



Physician Self Referral Laws (commonly referred to as the Stark Law) prohibit a physician
from referring a Medicare or Medi-Cal patient to an entity for the provision of certain
“designated” health servicesif the physician or afamily member has afinancial relationship
with that entity. Examples of “designated” health services are: 1ab, physical therapy,
occupational therapy, Durable Medicare Equipment (DME), home health services,
prosthetics/orthotics. There are exceptionsto the Stark Law that exist; however, given their
limitations and conditions, it is advisable to seek legal counsel for clarification.

More detailed information regarding the topics discussed in this training can be found in the
Medicare booklet titled “Medicare Fraud & Abuse: A Practical Guide of Proactive Measures
to Avoid Becoming aVictim.” To review acopy of this booklet and/or a video presentation,
please contact the Compliance Department at x-66455.



Health Insurance Portability and Accountability Act (HIPAA)

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) was originaly
Intended to accomplish two main purposes. 1) making one’ s insurance “portable,”
meaning that if you changed employers and were previously covered under a group
policy with your prior employer, your new employer would have to waive any pre-
existing requirements within their plan; and 2) holding providers more “accountable’ by
increasing the federal government’ s fraud enforcement authority.

Because this was popular legidation, it was added to and amended as it moved through
Congress. One of the items that was added was the Administrative Simplification
Section. Thisisarguably the most significant part of the legislation and the portion of the
legislation that will most impact us here at Loma Linda University Medical Center
(LLUMC).

Although there are many provisions within the Administrative Simplification Section of
HIPAA, the information below will be limited to the area that will have the most impact
on you as a physician — the Patient Privacy provisions.

Patient Privacy

Prior to HIPAA, there were no comprehensive federal laws to protect the privacy of
patient identifiable information, specifically individual’s information that is contained in
the patient’s medical record. Although California has had laws to protect patient’s
medical information, there were many inconsistencies from state to state. The HIPAA
Privacy Laws aimed to fill the gapsin the inconsistent states' laws with new federa laws.

Patient Rights:
The Privacy rules give patients the following rights related to their medical information:

* Theright toinspect and copy their medical records.
This means that a patient can view their original record and obtain copies of that
record or in some cases, receive asummary of their record. Because thisis currently
required by California state law, this portion of the regulation will not have a
significant impact on LLUMC.

* Theright torequest amendmentsor correctionsto their medical record.
This means that patients, after reviewing their medical record information, can
request changes to any information they feel isin error or may not be complete.
The covered entity, e.g., hospital, is not obligated to amend or otherwise update the
patient’s record if they disagree with the amendment the patient is requesting;
however, a detailed process has been put in place to appropriately respond the
patient’ s amendment requests.



Theright to a notice of infor mation practices.

This means that patients have aright to be informed about how a covered entity
discloses their protected health information (PHI) and what rights they have regarding
their own information. HIPAA also requires a covered entity to notify patients 30
days prior to the implementation of a policy/procedure change related to the
disclosure of information. All individuals (except inmates) have aright to receive a
notice from any covered entity that communicates their privacy practices. The person
does not have to be a patient or customer of a covered entity.

Theright to an accounting of disclosures.

This means that a patient has the right to request and receive an accounting, or listing,
of how hisor her information was disclosed in the six years prior to the date they
requested thisinformation. HIPAA requires that a covered entity “act on” the
individual’ s request “no later than 60 days after receipt of such arequest.” Thereis
an allowance for a 30 day extension and an entity may not charge a patient for
providing thisinformation if it is not requested more often than once every 12
months.

In order to provide the required accounting of disclosures, it isimportant that
LLUMC’ s policy regarding the release of patient information, be followed.

Patient Protections:

The Privacy rule states that in order for the patient to control “accessto” and
“disclosure of” hig’her protected health information, the patient is provided with the
following protections:

1. Theright to specifically authorize the use or disclosure of their protected health
information for purposes other than treatment, payment, or healthcare operations.
An authorization must be written in specific terms and allows use and disclosure
of PHI for purposes other than those covered by the consent.

Use — applies to sharing PHI within an entity, e.g., reviewing medical record
information with another employee.

Disclosure — appliesto sharing PHI outside of the entity, e.g., reviewing medical
record information with a physician from Redlands Community Hospital.

2. Theright to agree or object to certain uses or disclosures of their protected health

information, e.g., printing the patient’s name in the facility directory, disclosure
to the clergy, notification of relatives.

What areyou responsible for?

Confidentiality and security of patient identifiable information in any form — verbal,
written, and electronic.

Protected Health Information (PHI) is any individually identifiable information,
including demographic information, that identifies an individual or where thereisa



reasonabl e basis to believe the information can be used to identify the individual and
meets any of or all of the following criteria:

» Iscreated or received by a healthcare provider, health plan, employer, or
healthcare clearinghouse

» Relatesto the past, present, or future physical or mental health or condition of an
individual

» Describesthe past, present, or future payment for the provision of healthcare to an
individual

PHI is not limited to health information that is maintained or transmitted
electronically. These regulations aso apply to information conveyed on paper or via
the spoken word.

Examples: Computer databases
E-mail
Phone
Dictation
Faxes
All patient records (including notes on PDAS, clipboards, etc.)
Rounds
Case Conferences
Elevators
Dinner Table

No one other than one whom is directly involved with a patient’s careisto have
access to the patient’srecord or information of any kind regarding his/her
treatment.

How do we protect infor mation?

Establish a“need to know” before discussing patient confidential information with
anyone.

Prevent access to information by unauthorized persons:

* Log off computers

* Protect your computer access password; do not give it out

» Clear your work or desk area of all papers before leaving

* Do not discuss confidential information in areas where it can be overheard
* Becautiousin providing information requested by phone callers

» Properly discard paperwork that contains confidential information

» Establish aneed to know before discussing patient information



Penalty for Violations

The risks of non-compliance with the HIPAA regulations vary depending upon the
type of violation and depending upon whether or not it is determined that the
violation was intentional or unintentional.

Penaltiesfor unintentional violations:
e Finesof $100 per violation, up to atotal of $25,000 per year

Penaltiesfor intentional violations:

* Finesof up to $50,000 and/or imprisonment of up to one year

* Finesof up to $100,000 and/or imprisonment for up to 5 yearsif the violation is
committed under “false pretenses’

* Finesof up to $250,000 and/or imprisonment for up to 10 yearsif the violation is
committed with the intent to sell, transfer or use individually identifiable
information for commercial advantage, personal gain, or malicious harm.
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INFORMATION SECURITY AND CONFIDENTIALITY

LLUMC Policies Associated With This Competency

For a comprehensive list of LLUMC Policies related to Information Security and Confidentiality, please see the
section at the end of this Competency.

The Importance of Confidentiality

As an employee of Loma Linda University Medical Center (LLUMC), you are entrusted with confidential
information of all types. With this trust comes the responsibility and obligation to ensure that the information is used
only for its intended purpose. Because patients and family members place a tremendous amount of trust in us, we face
ever-increasing scrutiny of the measures we take to ensure confidentiality. Any misuse of confidential information or
violations of our confidentiality policies could destroy our patients' trust in us, and impact our employees’ ability to do
their jobs.

Virtually every department and unit must be held to the utmost of security and confidentiality. And while most
employees do not have access to all information, all information obtained and handled as part of every job done in our
institution must be considered to be confidential. Thus the responsibility to acknowledge and maintain information
security and confidentiality applies to all employees and volunteers.

In fact, everyone who begins work in our institution is required to sign a Confidentiality Statement. By signing
the form the employee agrees not to disclose, or discuss, confidential information with anyone unless administratively
approved and necessary during the course and scope of his/her employment. We have the same expectations for
physicians, business partners, and any other person working for us in or out of the Medical Center.

Confidentiality And The Law

Certain federal and state laws require that information is correct and used appropriately. These laws protect a
person’s right to privacy; prohibit violations of copyright, patents, and trade secrets; and prohibit unauthorized computer
access to certain types of information. California also has specific regulations concerning several categories of patient
information such as mental health records, victims of violent crime, and HIV status.

¢ California Code, Title 22, section 70707 on patient rights, declares that a patient has the right to confidentiality
of all communication and records pertaining to his or her care and hospital stay.

+ California Welfare and Institutions Code, section 5328, states that disclosure of any information about
psychiatric and/or substance abuse patients is prohibited. In part, this means that healthcare providers caring for these
types of patients cannot disclose whether or not the person even exists as a patient in these kinds of facilities.




¢ California Civil Code, section 56.16, “allows hospital personnel to release patient information at their
discretion.” However, LLUMC has adopted its own policy of cooperation with the news media. Since September of
1991, “in the interest of safety for the patient and the hospital staff, the Medical Center has imposed confidentiality on all
victims of violent crime. The patient’s name [should] not even appear on the hospital census.” In fact, no information
of any kind should ever be given to the media by an unauthorized LLUMC employee.

¢ California Evidence Code, sections 990-1007, describes “Physician-Patient Privilege." All conversations
between a patient and his or her physician, and any conversations overheard regarding any other patient, are considered
strictly confidential. This mandate is also true of written patient information.

¢ California Civil Code, section 56.10, discusses our responsibility to maintain the “Confidentiality of Medical
Information." It describes the only situations in which disclosure of medical information by healthcare providers is
appropriate, and only then to authorized individuals involved in the situation:

= Diagnosis and treatment = [nvestigation = Litigation
= Billing or payment = Arbitration = Research
= Emergency care and communication = Accreditation

Types & Forms of Information

There are many types and forms of information that must be protected from loss, unauthorized changes, and
disclosure. The following are examples of the types of information needing protection:

+ Patients’ medical records and charts — this includes medical information about employees who are also patients
and the information below:
= Patients’ medical history
= Patients’ diagnoses and treatment
= Patients’ laboratory results
= Patients’ financial information
+ Information in a patient’s file regarding family matters
¢ Medical Center committee communications
¢ Medical Center financial information
* Medical Center compensation/salary information
+ Scientific or medical research information
+ Information contained in employees’ personnel files (in HRM and/or department/unit files)

Information is one of our most valuable assets, and can appear in many forms, including the examples below.
Each employee is responsible to protect information and maintain confidentiality, whether or not they work directly
with patients.

= Conversations = Recyclable trash
= Computer records = Letters, memos, and reports
= Word processing documents = Diskettes, microfilm and microfiche



Protecting Information

It is easy to become careless about the information we handle in our work area because we have authorized
access to this information. But just as we should familiarize ourselves with LLUMC procedures and fire safety rules, we
need to know what to do to protect ourselves and others from a breach of confidentiality and/or break in information
security. It is even more important to prevent access by unauthorized persons. Here are some ways to protect the
security and confidentiality of information:

@ Be very cautious in providing information requested by phone callers
+ Verify the identity of the caller if possible — if not possible tell the caller you will call them back
* Verify the caller's need to know the requested information — refer any unusual requests to a supervisor
+ DO NOT give out any unauthorized information — if you are not sure...ASK your supervisor
+ Be aware of other people in the area who could overhear your conversation

@ Protect computerized information from general viewing and unauthorized access

@ Protect your computer access password
¢ DO NOT share it with anyone
+ Immediately change a password you suspect may have been stolen
+ Sign-off or log-off when you have completed your computer tasks

€ DO NOT discuss confidential information in areas where it can be overheard
+ Inside or outside of cafeterias
+ Inside of, or waiting for, elevators
+ In patient waiting areas or on the phone in general access hallways or meeting rooms

Additionally you must:

@ Establish “need-to-know” before discussing information with co-workers and others

@ Politely challenge unauthorized visitors or other curiosity-seekers

@ Appropriately label confidential or sensitive documents

@ Clear your work or desk area of all papers at the end of the day

@ Lock sensitive documents in a drawer, cabinet, or safe (if available) — keep the access keys hidden
@ Properly discard any paperwork that contains confidential information — such as shredding

AND REMEMBER...

@ DO NOT access any information (including computerized, written or otherwise) about other
employees, patients who are also employees, or your own family or friends who are also patients
(breaches of information security and confidentiality of this type are the most common).



Protecting Computer Information

Computers are used throughout the institution to input, print out, change, re-arrange, and store all kinds of
information as noted in the previous sections. If you have computer access, your password gives you access to multiple
sources of information, and is intended for your work use only. You are responsible for any access made under your
user ID and password. If you work with a computer system, here are some of the ways you can protect both the
computerized information and your password access to this information:

€ Make sure that anyone using a computer terminal in your area is authorized to do so
@ When confidential or sensitive information is on the screen, be sure that no one else can view or see it
@ Be sure to sign-off or log-off when you leave the computer terminal, or you have completed your computer
tasks...even if you plan to return to the computer, or continue to work in just a moment
@ Protect your password
+ DO NOT allow anyone to borrow it, even once
* Change your password periodically
¢ Change your password immediately if others now know it
¢ Choose hard-to-guess passwords
¢ Enter your password in private
€ ONLY access computerized information that is necessary for your job tasks...this does not include
access of information for personal use or curiosity.
@ If you need to allow someone access to your computerized information while you are away or on vacation,
arrange for your supervisor to access the information.

Internet Useage

Computer usage may include the need to access internet Web sites for the purpose of research, etc. While "Web
browsing" can be an important and necessary task in your position, it is vital to understand your responsibilities when
accessing these sites.

B You are responsible for all transactions, including browsing, that take place while you are signed on to the
computer under your computer access password.

B Browsing the Internet and/or Web must be limited to that necessary for your job.

B Web sites that contain any form of pornography must be avoided (and especially not attached to e:mail
messages). If these sites are accessed and viewed for a length of time, you may be subject to disciplinary
action up to, and including, termination from the job.

Emplovees As Patients

A person’s treatment and recuperation are very private matters. Even a well-meaning intrusion is a breach of
confidentiality unless the person has indicated that visits, cards or calls are welcome. Unless you know for sure that a
co-worker wants attention, you must respect and maintain the information security and confidentiality of that employee.
Not doing so may cause stress or embarrassment to the employee patient.

This policy also applies to celebrities we may have as patients in our institution. As professionals, we owe it to
these patients not to intrude upon their privacy and in their personal lives. To care for these patients is a privilege, not a
right.



Breaching Information Security/Confidentiality - Examples

Contrary to what you might think, most information security and confidentiality breaches are NOT due to
criminal intent. In general, most are due to carelessness, sometimes even due to good intentions. Please read through the
following examples:

1. You are standing in line in the cafeteria when a colleague walks past. The colleague is a person
knowledgeable about a treatment you are using with a patient, so it is a good opportunity to discuss questions you have
regarding this treatment. You begin discussing your patient’s treatment in this very public place. This is a clear breach
of confidentiality...even if a patient's name is never mentioned.

2. You loan a computer disk to a person in another office, forgetting that there is information on the disk which
details a personnel problem you are having with a colleague. Even if the person to whom you have loaned the disk does
not access the file, information security and confidentiality has been breached by not appropriately labeling and
storing the sensitive information.

3. Ata party in your neighborhood, someone mentions that a famous entertainment personality is in the Medical
Center for tests. They share the fact that this person smokes, which is surprising given his public support of a nationwide
non-smoking campaign. To share the patient’s name is the first breach of confidentiality. To share the patient’s health
information is the second breach of confidentiality.

4. As you are emptying a recycle trash bin, you notice some information about an employee who is about to be
terminated due to scandalous circumstances. You stop to read the information about this termination process. The
person who "threw away" this information should have taken greater care in destroying highly sensitive information.

This is the first breach of information security and confidentiality. However, just because information is thrown
away, does not mean it is available for reading. This is the second breach of information security and confidentiality.

Breaching Information Security/Confidentiality — Taking Responsibility

Inappropriate use and/or disclosure of confidential information is not only harmful to patients and the Medical
Center, it will result in disciplinary action up to, and including, termination from the job. Whether you work on the
facility grounds, with paper records, on a computer terminal, or spend most of your day on the phone or with patients,
you are part of the Medical Center’s information security and confidentiality system.

If you should observe or overhear a breach of information security and confidentiality, you should first mention it
to the people/person involved — they may not realize what they are doing. If this does not help, it is important to
immediately inform your supervisor, manager, or the Information Systems Security Administrator. Remember that each
of us is responsible for maintaining information security and confidentiality.

Policies Associated With This Competency

Per LLUMC Policy A-49, “the following related documents, policies and procedures shall be used for further and
specific guidance for information security at the Medical Center.” Please see the next page for the start of the list.
NOTE: Many of these policies may have changed.



GENERAL MANAGEMENT

e A-7 Retention of Documents

* A-24  Subpoenas, Depositions, Witnessing

* A-9 Release of Patient Information to News Media

* A-27 Inventions, and Patents — Intellectual Properties

* A-10 Confidentiality of Patient Information

* A-41 Contract and Document Control

* A-19 Publications

* A-42  Fax Security

* A-22 Photography

* A-43  Use of Computer Internet Services

e A-23 Political Activities

* A-44  Videotaping/Media Materials Production in the Medical
Center

FINANCE

* C-1 Authorization for the Expenditure of Funds

* C-11 Asset Trade-In

* C-2 Transfer of Authorized Signature Power for Expenditure of
Funds

* C-12 Leases — Medical Center as Lessee

* C-3  Operating Budget

* C-13 Leases — Committing the Medical Center as Lessor

* C-4 Budget Variances

* C-18 Cash management and Investment

* C-6 Notes Payable

* C-21 Maintenance Agreements Authorization

* C-10 Restricted Fund Expenditure processing

MEDICAL RECORDS

¢ D-1 Faxed Medical Information Material

* D-6 Authentication of Medical Records

* D-2 Use of Rubber Stamp Signatures on Medical Records

* D-8 Release of Patient Records to State Agency Representative

* D-3 Medical Record Completion Requirements

* D-10 Documentation

* D-4 Control of Medical Records

* D-11 Composition of Medical Records

* D-5 Review of Patient Records by Third Party Payors/Reviewers

HRM MANAGEMENT

* [-8 Performance Review

* [-25 Personnel Records

¢ I-11 Grievance and Arbitration

* [-45 Release of Employee Telephone and Address Information

CLINICAL MANAGEMENT

* M-8 Suspected Child Abuse/Neglect

* M-34 Events Involving Patients

* M-9 Nursing Process and Documentation

* M-65 Pre-Operative Assessment

* M-13 Police Cases — Rights of Patients and Responsibilities

* M-100 Authorization for Treatments of Minors Who Lack

of Personnel Capacity to Consent
* M-18 Sterilization Consent Requirements and Responsibilities * M-105 Victims of Adult/Spouse/Partner Abuse and/or Physical Abuse
of Personnel

* M-19 Determination of Brain Death

* M-108 Victims of Adult Rape or Other Sexual Molestation

* M-23 Disposition of Bodies, Body Parts, and Fetal Remains

ADMISSION/DISCHARGE/TRANSFER/PLACEMENT

* O-1 Patient Admission, Placement, and Assignment of Care

* O-17 Patient Admissions To LLUMC

PATIENTS’ RIGHTS

* P-1 Patients’ Rights and Responsibilities

* P-8 Consent for Emergency Treatment

e P-2 Patient Consent

* P-9 Rights and/or Responsibilities of Pediatric Patients,
Parents/Guardians

* P-4 Code Status/Limitation or Treatment for Adults

* P-10 Adult Patient Rights regarding Advance Directives and
Acceptance/Refusal of Medicine

e P-5 California Natural Death Act Declaration

* P-11 Survey of Patient Satisfaction

* P-6 Personal Access to Medical Records

* P-13 Patient Complaints

* P-7 Lanterman-Petris-Sort (LPS) Conservatorships

PROFESSIONAL PRACTICE

* Q-4 Human Studies

* Q-10 Organ/Tissues Donations

* Q-6 Autopsy Requirements

* Q-14 Standardized Practices

* Q-9 Employees witnessing Signatures on Patients’ Personal Legal
Documents

PHARMACY

* R-1 Investigational Drugs

* R-8 Drug Reference Materials on Nursing Units

* R-2 Evaluation of Non-Formulary Medications

* R-18 Patient Instructions for Outpatient Medications

* R-3 Medical Center Drug Formulary

* R-21 Processing Physicians Intravenous Orders

¢ R-5 Controlled Substances

* R-24 Narcotics and Controlled Drugs — Management in Patient




Care Areas

OTHERS
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* Department Policies and Procedures * Other applicable LLUMC policies and procedures
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INFORMED CONSENT PROCESS

What is|nformed Consent?

It isthe duty of the physician to disclose to the patient all material information necessary to enable
the patient to make an informed decision regarding the proposed operation or treatment. Material
information is that information that would be regarded as significant when deciding to accept or
reject a recommended medical procedure.

When a procedure inherently involves a known risk of death or serious bodily harm, it isthe
physician’s duty to disclose to the patient the possibility of such outcome and to explainin lay
terms the complications that might possibly occur.

In other words, the concept of informed consent is premised upon the genera principle that prior to
treatment, the physician has informed the patient of the nature of the procedure, the risks and
complications, the procedure’ s expected benefits or effects, and any alternativesto the treatment
and their risks and benefits.

Who May Give Consent?

e Adult patient deemed competent
* Lega guardian or conservator for adult patient deemed incompetent
*  Parent, legal guardian (with guardianship papers) for minor patient

When is Consent Necessary?

* Genera Rule
The Medical Center may not permit any treatment, without the risk of liability, unlessthe
patient, or a person legally authorized to act on the patient’ s behalf, has consented to the
treatment.

» Emergency Treatment
In the case of a medical emergency, treatment may proceed without the patient’s consent as
long as no evidence exists to indicate that the patient (or legal representative) would refuse the
treatment. Examples are:

¢ Immediate service isrequired to aleviate severe pain.

¢ Immediate diagnosis and treatment of unforeseeable medical conditions are required, if
such conditions would lead to serious disability or death if not immediately diagnosed and
treated.
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What isthe Dur ation of a Consent?

*  Theconsent staysin effect until the patient revokes his/her consent; OR
»  Circumstances change, materially affecting the nature of the risks, benefits, aternativesto
which the patient has consented.

How isthe Consent Process Documented?

Discussion regarding the procedure, risks, benefits, alternatives (informed consent), should be
documented on the * Informed Consent Progress Note.” (See attached.) If use of blood is
anticipated for the procedure or if atype and screen or type and cross is done, the blood transfusion
informed consent must be documented on the back side of the “Informed Consent Progress Note.”
This documentation meets the legal requirements of the Paul Gann Blood Safety Act. Both
documentations must be done by the attending physician or resident who will be performing the
procedure or treatment.

The patient will then sign the “Informed Consent Progress Note” and the “Blood Transfusion
Informed Consent” forms. If the procedure is an emergency in which the patient’ s signature cannot
be obtained, documentation on the same form will include the procedure performed and the reason
the procedure was necessary and will be accompanied by the signature of alicensed physician.

The patient is also required to sign a procedural consent form which will then be witnessed by a
Medical Center employee, not the physician (see attached).
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National Patient Safety Goals

The Institute of Medicine (IOM) produced areport in 1999 announcing that 44,000 to
98,000 people are seriously injured or die as aresult of heathcare errors. Asaresult of
thereport “To Err is Human,” many regulatory and accrediting agencies have focused on
patient safety. To protect patients, processes and systems are developed to prevent
healthcare workers from making mistakes.

There are seven National Patient Safety Goals. Described below are the goals and how
LLUMC is meeting these goals. It takes compliance by every employee, housestaff
member, and medical staff member to support our patient safety program.

1) Improve the accuracy of patient identification

Two patient identifiers (medical record number and patient name for
inpatients) are used whenever taking blood samples or administering blood or
medications.

A “time out” process is performed by the physician/surgeon, anesthesia
provider (as applicable), and circulating nurse prior to the start of surgery or
procedure. Thisisaprocess using active communication to verify correct
patient, the correct procedure, the correct site and side of the procedure, and,
as applicable, implants.

2) Improve the effectiveness of communication among caregivers

Verbal and telephone orders are verified using the read back (not repeated
back) process by the person receiving the order. A critical test result isalso
“read back” to verify its accuracy.

Do not use the abbreviations, acronyms, and symbols from the posted list of
unacceptable abbreviations. Thelist isaso found in the physicians order
section of the patient’s chart.

3) Improve the safety of high alert medications

Concentrated el ectrol ytes have been removed from patient care areas.

There is an ongoing effort to standardize and limit the number of drug
concentrations available, both adults and pediatrics.

4) Eliminate wrong-site, wrong-patient, wrong-procedure surgery.

Along with the “time out” process, a preoperative checklist is used by Medical
Center staff to confirm that the appropriate documents are available for
verification of correct patient and procedure.

When laterality or digits are involved, the site must be marked with an
indelible pen by the surgeon, patient, or legal guardian.



5) Improve the safety of using infusion pumps.

* Allinfusion pumps at LLUMC have free-flow protection.
*  Adding minimum/maximum dosing protection to infusion devicesis an
ongoing project.

6) Improve the effectiveness of clinical alarm systems.

* All alarm systems receive preventive maintenance on a scheduled basis and
aretested accordingly. Thisincludes cardiac alarms, ventilator alarms, and
the infant abduction alarms.

* Alarms must be set with reasonable parameters and must be audible to
caregivers.

7) Reduce therisk of healthcare-acquired infections

» The CDC hand-hygiene standards have been implemented including the use of
alcohol-based hand rub productsif hands are not soiled. Artificial/acrylic
nails are prohibited for employees and medical staff with direct and indirect
patient care responsibilities.

» All identified cases of unanticipated deaths or major permanent loss of
function associated with a nosocomial infection are managed as a sentinel
event.

Y our cooperation and involvement in meeting these goals will help make our Medical
Center safe for our patients.



PATIENT RIGHTS

Federal and state laws as well as accreditation standards provide for alisting of rights that every
patient is entitled to. Patients and their families have become acutely aware of their rights and as
mandated by law, each patient is given a copy of these rights upon admission. The patient rights
working provided to patientsis listed below.

Y ou have the right to:

1.

Considerate and respectful care, and to be made comfortable. Y ou have the right to respect for
your personal values and beliefs.

Have afamily member (or other representative of your choosing) and your own physician
notified promptly of your admission to the Medical Center.

Know the name of the physician who has primary responsibility for coordinating your care and
the names and professional relationships of other physicians and non-physicians who will see
you.

Receive information about your health status, course of treatment and prospects for recovery
and outcomes of care (including unanticipated outcomes) in terms you can understand. Y ou
have the right to participate in the development and implementation of your plan of care. You
have the right to participate in ethical questions that arise in the course of your care, including
issues of conflict resolution, withholding resuscitative services, and forgoing or withdrawing
life-sustaining treatment.

Make decisions regarding medical care, and receive as much information about any proposed
treatment or procedure as you may need in order to give informed consent or to refuse a course
of treatment. Except in emergencies, this information shall include a description of the
procedure or treatment, the medically significant risks involved, aternate courses of treatment
or non-treatment and the risks involved in each, and the name of the person who will carry out
the procedure or treatment.

Reguest or refuse treatment, to the extent permitted by law. However, you do not have the right
to demand inappropriate or medically unnecessary treatment or services. Y ou have the right to
leave the Medical Center even against the advice of physicians, to the extent permitted by law.
Be advised if the Medica Center/persona physician proposes to engage in or perform human
experimentation affecting your care or treatment. Y ou have the right to refuse to participate in
such research projects.

Reasonabl e responses to any reasonabl e requests made for service.

Appropriate assessment and management of your pain.

Patient Rights



10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

Formulate advance directives. This includes designating a decision-maker if you become
incapable of understanding a proposed treatment or become unable to communicate your
wishes regarding care. Medical Center staff and practitioners who provide care in the hospital
shall comply with these directives. All patient rights apply to the person who has legal
responsibility to make decisions regarding medical care on your behalf.

Have personal privacy respected. Case discussion, consultation, examination and treatment are
confidential and should be conducted discreetly. Y ou have the right to be told the reason for the
presence of any individual. Y ou have the right to have visitors leave prior to an examination
and when treatment issues are being discussed. Privacy curtains will be used in semi-private
rooms.

Confidentia treatment of all communications and records pertaining to your care and stay in
the Medical Center. You will receive a separate “Notice of Privacy Practices’ that explains
your privacy rightsin detail and how we may use and disclose your protected health
information.

Receive care in a safe setting, free from verbal or physical abuse or harassment. Y ou have the
right to access protective services including notifying government agencies of neglect or abuse.

Be free of restraints and seclusion of any form used as a means of coercion, discipline,
convenience or retaliation by staff.

Reasonable continuity of care and to know in advance the time and location of appointments as
well as the identity of the persons providing the care.

Be informed by the physician, or a delegate of the physician, of continuing health care
requirements following discharge from the hospital. Upon your request, afriend or family
member may be provided this information al so.

Know which hospital rules and policies apply to your conduct while a patient.

Designate visitors of your choosing, if you have decision-making capacity, whether or not the

visitor isrelated by blood or marriage, unless:

* Novisitors are alowed.

» TheMedical Center reasonably determines that the presence of a particular visitor would
endanger the health or safety of a patient, amember of the health facility staff or other
visitor to the health facility, or would significantly disrupt the operations of the Medical
Center.

* You havetold the health facility staff that you no longer want a particular person to visit.

However, the Medical Center may establish reasonable restrictions upon visitation, including
restrictions upon the hours of visitation and number of visitors.

Have your wishes considered, if you lack decision-making capacity, for the purpose of
determining who may visit. The method of that consideration will be disclosed in the Medical
Center policy on visitation. At aminimum, the Medical Center shall include any persons living
in your household.

Patient Rights



20. Examine and receive an explanation of the Medical Center’s hill regardless of the source of
payment.

21. Exercise these rights without regard to sex, economic status, educational background, race,
color, religion, ancestry, national origin, sexual orientation or marital status or the source of
payment for care.

22. Fileagrievance. If you want to file agrievance, you may do so by writing or by calling the
Administrative Patient Representative.

23. File acomplaint with the state Department of Health Services regardless of whether you use the
hospital’ s grievance process.

Patient Rights



Preventing Sexual Har assment
In The Workplace

I mportance of Sexual Harassment Prevention:

»  Sexua harassment is prohibited by law.

»  Sexua harassment is prohibited by organization policy.

*  Sexual harassment is an abuse of power, respect, and trust.

*  Sexual harassment can result in emotional and physical harm.
e Sexual harassment reduces productivity.

»  Sexua harassment diminishes staff morale.

*  Sexua harassment can result in costly litigation or lawsuits.

ThelLaw:
Title VII of the Civil Rights Act of 1964 mandates that every employee has the legal right to work free
from harassment on the basis of sex. Sexual harassment is aform of discrimination.

The Policy:

* LomaLindaUniversity Medical Center Medical Staff Bylaws refer to section 3.2-4.
* LomalLindaUniversity Medical Center refer to policy 1-39.

* LomalLindaUniversity Health Care refer to policy HR-27.

* LomalLindaUniversity Behaviora Medicine Center refer to policy BI-25.

* LomalLindaUniversity refer to policy 1-15.

In summary, all policies advocate zer o tolerance.

Sexual Harassment Defined:

The Equal Employment Opportunity Commission’s Sex Discrimination guidelines define sexual

harassment as unwanted, unwel comed sexual advances, requests for sexual favors, and other verbal or

physical conduct of a sexual nature when

» submission to conduct is made either explicitly or implicitly a condition or aterm of an individual’s
employment;

* anemployment decision is based on an individual’ s acceptance or rejection of that conduct; or

* such conduct interferes with an individual’ s work performance or creates an intimidating, hostile, or
offensive working environment.

Factors considered in deter mining sexual harassment:
*  Wasthe behavior unwelcome?
* How often did it occur?
*  Wasthe behavior blatant?
* How would areasonable person view the experience?
* Wasthisasingle incident or a series of incidents?
» Doestheindividual belong to a protected group?
* Wasthe behavior based on sex?
* Wasit aterm, condition, or privilege of employment?
»  Wasthe action known about or should it have been?

Two Types of Sexual Harassment:
1) Quid ProQuo: (“thisfor that” or “in exchangefor”) Iscreated when job or job benefits are
contingent on sexual conduct or favors.

Preventing Sexual Harassment in the Work Place



2) Hostile Environment: Is created through the following types of gender specific behaviors.

* Verbal - jokes, threats, offensive language

* Nonverbal - staring, gestures, suggestive pictures or cartoons

» Physical - holding, hugging, kissing, grabbing, brushing, preventing movement

e Third party harassment - For example: An employee is embarrassed after overhearing other
employees talk about their personal love relationships.

I mportant facts about sexual harassment:

What is sexual harassment to one person in one set of circumstances is not necessarily sexual
harassment for someone else.

A man as well as awoman may be the recipient of sexual harassment, and awoman as well as aman
may be the offender.

The recipient does not have to be of the opposite sex from the offender.

The recipient does not have to be the person at whom the unwel come sexual advances are directed.
Thereisno legal requirement that the recipient complain to the offender or report sexual harassment
to hisor her supervisor in order for the employer to be held responsible.

Unlawful sexual harassment does not depend on the recipient having suffered a concrete economic
loss. If the harassment has interfered with the recipient’ s work performance or has created an
offensive work environment, sexual harassment has occurred.

Like rape, thereis nothing “sexy” about sexual harassment. Sexual harassment is an abuse of power.
Retaliation against a recipient of harassment is considered a serious offense by enforcement agencies.

REMEMBER!! RETALIATION WILL NOT BE TOLERATED!!

Guidelinesto Prevent Sexual Harassment:

Separate personal and business rel ationships.

Make objective decisions.

Avoid compromising situations.

Do not touch co-workers.

Console with your words, not hugs.

Do not discuss your sex life at work.

Call people by their name.

Do not tell jokes that are gender-specific or sexual in orientation.

Use your normal tone of voice.

Be aware and sensitive to ethnic diversity.

Do not expect someone to tell you when your actions make him or her feel uncomfortable.
Provide feedback on performance.

Do not accept excuses for inappropriate behavior.

Set an example and always take action when you see something that constitutes sexual harassment.

In summary, treat people with respect and dignity. 1f you would not want your father, mother,
brother, sister, or spouse treated in that manner, then do not say it or do it.

Available Resour ces:
Human Resource Management (HRM) 558-4141 or ext. 44141

558-4345 or ext. 44345

Employee Assistance Program 799-6050 or ext. 66050

1.

Handout Resour ces

Johnston E. Joni, Psy.D. “Beforeit getsto court: Effective EAP input in handling harassment incidents.” Employee
Assistance. July 1994.

Preventing Sexual Harassment in the Work Place
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PROCEDURE RELATED SEDATION
Lance Brown, MD, M PH

l. I ntroduction

The purpose of thistutorial isto familiarize the reader with the Loma Linda University
Medical Center Policy M-86 for Procedure Related Sedation. Procedure related sedation
is used to make necessary medical procedures as comfortable as possible for patients and
to facilitate the performance of necessary medica procedures by health care providers
(typically physicians). It isimportant for health care providers performing procedure
related sedation to be familiar with the pharmacologic characteristics of the agents being
used, to understand the risk factors for complications related to procedure related
sedation, and to individually plan the sedation for each patient. Each health care
practitioner privileged to provide procedure related sedation takes responsibility for both
the comfort and safety of the patientsin their care.

[. Definitions

At LomaLinda University Medical Center, we have defined five distinct levels of
sedation and anesthesia. Familiarity with the definitions of these levels of sedation is
important for safely providing procedure related sedation and for complying with the
policy of the Medical Center. It must be recognized, however, that sedation occurs along
a continuum and that individual patients may have different degrees of sedation for a
given dose and route of medication. Although one level of sedation is planned, a patient
may unexpectedly progress from lighter sedation to deeper sedation. Each health care
practitioner involved in providing procedure rel ated sedation must be prepared at all
times during the sedation to promptly and safely manage a patient who has unexpectedly
become sedated beyond the planned level of sedation. The definitions are as follows:

1. Minimal Sedation (Anxiolysis):

Minimal sedation has been achieved when a patient enters a drug-induced state during
which he/she responds normally to verbal commands. Although cognitive function and
coordination may be impaired, ventilatory and cardiovascular functions are unaffected.
Minimal sedation is planned using a single agent regardless of route. Midazolam, in
particular, may be used for minimal sedation.

Although care should be individualized for each patient and circumstance, the following
patients may be considered inappropriate candidates for minimal sedation:

» Known or suspected abnormal airway anatomy

»  Suspected or known ora or neck mass that may impede necessary airway
management

» Prior history of failing minimal sedation



NOTE: If acombination of drugsis used to facilitate a procedure, the patient is, by
definition, undergoing moderate, dissociative, or deep sedation. In other words, if two or
more drugs are being used to facilitate a procedure, the health care provided cannot
claim to be providing minimal sedation.

2. Moderate Sedation/Analgesia:

M oderate sedation/anal gesia has been achieved when a patient enters a drug-induced
depression of consciousness during which patients respond purposefully to verbal
commands (reflex withdrawal from a painful stimulusis considered a purposeful
response) either alone or accompanied by light tactile stimulation. No interventions are
required to maintain a patent airway and spontaneous ventilation is adequate.
Cardiovascular function is usually maintained.

3. Deep Sedation/Anagesia:

Deep sedation/analgesia has been achieved when a patient enters a drug-induced
depression of consciousness during which patients cannot be easily aroused but respond
purposefully after repeated or painful stimulation. The ability to independently maintain
ventilatory function may be impaired. Patients may require assistance in maintaining a
patent airway and spontaneous ventilation may be inadequate. Cardiovascular function is
usually maintained.

4. Dissociative Sedation:

Dissociative sedation is a trance-like catal eptic state induced by the dissociative agent
ketamine (alone or in conjunction with small doses of a benzodiazepine) characterized by
profound analgesia and amnesia with retention of protective airway reflexes, spontaneous
respirations, and cardiopulmonary stability.

5. General Anesthesia

Genera anesthesiais a drug-induced loss of consciousness during which patients are not
arousable, even by painful stimulation. The ability to independently maintain ventilatory
function is often impaired. Patients often require assistance in maintaining a patent
airway and positive pressure ventilation may be required because of depressed
spontaneous ventilation or drug-induced depression of neuromuscular function.
Cardiovascular function may be impaired.

1. Emergency Procedures, Critical Care Areasand Policy Exclusions

There are certain circumstances in which the Medical Center policy for procedure related
sedation does not apply. These exclusions are defined in the Medical Center Policy on
Procedure Related Sedation.

First, the use of sedatives for mechanically ventilated (e.g., intubated) patients
undergoing procedures in the intensive care units or Emergency Department is excluded
from the Medical Center Policy for Procedure Related Sedation. These patients are often
critically ill, are already being carefully monitored, have a protected airway, are not
eating, have no expectation of being discharged at the conclusion of their procedures, and



undergo frequent procedures as part of what could be considered their “routine” carein
these critical care areas. However, if amechanically ventilated patient leaves these
critical care areas for a procedure that is not an emergency or life saving procedure (e.g.,
amagnetic resonance imaging study), then the Medical Center Policy does apply.

Second, the use of sedative drugs to facilitate emergency and life saving procedures is
specifically excluded from the Medical Center Policy for Procedure Related Sedation.
The urgency with which emergency and life saving procedures typically need to be
performed may make it impossible to meet all of the criteria of the policy prior to starting
the sedation and performing the procedure. The risks and benefits need to be weighed by
the responsible health care provider in each individual circumstance.

Third, the use of anxiolytics (e.g., amedication to relieve anxiety) or analgesics (e.g., a
medication to relieve pain) for purposes other than to facilitate a procedure is excluded
from the Medical Center Policy for Procedure Related Sedation. Procedure-related
sedation must, by definition, involve a procedure. For example, if apatient isgiven a
pain medication for a headache, the administration of this pain medication is not covered
under the Medical Center Policy for Procedure Related Sedation because an analgesic
was administered to relieve pain, not to facilitate a procedure. However, if this same
patient is given sufficient pain medication to make them drowsy (e.g., adrug-induced
depression of consciousness during which the patient responds purposefully to verbal
commands accompanied by light tactile stimulation) in order to facilitate getting a
computed tomographic (CT) scan of the head, then the Medical Center Policy for
Procedure Related Sedation does apply.

V. The Pre-Sedation Assessment

Each patient who will be undergoing procedure rel ated sedation must undergo a pre-
sedation assessment immediately prior to the administration of the medication(s). If the
patient has recently undergone an outpatient evaluation in preparation for a procedure, a
re-assessment must be performed immediately prior to the administration of the
medication(s). The components of a pre-sedation assessment or re-assessment must
include all of thefollowing:

a. History and physical examination (focusing on risk factors for complications
of sedation

b. Procedura indication (why the procedure is being performed)

c. Assessment of the American Society of Anesthesiologists (ASA) physical
status classification (see Table 1)

d. NPO status (see Section V of thistutorial: “NPO: The Time of Eating and
Drinking Before Sedation”™)

e. History of adlergies

f. History of prior adverse events during sedation, if any

g. Planfor sedation



Documentation that the risks, benefits, and alternatives to the planned sedation

have been discussed with the patient, parent, or legal guardian of the patient,

as appropriate

Acknowledgement of informed consent.

In addition, the patient, procedure, and site if laterality or digits involved shall be
accurately identified immediately prior to the administration of sedation.

Table1l ASA Physical Status Classification

ASA Physical Status Classification — a classification system designed by the American
Society of Anesthesiologists (ASA) to provide a general description of apatient’s
physical status. It isused as a preassessment tool to determine a patient’s suitability for
sedation and/or analgesia. Each clinician should be able to assign an ASA classto each
patient. If patients are a physical class 3 or above, consultation with an anesthesiol ogist

should be considered.
Class | Description Examples Suitability for Sedation
1 A normal healthy Excellent
patient
2 A patient with mild Heart disease that dightly Generally good
systemic disease limits activity, essential
hypertension, diabetes,
anemia, obesity, chronic
bronchitis
3 A patient with severe | Heart disease that limits Increased risk — consider
systemic disease activity, poorly controlled benefits relative to risks
hypertension, diabetes with
vascular complications,
chronic pulmonary disease
that limits activity, angina,
history of myocardial
infarction
4 A patient with severe | Congestive heart failure, Poor — consider benefits
systemic diseasethat | unstable angina, advanced relative to risks
isaconstant threat to | pulmonary, renal, or hepatic
life disease
5 A moribund patient Ruptured abdominal Extremely poor
who is not expected to | aneurysm, cerebral trauma,
survive massive pulmonary embolus
E Patient requires Appendectomy, Dilatation Not applicable
emergency procedure | and Curettage for
uncontrolled bleeding

NOTE: Patients undergoing emergency procedures shall be designated classE in
addition to aclassification 1 through 5.




V. NPO: The Timing of Eating and Drinking Befor e Sedation

The decision of nil per os (NPO) status should be made by the responsible health care
provider who has weighed the risks and benefits of procedural timing on a case by case
basis. There are currently no evidence-based guidelines available. There have been,
however, consensus-based guidelines published (Anesthesiology 1999; 90: 896-905) that
give some guidance based on the nature of the food and drink ingested.

For elective cases performed on healthy individuals, the following guidelines are
presented in the Medical Center Policy for Procedure Related Sedation:

2 hoursif clear liquids have been ingested

4 hoursiif breast milk has been ingested

6 hours if non-human milk or infant formula has been ingested

Longer time periods (at least 8 hours, for example) may be deemed appropriate if
fatty or solid foods have been ingested.

oo o

For non-elective cases where the NPO period is deemed inadequate by the responsible
health care provider, airway protection (e.g., endotracheal intubation) should be
considered.

VI.  Review of Some Agents Used for Sedation
See Table 2 for alist of some agents used for sedation.
VIl. Ordersfor Procedure Related Sedation

Ordersfor procedure related sedation are to be written exclusively by individuals
privileged to administer procedure related sedation.

Orders must specify the name of the medication, the dose, and the route of
administration. If multiple doses are planned, the frequency of administration isto be
indicated. Sedation medications are frequently titrated for effect. Orders may reflect
this.

VIIl. Environmental Requirementsand Monitoring During Sedation

The location in which procedure related sedation occurs should be one in which the
health care provider can work comfortably and in which the patient is comfortable and
safe. The Medical Center Policy for Procedure Related Sedation provides a description
of those features which all locations must have in order for procedure related sedation to
be in compliance with the policy.

The location in which the procedure related sedation occurs must have the following:

a. Adequate lighting to observe the patient and the monitors



b. Adequate power outlets and clearly labeled outlets connected to the Medical
Center’ s emergency power supply

c. Immediate access to emergency numbers including the appropriate Code Team
(except in the Emergency Department and intensive care units)

The following equipment must be available before and throughout the sedation process:

Oxygen

Airway equipment

Appropriately sized bag-valve mask

Defibrillator

Suction equipment

Emergency drugs and reversal agents

Equipment to monitor the patient’ s physiologic status including heart rate,
respiratory rate, and oxygenation
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Although an intravenous line is not indicated for all cases of procedure related sedation,
an individual with the skillsto establish intravenous access must be immediately
available during procedure rel ated sedation.

Two personnel, asa minimum, must be present during the procedure. Thesetwo
personnel are typically the practitioner privileged to perform the procedure and an
assistant competent to monitor designated physiologic variables. One common example
of the required personnel would be a physician who initially provides the sedation and
then proceeds to perform a procedure while a nurse monitors the patient.

Monitoring requirements are based on the level of sedation that is planned. If a patient
unexpectedly progresses to a deeper level of sedation than was planned, the monitoring
should be modified to reflect this change. The monitoring requirements include the
following:

Moderate sedation monitoring requirements:

a. Continuous pulse oximetry

b. Documentation of pulse oximetry, blood pressure, heart rate, respiratory rate, and
level of consciousness before the administration of medication and every 15
minutes throughout the sedation and recovery phase.

c. Continuous cardiac monitoring is not mandatory for moderate sedation, but may
be appropriate for patients with pre-existing medical conditions.

d. Theassistant (usually anurse) may assist with minor, interruptible tasks.

Deep sedation monitoring requirements:

a. Continuous pulse oximetry
b. Continuous cardiac monitoring



c. Documentation of pulse oximetry, blood pressure, heart rate, respiratory rate, and
level of consciousness before the administration of medication and every 15
minutes throughout the sedation phase and every 15 minutes during the recovery
phase.

d. Theassistant (usually anurse) may have no duties other than monitoring the
patient.

Dissociative sedation monitoring requirements:

a. Continuous pulse oximetry

b. Continuous cardiac monitoring

c. Documentation of pulse oximetry, blood pressure, heart rate, respiratory rate, and
level of consciousness before the administration of medication and every 15
minutes throughout the sedation and recovery phase.

Complications and the management of the complications must be documented in the
medical record.

IX.  Post-Procedure Monitoring and the PAR Score

Since one of the goals of procedure related sedation is to have a patient comfortable
throughout an entire procedure, it is expected that the sedation will last longer than nearly
all procedures. Because patients remain sedated beyond the time of the procedure, they
are still at risk for complications from the sedation and, therefore, must be monitored
beyond the time of the procedure.

The documentation for post-procedure monitoring must begin within 5 minutes after the
completion of the procedure and include the following:

Pulse oximetry

Level of consciousness

Heart rate

Blood pressure

Respiratory rate

All medications, fluids, and blood products administered

Post-procedure complications and the management of those complications
Signature of the registered nurse or respiratory care practitioner who was
supervising care.
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Post-procedur e assessments must be performed at least every 15 minutes and may be
performed more often if the patient’ s condition warrants more frequent monitoring.

If the patient is to be transported following a procedure (e.g., returning from the
Radiology Department after aCT scan), a person familiar with resuscitation and airway
management must accompany the patient at all times until the post-procedure monitoring
has concluded (see below).



A useful tool for assessing a patient’ s recovery from sedation is the post-anesthesia
recovery (PAR) score (See Table 3). Unless a PAR score cannot be determined (e.g., ina
paraplegic or quadriplegic), ascore of at least 8 is to be achieved before post-procedure
monitoring may be discontinued. Given that different pharmacol ogic agents given by
different routes have different durations of action for individual patients, there is not
single number of minutes for which a patient must be observed. On a case-by-case basis,
patients must be monitored for atime period adequate to assure a reasonable likelihood
that the patient will not have a delayed medication effect following the completion of the
procedure.

Table3

Post Anesthesia Recovery (PAR) Score
Thetotal scores from Activity, Respiration, Circulation, Neurologic Status, and Color are
added to generate the PAR Score. Scores range from 0 to 10.

Activity Points Adult Responses Pediatric Responses
2 Can move 4 extremities Moves purposefully
1 Can move 2 extremities Moves to command or light
touch
0 Can move 0 extremities Not moving
Circulation
2 Able to breathe deeply Able to breathe deeply
1 Limited breathing Limited breathing
0 Apnea Apnea
Circulation
2 BP + 20 Base mmHg BP + 20% Base mmHg
1 BP + 20 to 50 Base mmHg BP + 20% - 50% Base mmHg
0 BP + 50 Base mmHg BP + 50% of more Base mmHg
Neurologic Status
2 Fully awake Fully awake
1 Arousable Arousable
0 Not responding Not responding
Color
2 Norma Sa0,>95%
1 Pale/blotchy Sa0, 90% - 95%
0 Cyanotic/dusky Sa0,<90%




X.

Discharge Criteria and Concluding Post-Procedure Monitoring

Transferring a patient to an unmonitored Medical Center area or to home must be done at
atimethat is safe for the patient. Even though post-procedure monitoring may have
concluded based on the above criteria (See Section 1X. Post-Procedure Monitoring and
the PAR Score), the patient may not be ready for discharge from the sedation area. For
example, apatient who is repetitively vomiting may have recovered from the sedation
and yet still not be ready for discharge home.

Once the post-procedure monitoring has concluded, a patient may be transferred to an
unmonitored area of the Medical Center if all of the following area met:

a

The patient has been observed for atime period adequate to assure a reasonable
likelihood that the patient will not have a delayed medication effect following
completion of the procedure.

The patient has stable vital signs.

The patient has adequate respiratory function or has returned to the pre-
procedure/pre-sedation state.

The patient’s mental statusis normal and has returned to the pre-procedure/pre-
sedation state.

The patient has normal circulation or has returned to the pre-procedure/pre-
sedation circulatory state.

The patient is free from undue discomfort caused by the procedure and has a
reasonabl e likelihood of having no ongoing bleeding related to the procedure.

Patients who are to be discharged home will no longer be under direct medical care and
so must be able to do more on their own. Once the post-procedure monitoring has
concluded, a patient may be discharged to home if al of the following are met:

a

The patient has been observed for atime period adequate to assure a reasonable
likelihood that the patient will not have a delayed medication effect following
completion of the procedure.

The patient has stable vital signs.

The patient has adequate respiratory function or has returned to the pre-
procedure/pre-sedation respiratory state.

The patient’ s mental status is normal or has returned to the pre-procedure/pre-
sedation state.

The patient has normal circulation or has returned to the pre-procedure/pre-
sedation circulatory state.

The patient isfree of undue discomfort caused by the procedure and has a
reasonabl e likelihood of having no ongoing bleeding related to the procedure.
The patient should be able to stand upright and ambulate as appropriate for age
and condition.

The patient should be able to swallow and retain oral fluids, if appropriate.

The patient should be able to void when applicable.
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j.  The patient has demonstrated an appropriate post-anesthesia recovery score
(PARS) (See reference M-86-C and section 7.5 of Medical Center Policy M-86).

k. Appropriate discharge instructions (based on the procedure performed, the

medi cations administered, the patient’ s underlying medical conditions, the

patient’ s age, and the outpatient follow-up plans) have been provided to the

patient, parent or legal guardian of the patient as appropriate.

The patient shall be instructed not to operate a motor vehicle for 24 hours.

m. The patient will be discharged directly to the supervision of an adult sponsor who
will accompany the patient to his’her home or place of lodging.

Hopefully, by following our Medical Center Policy for Procedure Related Sedation, we
can provide the most comfortable and safe environment possible for our patients.
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RESTRAINTSAND HOW TO ORDER

Loma Linda University Medical Center acknowledges the inherent dignity of the
individual patient and supports his or her right to be free from restraints unless medically
necessary/clinically justified. The following highlights regarding restraints will help you
comply with the regulatory requirements set forth by the various regulatory agencies and
LLUMC policy. Refer to Policy M-91 for detailed information.

Physical restraint is the use of aphysical or mechanical device to involuntarily restrain
the movement of the whole or a portion of a patient’s body for the reason of controlling
his/her physical activities in order to protect him/her or others from injury.

Restraintsfor Medical Management: Must be medically necessary/clinicaly justified
in the provision of acute medical/surgical care: a) to prevent interference with medical
treatment or use of equipment and devices; b) to minimize risk of injury/harm to self or
others; and c) are not in response to unanticipated, severely aggressive and/or violent
behavior. Restraints for medical management do not apply to medical immobilization
(customary mechanisms used during procedures/tests), adaptive support, protective
devices, and forensic restrictive devices such as handcuffs.

Restraintsfor Behavior Management: Apply to emergency situations where
unanticipated, severely aggressive, destructive, or violent behavior places the patient or
other in imminent danger.

Ordering Restraints

» Lessrestrictive aternatives must have been determined to be contraindicated,
ineffective, or insufficient to protect the patient or others from injury and
documented.

» A faceto-face assessment must be performed and documented by a physician
within 24 hours from initiation of restraint and at least every 24 hours thereafter if
restraints are still required (see guidelines below for the requirements for
restraints for behavior management).

* Restraint order shall be written on the restraint order form and shall:
Specify the type of restraint and reason for use.

Include ordered date and time.

Limit restraint use to periods no longer than 24 hours (for behavior
management, see below).

Be given within the same shift as emergency application of the restraint.
Be authenticated within 24 hours if given as a telephone order.
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> Bere-written for any episodes occurring beyond the time limit established in
previous orders. Orders to continue restraints for medical management after
theinitial period cannot be given as telephone orders.

For Behavior Management —in addition to the above:

» Duration shall be limited as follows: 4 hours for adults, 2 hours for children
and adolescents ages 9 — 17, 1 hour for children under the age of 9.

> A licensed physician must perform a face-to-face assessment within 1 hour of
restraint initiation and then every 8 hours for patients 18 years of age and
older or every 4 hours for patients 17 years of age and younger if restraints are
still needed.

Documentation

* Restraints must be accompanied by a written modification to the plan of care. The
physician documentation should include findings from the face-to-face
assessment related to why the patient requires restraints and how the underlying
reason for the patient’s need for restraints will be managed.



MEDICAL STAFF POLICIES
RULES AND REGULATIONS

ITEM WHO MAY WHO MAY TIME OTHER ISSUES
NOT REQUIREMENT
Admit inpatients Attending physician | Anyone else Requires a “provisional” diagnosis and tentative

with admitting
privileges

plan of care.

All podiatry/ dental patients must be co-admitted
with physician member of the medical staff.

H&P (non-ICU)
handwritten / dictated

Attending, resident,
AHP with
appropriate privilege

Podiatrists for data
pertinent to podiatry
aspects.

Dentists for data
pertinent to dental
aspects.

Within 24 hours of
admission

Includes all pertinent findings resulting from total
system assessment. May use one performed
within seven (7) days prior to admission, with an
interval note written within 24 hours of admission.

Must be in chart prior to surgery or procedure will
be canceled.

H&P / Admitting Note
(1cu)

Attending, resident,
AHP with
appropriate privilege

Within 30 minutes of
admission

A physician shall evaluate the patient within 30
minutes of admission or just prior to admission
with accompanying documentation and initial
orders.

If attending not within 30 minutes travel time, co-
admitter must be designated.

Documented evaluation shall be on the chart
within four (4) hours.

H&P / Emergency
Department

Attending, resident,
AHP under
standardized
procedure

Medical student

Within 24 hours

Documentation shall contain:

e Pertinent history of injury/iliness and details
regarding first aid/emergency care prior to
arrival

« Description of significant laboratory, clinical
and/or roentenologic findings

» Diagnosis best explaining reason for care

(*Information in this document is current as of 3/7/04)
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MEDICAL STAFF POLICIES
RULES AND REGULATIONS

ITEM

WHO MAY

WHO MAY
NOT

TIME
REQUIREMENT

OTHER ISSUES

e Description of treatment given

« Description of patient’s condition on discharge
or transfer

e Final disposition including instructions
pertaining to follow-up care

* Signature of attending

OB Admitting H&P

Attending, resident

AHP, medical
student

Within 24 hours of
admission

Legible copy of prenatal record is requested at
admission with an interval admission note
containing pertinent additions to history and
subsequent changes in physical findings.

H&P / Pre-procedure

Attending, resident

AHP, medical
student

Within 7 days of
surgery for /npatient
procedures; within 30
days of surgery for
outpatient procedures

If done prior to 24 hours of surgery, H&P update
(pre-procedure evaluation) is required.

Pre-Procedure
Evaluation (24 Hour
Update)

Attending, resident,
AHP

Medical student

Within 24 hours prior
to surgery if H&P is
older than 24 hours

Must include:

e Heart and lung assessment

e Condition requiring surgery is still present
« Any other significant findings

Progress Notes

Attending resident,
AHP

Medical student

Daily

Must reflect any change in condition, the results of
treatment and plans for future care.

Must reflect attending physician’s involvement in
patient care.

Must be signed by individual producing the note.

Medical Consultation

Attending, resident
with attending
countersignature

AHP, medical
student

Upon time request
from attending

Show evidence of patient’s record review,
pertinent findings on examination, consultant’s
opinion, recommendations, signature.

(*Information in this document is current as of 3/7/04)
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MEDICAL STAFF POLICIES
RULES AND REGULATIONS

ITEM

WHO MAY

WHO MAY
NOT

TIME
REQUIREMENT

OTHER ISSUES

Communication re: urgent or significant
unexpected findings should occur directly between
physicians.

Order for between
services transfer

Attending medical
staff member

Non-medical staff
member

Upon transfer

Attending must do both ordering and accepting of
the transfer.

All clinical entries

All medical staff,
allied health
professionals, and
non-LLUMC-
employed AHP with
IDP approval

Non-employees/
non-members of
the medical staff

As written

Must be accurately dated, timed, and signed.

Operative Report
(handwritten /
dictated)

Attending, resident

AHP, medical
student, anyone
who was not
present

Immediately after
surgery

If operative report is dictated, an operative
progress note is entered with pertinent
information.

Operative report shall include:
+ Date and time
» Name of primary surgeon & assistants
e Findings
» Technical procedures used
e Specimens removed
» Postoperative diagnosis

Procedure Note

Someone present at
the procedure

Anyone who was
not present

Immediately after
procedure

Procedure note shall include:
» Date and time
« Name of primary surgeon & assistants
* Findings
e Technical procedures used
e Specimens removed, if any
e Post-procedure condition

(*Information in this document is current as of 3/7/04)
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MEDICAL STAFF POLICIES
RULES AND REGULATIONS

ITEM WHO MAY WHO MAY TIME OTHER ISSUES
NOT REQUIREMENT
Orders (written) Attending, resident, | AHP without When needed e Must be accurately dated, timed, and signed

medical student with
countersignature,
AHP under
standardized
procedure

privileges to write
orders

e Must be written clearly, legibly, and
completely.

e Orders for diagnostic tests must include
appropriate 1CD-9 codeable reason.

e Orders written by the resident, medical
student, and AHP must be signed with
beeper number, printed name, and attending
name under whom the order is written.

Orders (verbal/
telephone)

Attending, resident,
AHP under
standardized
procedure

AHP without
standardized
procedure

Only under emergent
/ urgent conditions

¢ Must be authenticated within 48 hours, with
date and time of signature.

« Shall be dictated to registered nurse or
student physician.

e Orders for respiratory care may be dictated
to respiratory care practitioner.

* Orders for medications may be dictated to
pharmacists.

e Orders for dietary needs (except TPN) may
be dictated to dietitians.

Orders (authentication

of verbal/telephone)

Practitioner who
gave the order or is
involved in care of
patient during this
admission

Anyone who has
not been involved
in care of patient

Within 48 hours in
the Medical Center
and within 10 days in
the Medical Center
outpatient areas.

Must include date and time of signature.

(*Information in this document is current as of 3/7/04)
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MEDICAL STAFF POLICIES
RULES AND REGULATIONS

ITEM WHO MAY WHO MAY TIME OTHER ISSUES
NOT REQUIREMENT
Discharge orders Attending, resident, | AHP, Medical Prior to discharge
Student
Pronouncement of Licensed physician All others Within a reasonable Progress note attesting to death shall be dated,
Death time timed, and signed by a licensed physician.
Death Certificates Licensed physician All others Within 15 hours of Completion specifics:

death

Use black ink only

Stay within boxes when filling out the
form

No errors allowed (e.g., corrections, write-
overs, etc.)

The form is not required to be typed. Legible
handwriting is acceptable.

Certificate must be filed with the County no later
than 15 hours after death.

Discharge
Summaries/Death
Summaries (dictated)

See limited exception
in “Discharge
Summaries
(Obstetrics)”

Attending, resident,
AHP under
standardized
procedure

Upon discharge,
death, patient leaving
AMA

Must be signed by attending physician
Shall include:

Patient identifying information
Attending physician identifying information
Dates of hospitalization

Reason for admission

Significant findings

Principal diagnosis

Other diagnoses affecting hospitalization
Procedures performed

Description of management of patient’s
medical problems

Patient’s condition at discharge

(*Information in this document is current as of 3/7/04)
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MEDICAL STAFF POLICIES
RULES AND REGULATIONS

ITEM

WHO MAY

WHO MAY
NOT

TIME
REQUIREMENT

OTHER ISSUES

e Description of plan for continuing
management including instructions to
patient and family

Discharge Summaries
(Obstetrics)

Attending, resident

Upon discharge

OB patients shall have a dictated discharge
summary with the following exception:
* normal, spontaneous, vaginal term, non-
operative delivery; AND
* normal infant; AND
* no obstetrical or medical complications;
AND
» length of stay less than 72 hours

Chart Completion

Attending, resident,
AHP

All individuals who
document in the
chart

In a timely manner as
determined by
Medical Record
Committee but not
later than 14 days
after discharge

All medical staff members are to access EPF at
least weekly to complete all available records.

Prior to any absence of greater than five (5) days
or longer from LLUMC, all available records are to
be completed.

Extended absences require notification of Health
Information Management Department of the
planned absence and expected date of return.

Suspension Policy

Attending

> 10 inpatient records, older than 28 days or any
one operative report older than 24 hours will lead
to suspension.

Fee will be assessed for each suspension in order
to reactivate medical staff membership, as
follows, $100 for first suspension, $200 for
second, $400 for third, etc.

Suspension Policy

Resident

As defined by Graduate Medical Education
Committee.

(*Information in this document is current as of 3/7/04)
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TEACHING AND EVALUATING MEDICAL STUDENTS

By Leonard S. Werner, MD

Housestaff play acritical role in medical student teaching and evaluation. The instruction received
from housestaff is asignificant part of medical student education. While some of this instruction
occurs through formal presentations, most occurs through informal modeling and the constant
exposure that students have to residents. As adult learners, medical students learn best when they:
a) apply what they have learned soon after they have learned it; b) apply problem solving to
understanding concepts and principles; ¢) play an active role in their own education; and d) receive
timely feedback regarding their own performance.

Medical students have come through a system of education that relies heavily on lecture. This
form of education is teacher-active but learner-passive. During their clinical education, medical
students must make a difficult transition. Teaching rounds replace the lecture as the chief mode of
education. Teaching rounds are commonly teacher-passive but learner-active. For teaching
rounds to be effective, they should take place temporally and physically separate from work
rounds. Open-ended questions requiring more than a single answer should be used as a primary
mode of teaching. Students should be encouraged to analyze, defend, interpret or justify, not just
recall, list or recite. “Pimping” is not an effective teaching method. Clinical problem solving and
decision making should be a high priority. Since teaching rounds are not lectures, no single
individual (resident or student) should dominate the discussions.

Whenever possible, some time should be set aside for bedside teaching where modeling can take
place. Bedside teaching provides the opportunity for residents and students to be active teachers
and learners respectively. The bedside is the only place where interviewing, physical examination
and psychomotor skills can be adequately taught and evaluated. When teaching at the bedside, the
knowledge, skills, values, and attitudes being discussed should always relate to the patient. The
patient’s comfort and dignity must always be respected. Skills must be taught taking into
consideration the comfort level of the student. Since many students do not know what they do not
know, it isimportant to teach skillsin a stepwise manner. Housestaff should be understanding,
patient, and supportive of students as they learn new skills. Timely feedback is again critical for
reinforcing learning and ways to improve the future.

Feedback is crucia for the student’s growth and is most effective when it isgivenin atimely
manner, in a climate of trust and mutual respect. Regular feedback is more effective than sporadic
feedback. Feedback should begin with positive observations and occur in a confidential setting
where privacy is assured. Inviting the learner’s self-critique is a good place to start. Whenever
possible, link the feedback that you give to the learner’ s own self-identified goals. Feedback
should relate to direct observations and should be as specific as possible. To be maximally
effective, language should be non-threatening and non-judgmental. Provide the learners with
objective evidence and focus on the observed behaviors and performances whenever possible. Do
not overload learners with feedback. In the early stages of their careers, most learners can only
handle one or two issues at atime. Always leave learners with afew achievable goals and follow-
up steps that they can accomplish. Avoid directing feedback toward those things that the learner is
unlikely to be able to change. Encourage learners to give constructive feedback to each other.

Teaching & Evaluating Medical Students



Before the feedback session ends, be sure that the learner is comfortable with the process that has
taken place.

Teaching & Evaluating Medical Students



Name: Date:

Mailing Address: Specialty:

Phone:

Fax:

P.U.R.P.L.E BOOK TEST QUESTIONS for MODERATE SEDATION

The Study Guide is provided for those physicians eligible to apply for Moderate Sedation privileges.
The Study Guide is approximately 74 pages, so you may consider printing only the Test and reviewing
the Study Guide on-line.

Once you have completed the test, please fax it to Medical Staff Administration at 909/558-6053 (x
66053). Your test will be graded and a certificate faxed to those passing the test. Please be sure to
complete all the information at the top of this test.

1. T F An advance directive is a physician’s wishes for individual patient care.
2. T F Ethicists are on call for consultation.
3. T F A limitation of treatment order is a physician’s order generated by and
signed by a licensed physician only.
T F A Living Will is not a form of an advance directive.
T F An autopsy plays an important role in completing the circle of medical
care.
6. T F Teaching physicians are to use the personal pronoun “I”” to describe in the

medical record the services they personally provided to the patient.

7. T F Non-covered Medicare services such as routine screening, annual health
exams, etc. may not generally be billed to the Medicare program.

8. T F If the teaching physician merely countersigns the resident’s notes without
recording his/her presence or re-performance of the history and physical,
the teaching physician shall not fill out any charge capture form for billing

purposes.

9. T F The medical record must accurately reflect the actual involvement of the
teaching physician in the care and treatment of the patient.

10. T F EPF stands for electronic patient folder.

11. T F With EPF, chart completion can be handled via computer.

12. T F Orders for diagnostic testing must contain an ICD-9 codeable reason before
the order will be implemented.

13. T F Signatures on orders must contain the resident’s signature, beeper number,
and name of attending physician under whose direction the order is written.

14. T F You must never turn away a legitimate request for a higher level of care for
a patient.

15. T F EMTALA is colloquially known as the “Cobra Law.”
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Name:

Mailing Address:

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.
29.

30.

31.
32.

Date:

Specialty:

Phone:

Fax:

P.U.R.P.L.E BOOK TEST QUESTIONS for MODERATE SEDATION

T

T

T

F

The Medical Center imposes confidentiality restrictions on all victims of
violent crimes.

It is appropriate for employees to discuss patient information in the
cafeteria and on elevators.

Medical staff members should never sign off the computer when they have
finished working confidential information.

Medical staff members should never allow others to use their personal
computer passwords.

Information security and confidentiality must be maintained in every
department and unit throughout the Medical Center and its facilities.

HIPAA'’s privacy rule protects only patient information in electronic form.

For individuals who knowingly misuse a patient’s health information under
false pretenses, the penalty is fines up to $100,000 and/or imprisonment for
a term up to five (5) years.

There are new state and federal laws related to confidentiality of medical
information.

Failure to follow the laws on confidentiality will result in penalties of up to
$250,000 and/or imprisonment up to 10 years.

Physicians are exempt from the state and federal laws on confidentiality of
medical information.

It is the physician’s duty to provide information on the proposed
procedure/treatment with its accompanying risks and benefits plus the
alternatives to the procedure/treatment.

The informed consent process does not have to be documented in the
medical record.

No procedures can ever be done without consent from the patient.

The Paul Gann Blood Safety Act refers to informing the patient regarding
the risks and benefits of blood transfusions.

Patients have the right to know who their healthcare provider is, e.g.,
nurses, physicians.

Hospitals are required to give patients a list of their rights.

Patients have the right to receive information regarding their care/treatment
in terms they understand.
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33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,
45.

46.

47.

48.

49.

50.

Name:

Specialty:

Date:

P.U.R.P.L.E BOOK TEST QUESTIONS

The recipient of sexual harassment does not have to be of the opposite sex
from the offender.

A hostile working environment can be the result of dirty joke-telling or
hearing others talk about their personal love relationship.

Medical staff members are not required to follow the sexual harassment
policies.

A pre-sedation assessment must include an acknowledgement of informed
consent.

Moderate sedation has been achieved when a sedated patient is
unresponsive to all painful stimuli

A pre-sedation assessment may be performed any time within a week of
the planned procedure.

After drinking a glass of water, all patients must wait 4 hours before
undergoing procedure related sedation

An intravenous line must be placed for all patients undergoing moderate
sedation.

Vital signs must be documented every 15 minutes during moderate
sedation.

Complications and the management of the complications must be
documented in the medical record.

All patients must be observed for 60 minutes following the completion of
the procedure before being discharged home.

PRN orders for restraints may be written if the physician is in a hurry.

Verbal/telephone orders are to be authenticated with date, time, and
signature.

Medical staff are required to report identified cases of unusual diseases or
conditions to the local health officer.

The Medical Center has moved from quality assurance to performance
improvement.

For feedback to be most effective in modifying behavior, it should be
timely.

Active teaching and learning most commonly occur together during faculty
lectures.

Adult learners learn best when they play an active role in their own
education.
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Fraud and Abuse Test

Name: ID #:

Date:

Department:

1. If providersfail to correct mistakes and return overpaid monies, they may be suspected of
fraud.
ayYes
b. No

2. Which governmental entity is primarily responsible for Medicare fraud investigations?
a OIG
b. FBI
c.IRS

3. What safe guards should providers have in place when treating Medicare beneficiaries?
a. Recognize what services Medicare covers.
b. Ensure patients should only receive services that are medically necessary and
reasonabl e for their condition.
c. Follow Medicare guidelines and procedures.
d. All of the above.
e. None of the above.

4. Identify the following situations as either Fraud (F) or Abuse (A).
a.___ Billing for services not rendered.
b. _ Routinely submitting duplicate claims.
C. ___ Upcoding on a consistent basis.
d. __ Offering incentives only to Medicare patients.
e.___ Billing for servicesin excess of what the patient needs.

5. Isaprovider responsible for following published information even if they don’t see the
publication?
aYes
b. No

6. Can aprovider be fined, excluded from the Medicare program, or imprisoned for errors
made by their staff?
ayYes
b. No

7. Isthe patient financially responsible for payment of non-covered services they receive?
a Yes
b. No



8. Fraud and abuse cases are committed most often by patients.
a True
b. False

9. The Anti-Kickback Statute prohibits:
a. Soliciting or receiving remuneration for referrals of Medicare or Medi-Cal patients.
b. Offering or paying remuneration for referrals of Medicare or Medi-Cal patients.
c. All of the above.
d. None of the above.

10. An Advance Beneficiary Notice (ABN) isrequired for services that may be considered
medically unnecessary.
a True
b. False
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