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[Aut hority: Cklahoma State Board of Health; 63 QS § 1-104 et
seq; and 63 O S. § 1-860.1 et seq.]

[ Source: Codified 6-11-92]

SUBCHAPTER 1. GENERAL PROVI SI ONS

Section

310: 661-1-1. Purpose

310: 661-1-2. Definitions
310: 661-1-3. Applicability

310: 661-1-1. Purpose

This Chapter establishes the mninmumcriteria for the issuance
and renewal of a hospice |license and the procedure for enforcenent
of the Act.
[ Source: Added at 9 Ck Reg 1985, eff 6-11-92]

310: 661-1-2. Definitions

The follow ng words and terns, when used in this Chapter, shal
have the follow ng neaning, unless the context clearly indicates
ot her w se.

"Act" neans the Cklahoma Hospice Licensing Act, 63 O S. 1991,
88 1-860.1 et seq.

"Attendi ng physician" nmeans a doctor of nedicine or osteopathy,
identified by the patient or representative at the tinme the
patient or representative elects to receive hospice care, as
having the nost significant role in the determ nation and delivery
of the patient's nedical care.

"Continuous care" mneans nursing care that is provided by a
skilled nurse or a qualified hospice aide for as nmuch as 24-hours
a day during periods of nedical crisis as necessary to naintain a
hospi ce patient at their place of residence.

"Departnent" neans the Cklahona State Departnent of Health.

"Enpl oyed" neans contracting with a person for services,
regardl ess of conpensation. This termal so includes vol unteers.

"Fast-track" The process where advance approval may be secured
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for construction starts while design details are conpl et ed.

"First-year license" neans a license issued for the initial
twel ve (12) nonth |icense period.

"Fol | ow-up inspection" neans the inspection by representatives
of the Departnent that shall occur after a hospice has provided
hospi ce services for at |least six (6) nonths.

"CGover ning body" neans a person, persons, or legal entity that
is legally responsible for the conduct of the facility as an
institution and <carries out the functions, ownership, and
governance in accordance with these regulations and the |aws of
this state.

"License" nmeans a first-year or permanent hospice |icense
i ssued pursuant to the Act and these rul es. o
"Licensed independent practitioner" neans any individual

permtted by law and by the |icensed hospice to provide care and
services, wthout direct supervision, within the scope of the
individual’s 1license and consistent with c¢linical privileges
individually granted by the |icensed hospice. Licensed i ndependent
practitioners may include advanced practice nurses wth
prescriptive aut hority, physi ci an assi stants, denti st s,
podi atrists, optonetrists, chiropractors, and psychol ogi sts.

"Medical Crisis" means an event or situation in which a
registered nurse, through direct assessnent of the hospice
patient, determ nes that the patient has entered into a period of
crisis which requires a physician's intervention and continuous
nursing care to achieve palliation or nmanagenent of acute nedi ca
synptons. Peaceful synptom controlled death is an expected patient
outcone and is not considered a nedical crisis. A nedical crisis
woul d include, but not be limted to the follow ng: uncontrolled
termnal agitation as denonstrated by hallucinations, confusion
and conbativeness; wuncontrolled pain; wuncontrolled respiratory
di stress; uncontrolled nausea and vomting; henor r hagi ng;
uncontrolled seizures; famly distress as a result of ongoing
synptom managenent for the patient requiring admnistration of
medi cations to mamintain the patient's confort; and, any
uncontrolled synptom that requires the admnistration of
medi cations wth ongoing assessnent of the effectiveness and
adjustnent of the nedication reginen to achieve control of
synpt ons.

"Permanent |icense" neans a license first issued to a hospice
program after the first-year |icense period has been conpleted and
the required foll ow up inspection has been conduct ed.

"Regi stered nurse" neans a person who is currently licensed to
practice registered nursing in the State of | ahona.

"Representative"” or "Court appointed guardian" neans a person
who is authorized in accordance with State law to execute or
revoke an election for hospice care or term nate medical care on
behal f of the terminally ill individual.

"Skilled nurse" neans a person who is currently licensed to
practice registered nursing or practical nursing in the State of
&l ahoma.

"Soci al worker" mnmeans a person who has a degree from a school
accredited or approved by the Council on Social Wrk Education and
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conforns to the requirenents of the State Licensure Laws of
kl ahoma for Social Wrkers.

“Bereavement counseling” Nneans enotional, psychosocial, and
spiritual support and services provi ded before and after the
death of the patient to assist with issues related to grief,
| oss, and adj ust nent.

“Clinical note” Neans a notation of a contact with the patient
and/or the famly that is witten and dated by any person
providi ng services and that describes signs and synptons,
treatments and medications administered, including the patient’s
reaction and/ or response, and any changes in physical, enotional,

psychosocial or spiritual condition during a given period of
tine.

“Comprehensive assessment” NMeans a thorough evaluation of the
patient’s physical, psychosocial, emotional and spiritual status

related to the termnal illness and related conditions. This
i ncl udes a thorough evaluation of the caregiver’s and family’s
w | | ingness and capability to care for the patient.

“Dietary counseling” Neans education and interventions
provided to the patient and fam ly regardi ng appropriate
nutritional intake as the patient’s condition progresses.

Dietary counseling is provided by qualified individuals, which
may include a reqgistered nurse, dietitian or nutritionist, when
identified in the patient’s plan of care.

“Employee” NMeans a person who: (1) Wrks for the hospice and

for whomthe hospice is required to i ssue a W2 formon his or
her behalf; (2) if the hospice is a subdivision of an agency or
organi zati on, an enpl oyee of the agency or organi zation who i s
assigned to the hospice; or (3) is a volunteer under the
jurisdiction of the hospice.

“Hospice care” NMeans a conprehensive set of services
described in 1861(dd) (1) of the Act, identified and coordi nat ed
by an interdisciplinary group to provide for the physical,
psychosocial, spiritual, and enptional needs of a termnally il
patient and/or famly nenbers, as delineated in a specific
patient plan of care.

“Initial assessment” means an evaluation of the patient’s
physi cal, psychosocial and enotional status related to the
termnal illness and related conditions to determ ne the
patient’s immediate care and support needs.

“Alternate Administrative Office” neans an approved | ocation
fromwhich the hospice provides the sane full range of hospice
care and services that is required of the hospice issued the
license and neets the requirenents of 310:661-2-1 (f) (2). A
multiple location nust nmeet all of the conditions of
participation applicable to hospices.

“pPalliative care” heans patient and famly-centered care
that optim zes quality of |life by anticipating, preventing, and
treating suffering. Palliative care throughout the conti nuum of
illness invol ves addressi ng physical, intellectual, enotional,
social, and spiritual needs and to facilitate pati ent autonony,
access to information, and choi ce.
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Physi ci an desi gnee neans a doctor of nedicine or osteopathy
desi gnated by the hospi ce who assunes the sane responsibilities
and obligations as the nedical director when the nedical director
is not avail able.

“TPerminally ill” neans that the individual has a nedical
prognosis that his or her life expectancy is 6 nonths or less if
the illness runs its nornml course.

[ Source: Added at 9 Ok Reg 1985, eff 6-11-92; Anmended at 14 Ck
Reg 2106, eff 4-7-97 (energency); Anended at 14 Ok Reg 2269, eff
6-12-97; Anended at 19 Ok Reg 2094, eff 6-27-2002; Anended at 21
Ok Reg 1303, eff 5-27-2004; Anended at 23 Ok Reg 2412, eff 6-25-
2006]

310: 661-1-3. Applicability

No public or private agency or person shall establish, conduct
or maintain a hospice or hold itself out to the public as a
hospice wthout first obtaining a license from the State
Depart ment of Health.
[ Source: Added at 10 Ck Reg 77, eff 10-5-92 (energency); Added at
10 & Reg 1705, eff 6-1-93; Amended at 14 Ck Reg 2106, eff 4-7-97
(energency); Anmended at 14 Ok Reg 2269, eff 6-12-97]

SUBCHAPTER 2. LI CENSES

Section

310: 661-2-1. Licensure

310: 661- 2- 2. Deadlines for applications

310: 661-2-3. Were to file

310: 661-2-4. Transfer of ownership of a |licensed hospice
310: 661- 2-5. License application form

310: 661- 2- 6. Licensure fees

310: 661-2-7. Plan review fees

310: 661-2-1. Licensure
(a) Applicant. Any public or private agency or person desiring to
establish a hospice in Clahoma shall apply for and obtain a
license fromthe Departnent.
(b) Application. An application for a hospice |icense shall be
filed on a form prescribed by the Departnent and shall be
acconpani ed by the information required by the Act.
(c) Plan of delivery. The initial application shal | be
acconpanied by a plan of delivery of home and inpatient hospice
services to patients and their famlies. The plan shall include,
but not be limted to, those itens listed in the Act.
(d) Expiration/renewal

(1) First-year license.

(A) The first-year license shall expire one (1) year from
the date of issuance unless suspended or revoked. A hospice
holding a first-year license is required to successfully
complete an initial inspection by representatives of the

Departnment prior to the provision of services and shall be
subject to a followup inspection after providing hospice
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services for at least six (6) nonths. The Departnent may
require any hospice to renew the first-year license for one
addi tional vyear. A hospice shall not hold a first-year

license for nore than twenty-four (24) nonths.
(B) A followup survey that denonstrates conpliance wth
the Act and these rules shall be required prior to a hospice
program bei ng i ssued a permanent |icense.
(2) Permanent |icense. The permanent |icense shall expire one
(1) year from the date of issuance, unless suspended or
revoked. An application for renewal shall be submtted
according to the Act. Only hospice programnms in conpliance with
the Act and these rules shall be issued a pernmanent |icense.
(e) Base of operation. Every hospice providing hospice services
shal |l operate from a place of business which is accessible to the
public and physically located in Cklahoma. Staff providing
services fromthe hospice shall be supervised by personnel at that
| ocati on.
(f) Higibility for license.
(1) A hospice nmaking appropriate application that has been
determined to be conpliant with this Chapter and the Act is
eligible for a |license.
(2) A hospice nmay operate nultiple admnistrative offices
under one (1) license as long as the follow ng requirenents are
net :
(A) The offices shall be located within a geographical area
with a radius of no nore than fifty (50) mles fromthe main

hospi ce.
(B The mleage |imt used for appr oval of each
admnistrative office shall be the mleage between town

centers of the parent location town and the proposed

admnistrative office location town as reported by the

&l ahonma Departnent of Transportation as approximtely the

shortest route between town centers utilizing both State

H ghways System (free) and State Turnpike System (toll)

roads.

(C© The offices shall be operated wunder the sane

adm ni stration and governing body as an extension site for

services of the main hospice.

(D) These offices shall operate under the sane nanme(s) as
the |icensee.

(E) An_ application for license, or renewal thereof, to
establish or operate a hospice alternate adm ni strative
office of an agency licensed in the State of Ol ahoma
shall be acconpanied by a nonrefundable licensing fee
of five hundred dollars ($500.00)and application at
least thirty (30) days before begi nni ng operati ons.

(g) Conpliance with Federal, State and | ocal laws and
regul ations. The hospice and its staff shall operate and furnish
services that conply with all applicable Federal, State, and | oca
laws and rules. The hospice shall ensure that staff conply with
applicable State practice acts and rules in the provision of
hospi ce servi ces.

(h) Hospice inpatient facility.
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(1) Each licensed hospice program nay operate one (1) hospice
inpatient facility with twelve (12) or fewer inpatient beds as
long as the facility conplies wth hospice inpatient facility
service requirements at QAC 310:661-6 and hospice inpatient
facility physical plant requirenents at OAC 310: 661- 8.
(2) A hospice inpatient facility may not be independently
licensed as a hospice unless the hospice provides a full
continuum of hospice program services to patients in their
honmes and tenporary places of residence including the inpatient
hospice facility.
[Source: Added at 14 Ok Reg 2106, eff 4-7-97 (energency); Added
at 14 Gk Reg 2269, eff 6-12-97; Amended at 21 Ok Reg 1303, eff 5-
27-2004; Anmended at 23 Ok Reg 2412, eff 6-25-2006]

310: 661-2-2. Deadl i nes for applications
The |icense application shall be filed in accordance with the
fol |l owi ng deadl i nes.
(1) The application for a first-year hospice |icense shall be
filed at least thirty (30) days before begi nning operations.
(2) The application for a license, following a transfer of
ownership or operation, shall be filed at least thirty (30)
days prior to the transfer. If the Departnent finds that an
energency exists which threatens the welfare of patients, the
thirty (30) day advance filing notice nmay be wai ved.
(3) The application for renewal of an existing |icensed
hospice shall be filed at |east sixty (60) days prior to the
expiration date of the license.
(4) |If a hospice is considering relocation, the hospice shal
file an anended application with the address change at | east
thirty (30) days prior to the intended relocation. There shal
be no fee for processing the |icense address change.
(5) Inconplete first-year license applications received by the
Departnent shall be summarily dismssed after thirty (30) days
of applicant notification of an inconplete application
Thereafter, the applicant shall be required to resubnmt a new
application and initial fee.
[ Source: Added at 14 Ok Reg 2106, eff 4-7-97 (energency); Added
at 14 Ck Reg 2269, eff 6-12-97; Amended at 23 Ok Reg 2412, eff 6-
25-2006]

310: 661-2-3. Were to file
The application and the license fee shall be submtted to the

Depart nent . The effective date shall be the date a conplete
application and fee are received. Al fees shall be non-
r ef undabl e.

[Source: Added at 14 Ok Reg 2106, eff 4-7-97 (energency); Added
at 14 Ok Reg 2269, eff 6-12-97]

310: 661-2-4. Transfer of ownership of a |icensed hospice

(a) The license of a hospice shall not be subject to sale,
assignnent, or other transfer, voluntary or involuntary.

(b) If an entity is considering acquisition of a |icensed
hospice, an application for first-year license with an initial
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application fee of five hundred dollars ($500.00) and a first-year
license fee of one thousand five hundred dollars ($1500.00) and
five hundred dollars ($500.00) for each alternate adm nistrative
office operated by the parent agency shall be submtted to the
Departnent at least thirty (30) days prior to the effective date
of the change. A copy of the executed sales agreenent shall be
provided to the Departnent.
(c) The following actions shall not be considered a transfer of
ownership or change in control requiring this subsection to apply:
(1) Change of a corporate or J|limted Iliability conpany
licensee's nanme through amendnents of the articles of
i ncorporation or nenbership agreenent.
(2) Sale of stock of a corporation.
(3) Sale or nerger of a corporation that owns the hospice
operating entity.
(4) Sale of nenbership interest of a limted liability
conpany.
[Source: Added at 14 Ok Reg 2106, eff 4-7-97 (energency); Added
at 14 Gk Reg 2269, eff 6-12-97; Amended at 21 Ok Reg 1303, eff 5-
27-2004; Amended at 23 Gk Reg 2412, eff 6-25-2006]

310: 661-2-5. License application form

The applicant for a license shall file the followng
application form Application for License to Qperate a Hospice
(ODH Form 924). This formrequests: anount of fee submtted; nane
of hospice; location and nailing address of hospice; nane and
title of chief executive officer; fiscal year ending date;
operating entity nane and address; type of operating entity; board
of directors; conplete disclosure of ownership including nang,
finding and nmailing address, and percentage of ownership for every
stockhol der having at |east five percent (5% ownership in the
hospi ce; nane, signature, and title of position of persons naking
the application; and an affidavit attesting to the information
provi ded.
[ Source: Added at 14 Ok Reg 2106, eff 4-7-97 (energency); Added
at 14 Ck Reg 2269, eff 6-12-97; Amended at 23 Ok Reg 2412, eff 6-
25-2006]

310: 661-2-6. Licensure fees

(a) An application for a first-year l|license to establish or
operate a hospice shall be acconpanied by a non-refundable
application fee of five hundred dollars ($500.00) and a non-
refundable first-year license fee of one thousand five hundred

dol | ars ($1500. 00).

(b) An application for a permanent |icense to continue operation
of a hospice after the first-year |license period is conplete shal
be acconpanied by a non-refundable permanent |icense fee of two
t housand dol | ars ($2000. 00).

(c) A renewal application for an existing permanent hospice
license shall be acconpanied by a non-refundable |icense fee of
two thousand dollars ($2000. 00).

(d) A late renewal fee of fifty dollars ($50.00) shall be charged
for any hospice submtting an application for renewal wthin
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thirty (30) days after the expiration date of the |icense.

[ Source: Added at 16 Ck Reg 2518, eff. 6-25-99; Arended at 21 Ck
Reg 1303, eff 5-27-2004; Anended at 23 Ok Reg 2412, eff 6-25-2006;
Amended at 24 Ck Reg 2004, eff 6-25-2007]

310: 661-2-7. Plan review fees
(a) Each hospice inpatient facility construction project shall be
charged a review fee based on the cost of the design and
construction of the building project. Review fees are as foll ows:

(1) Project cost |ess than $10,000.00: $250.00 Fee

(2) Project cost $10,000.00 to $50,000.00: $500.00 Fee

(3) Project cost $50,000.00 to $250, 000.00: $1000.00 Fee

(4) Project cost $250,000.00 to $1, 000, 000.00: $1500.00 Fee
5) Project Cost greater than $1, 000, 000. 00: $2000.00 Fee
(b) The review fee shall be paid when stage one project plans are
submtted to the Departnment for review The fee shall cover the
cost of review for up to two (2) stage one and two (2) stage two
submittals. |If a stage one or stage two submttal is not approved
after two (2) subm ssions, another review fee based on the cost of
the project shall be required for the third submttal. Fast-track
projects shall be allowed tw (2) reviews for each package
submtted. If a fast-track stage package is not approved after the
second submttal, another review fee based on the cost of the
project shall be required with the third submttal of the package.
[ Source: Added at 21 Ck Reg 1303, eff 5-27-2004]

SUBCHAPTER 3. ADM NI STRATI ON

Section

310: 661- 3-1. Licensure [ AMENDED and RENUVBERED to 310: 661-2-1]
310: 661- 3-2. Organi zation

310: 661- 3-3. Medi cal records

310: 661- 3-4. Confidentiality

310: 661-3-1. Licensure [Arended and renunbered to 310: 661-2-1]

[ Source: Added at 9 Gk Reg 1985, eff 6-11-92; Anended at 14 Ck
Reg 2106, eff 4-7-97 (enmergency); Amended at 14 Ok Reg 2269, eff
6- 12- 97]

310: 661- 3-2. Organi zation
(8) Organi zation and adm nistration of services.
The hospi ce nust organi ze, nmanage, and adm ni ster its resources
to provide the hospice care and services to patients, caregivers
and famlies necessary for the palliation and nanagenent of the
termnal illness and rel ated conditions.
(b) Serving the hospice patient and family. The hospice nust
provi de hospice care that:
(1) Optimzes confort and dignity; and
(2) Is consistent with patient and famly needs and goal s,
wth patient needs and goals as priority.
(c) Continuation of care. A hospice may not discontinue or reduce
care provided to a Medi care or Medi caid beneficiary because of
t he beneficiary’s inability to pay for that care.
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(d) Professional managenment responsibility. A hospice that has a
witten agreenent with anot her agency, individual, or
organi zation to furni sh any servi ces under arrangenment nust
retain admni strative and financi al managenent, and oversi ght of
staff and services for all arranged services, to ensure the
provi sion of quality care. Arranged services nust be supported by
witten agreenents that require that all services be:

(1) Authorized by the hospice;

(2) Furnished in a safe and effective manner by qualified

per sonnel ; and

(3) Delivered in accordance with the patient’s plan of care.
(a) Narrative program Each Hospice shall provide a narrative
program with 1its application which describes the functions,
staffing, services available to the patient and other basic
information relating to the fulfillment of the facility's
obj ecti ves.
(b) CGoverning body. A hospice shall have a governing body that
assunes full legal responsibility for determning, inplenenting
and nmonitoring policies governing the total operations of the
hospi ce. The governing body shall designate an individual who is
responsi ble for the day-to-day managenent of the hospice program
The governing body shall also ensure that all services provided
are consistent with accepted standards of practice.
(c) Hospice team A hospice team shall be developed and
function according to the Act. The hospice team is responsible
for:

(1) Participation in the establishnent of the plan of care.
(2) Provision or supervision of hospice care and services.
(3) Periodic review and updating of the plan of care for each
i ndi vi dual receiving hospice care.
(4) Inplenentation of policies governing the day-to-day
provi sions of hospice care and servi ces.
(d) Medical director. The nedical director shall be a nedical
doctor or osteopathic physician and shall assune overall
responsibility for the nedical conponent of the patient care
program for the hospice. The physician shall al so serve as nedi ca
advisor to the hospice and shall possess a |icense free of
sanctions. The nedical director nust be a doctor of nedicine or
osteopathy who is an enployee, or be under contract with the
hospi ce. When the nedical director is not available, a physician
desi gnated by the hospice assunes the sane responsibilities and
obligations as the nedical director.
(1) Medical director contract. Wen contracting for nedical
director services, the contract nust specify the physician
who assunes the nmedical director responsibilities and
obligations . A hospice nay contract with either of the
fol |l ow ng:
(i) A self-enployed physician; or
(i1) A physician enployed by a professional entity or
physi ci ans group.

(2) Lnitial certification of terminal illness. The nedical
di rector or physician desi gnee review the clinical
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infornation for each hospice patient and provides witten
certification that it is anticipated that the patient’s life
expectancy is six(6) nonths or less if the illness runs its
normal course. The physician nust consider the foll ow ng
when naking this determ nation:
(i) The prinary termnal condition;
(ii) Related diagnosis(es), if any;
(iii1) Current subjective and objective nedical
fi ndi ngs;
(iv) Current nedication and treatnent orders; and
(v) Information about the nedi cal managenent of any of
the patient’s conditions unrelated to the terminal
i Il ness.
(3) Recertification of the terninal illness. Before the
recertification period for each patient, the nedica
director or physician designee nust review the patient’s
clinical infornmation.
(4) Medical director responsibility. The nedical director or
physi ci an desi gnee has responsibility for the nedical
component of the hospice’s patient care program.
(e) Patient care coordinator. A regi stered nur se shal | be
enpl oyed by the hospice as patient care coordinator to supervise
and coordinate the palliative and supportive care for patients and
famlies provided by a hospice team
(f) Medical social services. Medical social services shall be
provi ded by a social worker enployed by the hospice.
(g) Support services. Support services shall be available to both
the individual and the famly. These services include bereavenent
support provided after the patient's death, spiritual support and
any other support or service needed by the patient or famly.
These services may be provided by nenbers of the interdisciplinary
group as well as other qualified professionals as determ ned by
t he hospi ce.
(h) Training.
(1) A hospice nmust provide orientation about the hospice
phil osophy to all enployees and contracted staff who have
patient and famly contact.
(2) A hospice nmust provide an initial orientation for each
employee that addresses the employee’s specific job duties.
(3) A hospice nust assess the skills and conpetence of al
i ndividual s furnishing care, including volunteers furnishing
services, and, as necessary, provide in-service training and
educati on prograns where required. The hospice nust have
witten policies and procedures describing its nethod(s) of
assessnent of conpetency and maintain a witten description
of the inservice training provided during the previous
twel ve(12) nonths.
(1) WVolunteers. Volunteers shall be used in defined roles and
under the supervision of a designated hospice enployee. The
hospi ce shall provide appropriate orientation and training.
(1) Training. The hospice nust maintain, docunent, and
provi de volunteer orientation and training that is
consistent with hospice industry standards.
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(2) Role. Volunteers nust be used in day-to-day
adm ni strative and/or direct patient care roles.
(3) Recruiting and retaining. The hospice nust document and
denonstrate viable and ongoing efforts to recruit and retain
vol unt eers.
(4) Uilization. The hospice nust docunent
(i) The identification of each position that is
occupi ed by a vol unt eer.
(ii) The work tine spent by vol unteers occupyi ng those
positions.
(iii) Estimates of the dollar costs that the hospice
woul d have incurred if paid enpl oyees occupi ed the
positions identified above.
(5) Level of activity. Volunteers nust provide day-to-day
adm ni strative and/or direct patient care services in an
amount that, at a mninum equals 5 percent of the total
pati ent care hours of all paid hospice enpl oyees and
contract staff. The hospice nmust nmaintain records on the use
of volunteers for patient care and adm ni strative services,
including the type of services and ti me worked.
(1) Criminal backaround checks.
(1) The hospice nust obtain a crimnal background check on
all hospice enpl oyees who have direct patient contact or
access to patient records. Hospice contracts nust require
that all contracted entities obtain crimnal background
checks on contracted enpl oyees who have direct patient
contact or access to patient records.
(2) Crimnal background checks nust be obtained in
accordance with State requirenents. In the absence of State
requi renents, crimnmnal background checks nust be obtai ned
wthin three nonths of the date of enpl oynment.

[ Source: Added at 9 Ok Reg 1985, eff 6-11-92; Amended at 14
Reg 2106, eff 4-7-97 (energency); Anended at 14 Ok Reg 2269, eff
6- 12- 97]

310: 661- 3-3. Medi cal records

(a) The hospice shall establish and maintain a nmedical record for
each individual receiving care and services. The record shall be
conpl et e, timely and accurately docunented, and readily
accessi bl e.

(b) The nedical record shall contain sufficient information to
justify the diagnosis and warrant the treatnent and services
provided. Entries are nade and signed by the person providing the

services. The record shall include all care and services whether
furnished directly or wunder arrangenents by the hospice. Each
record shall contain at Ileast, but not be |limted to, the
f ol | owi ng:

(1) Identification data.

(2) Initial and subsequent assessnents.

(3) Plan of care

(4) Consent, authorization and el ection forns.
(5) Medical history.
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(6) Conplete docunentation of all care, services and events
i ncluding evaluations, treatnents, progress notes, |aboratory
and x-ray reports, and di scharge sunmary.
(c) The hospice shall safeguard the nedical record against |oss,
destruction, and unauthorized use.
(d) CQurrent records shall be conpleted pronptly. A plan of care
shall be completed wthin forty-eight (48) hours follow ng
adm ssi on. Records of discharged patients shall be conpleted
within thirty (30) days foll ow ng discharge.
(e) Medical records shall be retained at least five (5) years
beyond the date the patient was |last seen or at l|least three (3)
years beyond the date of the patient's death.
(f) A hospice may mcrofilmmedical records in order to conserve
space. Records reconstituted from mcrofilm shall be considered
the sanme as the original and retention of the mcrofilned record
constitutes conpliance with preservation | aws.
(g0 The hospice shall advise the Departnent in witing at the
time of cessation of operation as to where hospice records shall
be archived and how these records shall be accessed.

310:661-3-4 Cinical records.

A clinical record containing past and current findings is

mai nt ai ned for each hospice patient. The clinical record nust

contain correct clinical information that is available to the
patient’s attending physician and hospice staff. The clinical
record nay be maintai ned el ectronically.

(a) Content. Each patient’s record must include the following:
(1) The initial plan of care, updated plans of care, initial
assessnent, conprehensi ve assessnent, updated conprehensive
assessnents, and clinical notes.

(2) Signed copies of the notice of patient rights and

el ection statement (where applicabl e).

(3) Responses to nedi cati ons, synptom managenent,
treatnents, and services.

(4) Qutcone neasure data el enents, as described in 310:661-
5-3-1.

(5) Physician certification and recertification of term nal
illness as required (where applicable).

(6) Any advance directives.

(7) Physician orders.

(b) Authentication. Al entries nust be legible, clear, conplete,

and appropriately authenticated and dated in accordance with

hospi ce policy and currently accepted standards of practice.

(c) Protection of information. The clinical record, its contents

and the information contai ned therein nust be saf equarded agai nst

| oss or unaut hori zed use. The hospice nust be in conpliance wth
all Federal and State privacy | aws.

(d) Discharge or transfer of care.

(1) If the care of a patient is transferred to another
|l i censed hospice facility, the hospice nust forward to the
receiving facility, a copy of:

(i) The hospice discharge summary; and

(1ii) The patient’s clinical record, if requested.
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(2) If a patient revokes the election of hospice care, or is
di scharged from hospi ce, the hospice nmust forward to the
patient’s attending physician, a copy of:
(i) The hospice discharge summary; and
(1ii) The patient’s clinical record, if requested.
(3) The hospice discharge summary as required above nust
i ncl ude:
(1) A summary of the patient’s stay including
treatnments, synptons and pai n managenent;
(ii) The patient’s current plan of care;
(1iii) The patient’s latest physician orders. and
(iv) Any other docunentation that will assist in post-
di scharge continuity of care or that is requested by
t he attendi ng physician or receiving facility.
(e) Retrieval of clinical records. The clinical record, whether
hard copy or in electronic form nust be nade readily avail abl e
on request by an appropriate authority.
[ Source: Added at 9 Ok Reg 1985, eff 6-11-92; Anmended at 14 Ck
Reg 2106, eff 4-7-97 (energency); Amended at 14 kK Reg 2269, eff
6- 12- 97]

310: 661- 3-4. Confidentiality

(a) Medical records shall be kept confidential. Only authorized
personnel shall have access to the record. Witten consent of the
patient, patient representative, the court appointed guardian or a
court order shall be presented as authority for rel ease of nedica
i nformation.

(b) An individual who is, or has been, a patient of a physician,
hospital, or other nedical facility, except psychiatric, shall be
entitled to access information contained in the individual's own
medi cal records upon request. A request for mnors nmay be nmade by
parents or |egal guardian. The hospice shall furnish a copy of
t he nmedi cal record upon paynent for the charge of such copy.

[ Source: Added at 9 Ok Reg 1985, eff 6-11-92; Anended at 14 Ck
Reg 2106, eff 4-7-97 (energency); Anended at 14 Ok Reg 2269, eff
6- 12- 97]

SUBCHAPTER 5. M NI MUM STANDARDS

Section

310: 661-5-1. Adm ssi on

310: 661-5-1.1. Adm ssion to hospice care

310: 661-5-1.2. Di scharge from hospi ce care

310: 661-5-1.3. Initial and conprehensi ve assessnment of the patient
310: 661-5- 2. Pl an of care

310: 661-5-2. 1. Interdi sciplinary group, care pl anning, and
coordi nati on of services

310:661-5-2.2. Core Services

310:661-5-2.3. Non-core services

310: 661-5-2.4. Physical therapy, occupational therapy, speech-
| anquage pat hol ogy

310: 661-5-2.5. Licensed professional services

310: 661- 5- 3. Qual ity assurance
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310: 661-5-3.1. Quality assessnent and perfornance inprovemnment
310: 661- 5- 4. Rights and responsibilities
310: 661-5-4.1. Additional rights and responsibilities
310: 661-5-5. Conti nuous care
310: 661-5-6 | nfection Control
310: 661-5-7. Supervision of hone health aides
8

310: 661-5- Drugs and biologicals, nedical supplies, and nedica

equi pnent

310: 661-5-1. Adm ssion

(a) Admssion to a hospice shall be in accord with the Act.

(b) Hospice services shall be available twenty-four (24) hours a
day, seven (7) days a week.

(c) A hospice program shall not inpose the dictates of any val ue
or belief systemon its patients and their famli es.

(d) A hospice shall coordinate its service with those of the
patient's primary or attending physician, all hospice caregivers,
and nursing facility staff if a patient resides in a nursing
facility.

(e) The hospice team shall be responsible for coordination and
continuity between inpatient and hone care aspects of care.

[ Source: Added at 9 Ok Reg 1985, eff 6-11-92; Anended at 14 Ck
Reg 2106, eff 4-7-97 (energency); Anended at 14 Ok Reg 2269, eff
6- 12- 97]

310: 661-5-1.1 Admission to hospice care.
(a) The hospice adnmts a patient only on the recomendati on of

the medical director in consultation wwth, or with i nput from
the patient’s attending physician (if any).
(b) In reaching a decision to certify that the patient is
termnally ill, the hospice nedical director nust consider at
| east the follow ng i nformati on:
(1) D agnosis of the termnal condition of the patient;
(2) Oher health conditions, whether related or unrelated to
the termnal condition; and
(3) Current clinically relevant i nformati on supporting al
di agnoses.

310: 661-5-1.2 Discharge from hospice care.
(a) Reasons for di scharge. A hospice may di scharge a patient if:

(1) The patient nobves out of the hospice’s service area or
transfers to another hospice;

(2) The hospice deternmnes that the patient is no | onger
termnally ill; or

(3) The hospice determ nes, under a policy set by the
hospi ce for the purpose of addressing discharge for cause
that nmeets the requirenents of paragraphs ((a)(3)(i) through
(a) (3) (iv)) of this section, that the patient’s (or other
persons in the patient’s home) behavior is disruptive,

abusi ve, or uncooperative to the extent that delivery of
care to the patient or the ability of the hospice to operate
effectively is seriously inpaired. The hospice nust do the
following before it seeks to discharge a patient for cause:
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(i) Advise the patient that a discharge for cause is
bei ng consi der ed;
(ii) Make a serious effort to resolve the problen(s)
presented by the patient’s behavior or situation;
(1ii) Ascertain that the patient’s proposed discharge
is not due to the patient’s use of necessary hospice
services; and
(iv) Docunment the problem(s) and efforts nade to
resol ve the problen(s)and enter this docunentation into
its nedical records.
(b) Discharge order. Prior to discharging a patient for any
reason listed in paragraph (a) of this section), the hospi ce nust
obtain a written physician’s discharge order from the hospice
nedi cal director. If a patient has an attendi ng physici an
involved in his or her care, this physician should be consulted
bef ore di scharge and his or her review and deci sion included in
t he di scharge note.
(c) Effect of discharge. An individual, upon discharge fromthe
hospi ce during a particular election period for reasons other
than i medi ate transfer to anot her hospi ce—
(1) I's no |l onger covered under Medicare for hospice care;
(2) Resunes Medi care coverage of the benefits wai ved upon
el ection of the Medi care Hospice benefit, and
(3) May at any tine elect to receive hospice care if he or
she is again eligible to receive the benefit.
(d) Discharge planning.
(1) The hospice nust have in place a discharge pl anning
process that takes into account the prospect that a
patient’s condition might stabilize or otherwise change such
that the patient cannot continue to be certified as
termnally ill
(2) The discharge planning process nust include planning for
any necessary famly counseling, patient education, or other
services before the patient is discharged because he or she
is no longer termnally ill.

310:661-5-1-3 Initial and conprehensive assessnent of the

patient

The hospi ce nust conduct and docunent in witing a patient-

speci fic conprehensive assessnent that identifies the patient’s
need for hospice care and services, and the patient’s need for
physi cal, psychosocial, enptional, and spiritual care. This
assessnent includes all areas of hospice care related to the

pal liation and nmanagenent of the terminal illness and rel ated
condi tions.

(a) lnitial assessnment. The hospice registered nurse nust
conplete an initial assessnment within 48 hours after the el ection
of hospice care is conplete (unless the physician, patient, or
representative requests that the initial assessnent be conpl eted
in | ess than 48 hours.)

(b) Tinmefranme for conpletion of the conprehensive assessnment. The
hospice interdisciplinary group, in consultation with the
individual’s attending physician (if any), must complete the
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conprehensi ve assessnent no later than 5 cal endar days after the
el ection of hospice care in accordance with the Medi care hospi ce
benefit.
(c) Standard: Content of the conprehensive assessnent. The
conpr ehensi ve assessnent nust identify the physical,
psychosoci al, enptional, and spiritual needs related to the
termnal illness that nust be addressed in order to pronote the
hospice patient’s well-being, confort, and dignity throughout the
dyi ng process. The conprehensive assessnment nust take into
consideration the foll owi ng factors:
(1) The nature and condition causi ng adm ssi on (i ncl uding
t he presence or | ack of objective data and subjective
conpl ai nts);
(2) Conplications and risk factors that affect care
pl anni ng;
(3) Functional status, including the patient’s ability to
under stand and participate in his or her own care;
(4) | mm nence of death;
(5) Severity of synptons;
(6) Drug profile. A review of all of the patient’s
prescription and over-the-counter drugs, herbal renedi es and
other alternative treatnents that could affect drug therapy.
This includes, but is not limted to, identification of the
foll ow ng:
(i) Effectiveness of drug therapy;
(ii) Drug side effects;
(iii) Actual or potential drug interactions;
(iv) Duplicate drug therapy; and
(v) Drug therapy currently associated with | aboratory
noni t ori ng.
(7) Bereavenent. An initial bereavenent assessnent of the
needs of the patient’s family and other individuals focusing
on the social, spiritual, and cultural factors that may
impact their ability to cope with the patient’s death.
| nformation gathered fromthe initial bereavenent assessment
nust be incorporated into the plan of care and considered in
t he bereavenent plan of care; and
(8) The need for referrals and further eval uati on by
appropri ate heal th professionals.
(d) Update of the conprehensive assessnent.
The update of the conprehensi ve assessnent nmust be acconpli shed
by the hospice interdisciplinary group (in collaboration with the
individual’s attending physician, if any) and must consider
changes that have taken place since the initial assessment. |t
must include information on the patient’s progress toward desired
outcomes, as well as a reassessment of the patient’s response to
care. The assessnent update nust be acconplished as frequently as
the condition of the patient requires, but no | ess frequently
t han every fifteen(15) days.
(e) Patient outcone neasures.
(1) The conprehensi ve assessnent nust include data el enents
that allow for neasurenent of outconmes. The hospice nust
neasure and docunent data in the same way for all patients.
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The data elenents nust take into consideration aspects of
care related to hospice and palliation

(2) The data elenents nmust be an integral part of the

conpr ehensi ve assessnent and nmust be docunented in a
systematic and retrievable way for each patient. The data

el enments for each patient nmust be used in individual patient
care planning and in the coordination of services, and nust
be used in the aggregate for the hospice’s gquality
assessnent and perfornance i nprovenent program

310: 661-5-2. Plan of care

(a) A witten plan of care shall be established and naintai ned
for each patient admtted to a hospice program and the care
provided to an individual shall be in accordance with the plan

(b) The plan shall be established by the attendi ng physician, the
medi cal director, and the interdisciplinary group.

(c) The plan of care shall be reviewed and updated by the hospice
team at intervals specified in the plan. These reviews shall be
docunent ed by the team nenbers.

(d) The content of the plan shall include an assessnent of the
patient's needs and identify the services provided. The plan shal
state in detail the scope and frequency of services needed to neet
the patient's and famly's needs.

(e) Continuous care shall be provided under a plan of care that
shal | be devel oped specifically to resolve the patient's nedica
crisis. These plans shall include:

(1) Caregiver education;

(2) Anticipated duration of the continuous care;

(3) Necessity of continuous care;

(4) Interventions required;

(5) Identification of interdisciplinary team nenbers

devel opi ng the plan; and,

(6) Physician orders for continuous care.

[ Source: Added at 9 Ok Reg 1985, eff 6-11-92; Anended at 19 Ck
Reg 2094, eff 6-27-2002]

310: 661-5-2.1 Interdisciplinary group, care planning, and
coordi nation of services.

The hospi ce nust designate an interdi sciplinary group or groups
as specified in paragraph (a) of this section which, in
consultation with the patient’s attending physician, must prepare
a witten plan of care for each patient. The plan of care nust
specify the hospice care and services necessary to neet the
patient and fam|y-specific needs identified in the conprehensive
assessnent as such needs relate to the termnal illness and
related conditions.

(a) Approach to service delivery.

(1) The hospice nust designate an interdisciplinary group or
groups conposed of individuals who work together to neet the
physi cal, nmedical, psychosocial, enotional, and spiritual needs
of the hospice patients and famlies facing termnal illness and
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bereavenent. Interdisciplinary group nenbers nust provide the
care and services offered by the hospice, and the group, inits
entirety, nust supervise the care and services. The hospice nust
designate a registered nurse that is a menber of the
interdisciplinary group to provide coordination of care and to
ensure continuous assessment of each patient’s and family’s needs

and inplementation of the interdisciplinary plan of care. The
interdisciplinary group nmust include, but is not limted to,
i ndi viduals who are qualified and conpetent to practice in the
foll owi ng professional roles:
(i) A doctor of nedicine or osteopathy (who is an enpl oyee
or under contract with the hospice);
(ii1) A registered nurse;
(
(

iii) A social worker; and

iv) A pastoral or other counselor.
(2) If the hospice has nore than one interdisciplinary group, it
must identify a specifically designated interdisciplinary group
to establish policies governing the day-to-day provision of
hospi ce care and servi ces.
(b) Plan of care. Al hospice care and services furnished to
patients and their famlies nust follow an individualized witten
pl an of care established by the
hospi ce interdisciplinary group in collaboration with the
attendi ng physician (if any),the patient or representative, and
the prinmary caregiver in accordance with the patient’s needs if
any of them so desire. The hospice nust ensure that each
patient and the prinmary care giver(s) receive educati on and
trai ning provided by the hospice as appropriate to their
responsibilities for the care and services identified in the plan
of care.
(c) Content of the plan of care. The hospi ce nust devel op an
i ndividualized witten plan of care for each patient. The plan of

care nmust reflect patient and famly goals and interventions
based on the problens identified in the initial, conprehensive,
and updat ed conpr ehensi ve assessnents. The plan of
care nmust include all services necessary for the palliation and
managenent of the termnal illness and related conditions,
i ncluding the foll ow ng:
(1) Interventions to nmanage pain and synptons;
(2) A detailed statenent of the scope and frequency of
services necessary to neet the specific patient and famly
needs;
(3) Measurabl e outcones anticipated frominpl enenting and
coordinating the plan of care;
(4) Drugs and treatnent necessary to neet the needs of the
pati ent.
(5) Medical supplies and appliances necessary to neet the
needs of the patient; and
(6) The interdisciplinary group’s documentation of the
patient’s or representative’s level of understanding,
i nvol venent, and agreenent with the plan of care, in
accordance with the hospice’s own policies, in the clinical
record.
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(d) Review of the plan of care. The hospice interdisciplinary
group (in collaboration with the individual’s attending
physician, if any) nust review, revise and docunent the
individualized plan as frequently as the patient’s condition
requires, but no |less frequently than every fifteen (15) cal endar
days. A revised plan of care nust include infornation fromthe
patient’s updated comprehensive assessment and nust note the
patient’s progress toward outcomes and goals specified in the
pl an of care.

(e) Coordination of services. The hospice nmust devel op and

mal ntain a system of communi cation and integration, in accordance

with the hospice’s own policies and procedures, to:
(1) Ensure that the interdisciplinary group naintains
responsibility for directing, coordinating, and supervising
t he care and services provided;
(2) Ensure that the care and services are provided in
accordance with the plan of care;
(3) Ensure that the care and services provided are based on
all assessnents of the patient and famly needs;
(4) Provide for and ensure the ongoi ng sharing of
i nfornation between all disciplines providing care and
services in all settings, whether the care and services are
provided directly or under arrangenent; and
(5) Provide for an ongoing sharing of information with other

non- hospi ce healthcare providers furnishing services
unrelated to the termnal illness and related conditions.

310:661-5-2-2 Core Services _ _
A hospice nust routinely provide substantially all core services
directly by hospice enpl oyees. These services nust be provided in

a manner consistent with acceptabl e standards of practice. These
services include nursing services, nedical social services,

and counseling. The hospice may contract for physician services
as specified in paragraph (a) of this section. A hospice nmay use
contracted staff, if necessary, to supplement hospi ce enpl oyees
in order to neet the needs of patients under extraordinary or

ot her non-routine circunstances. A hospice may also enter into a
witten arrangenent with another |icensed hospice programfor the

provi sion of core services to suppl enment hospi ce enpl oyee/ st aff
to nmeet the needs of patients. G rcunstances under which a
hospice nmay enter into a witten arrangenent for the

provi sion of core services include: Unanticipated periods of high

patient | oads, staffing shortages due to illness or other short-
termtenporary situations that interrupt patient care; and
tenporary travel of a patient outside of the hospice’s service
ar ea.

(a) Physician services. The hospice nedical director, physician
enpl oyees, and contracted physician(s) of the hospice, in
conjunction with the patient’s attending physician, are
responsi ble for the palliation and managenent of the tern nal
illness and conditions related to the termnal illness.
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(1) Al physician enpl oyees and those under contract, nust
function under the supervision of the hospice nedical
director.
(2) Al physician enpl oyees and those under contract shal
nmeet this requirenent by either providing the services
directly or through coordinating patient care with the
att endi ng physi ci an.
(3) If the attending physician is unavail able, the nedical
director, contracted physician, and/or hospice physician
enpl oyee is responsible for nmeeting the nedi cal needs of the
pati ent.
(b) Nursing services.
(1) The hospi ce nust provide nursing care and services by or
under the supervision of a registered nurse. Nursing
services nust ensure that the nursing needs of the patient
are met as identified in the patient’s initial assessment,
conpr ehensi ve assessnent, and updat ed assessnents.
(2) If State law permts regi stered nurses to see, treat,
and wite orders for patients, then reqgi stered nurses my
provi de services to beneficiaries receiving hospice care.
(3) H ghly specialized nursing services that are provided so
infrequently that the provision of such services by direct
hospi ce enpl oyees woul d be i npracticable and prohibitively
expensi ve, may be provi ded under contract.
(c) Medical social services. Medical social services nmust be
provided by a qualified social worker, under the direction of a
physician. Social work services must be based on the patient’s
psychosocial assessment and the patient’s and
family’sS needs and acceptance of these services.
(d) Counseling services. Counseling services shall be avail abl e
to the patient and famly to assist the patient and famly in
mnimzing the stress and problens that arise fromthe term na
illness, related conditions, and the dyi ng process. Counseling
services nust include, but are not limted to, the follow ng:
(1) Bereavenent counseling. The hospice shall
(i) Have an organi zed program for the provision of
ber eavenent services furni shed under the supervision of
a qualified professional with experience or education
in grief or |loss counseling;
(ii) Make bereavenent services available to the famly
and other individuals in the bereavenent plan of care
up to (one)l vear following the death of the patient.
Ber eavenment counseling al so extends to residents of a
SNF/ NF or | CF/ MR when appropriate and identified in the
ber eavenent plan of care;
(iii1) Ensure that bereavenent services reflect the
needs of the bereaved; and
(iv) Develop a bereavenent plan of care that notes the
Ki nd of bereavenent services to be offered and the
frequency of service delivery.
(2) Dietary counseling. D etary counseling, when identified
in the plan of care, nust be perforned by a qualified
i ndividual, which include dietitians as well as nurses and
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other individuals who are able to address and assure that
the dietary needs of the patient are net.
(3) Spiritual counseling. The hospice shall:
(1) Provide an assessment of the patient’s and familv’s
spiritual needs;
(ii) Provide spiritual counseling to neet these needs
in accordance with the patient’s and familv’s
acceptance of this service, and in a nanner consi stent
wth patient and famly beliefs and desires;
(iii) Make all reasonable efforts to facilitate visits
by | ocal clergy, pastoral counselors, or other
individuals who can support the patient’s spiritual
needs to the best of its ability; and
(iv) Advise the patient and famly of this service.

310:661-5-2-3 Non-Core Services

A hospi ce nust ensure that the services descri bed bel ow are
provided directly by the hospice or under arrangenents nade by
t he hospi ce. These services nmust be provided in a nanner
consistent with current standards of practice.

(a) Physical therapy, occupational therapy, and
speech- | anguage pat hol ogy. Physi cal therapy services,

occupati onal therapy services, and speech-I| anguage pat hol ogy
services nust be avail able, and when provided, offered in a
manner consi stent with accepted standards of practice.

310: 661-5-2-4 Physical therapy., occupational therapy. speech-

| anguage pat hol oqy.

Physi cal therapy services, occupational therapy services, and
speech-| anguage pat hol ogy services nust be avail able, and when
provided, offered in a manner consistent with accepted standards
of practice. Wivers nay be applied for from CVS foll ow ng

gui delines in the Hospice Conditions of Participation.

310:661-5-2-5 Licensed Professional Services

(a) Licensed professional services provided directly or under
arrangenent shall be authorized, delivered, and supervi sed only
by health care professionals who neet the appropriate
qualifications specified by the State and who practi ce under the
hospice’s policies and procedures.

(b) Licensed professionals shall actively participate in the
coordination of all aspects of the patient’s hospice care, in
accordance with current professional standards and practice,
including participating in ongoing interdisciplinary

conpr ehensi ve assessnents, devel opi ng and eval uati ng

the plan of care, and contributing to patient and famly
counsel i ng and educati on; and

(c) Licensed professionals shall participate in the hospice’s
quality assessment and perfornmance inprovenent program and
hospi ce sponsored in-service training.

310: 661-5-3. Quality assurance
(a) The hospice shall devel op, mai nt ai n, and conduct a
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conprehensive quality assurance program that i ncludes an
eval uation of services, quarterly clinical record audits, and
or gani zati onal review.

(b) The hospice shall ensure that appropriate and quality care is
provided to include inpatient care, home care, and care provided
under arrangenents.

(c) The quality assurance program shall be reviewed at | east one
(1) time each year. Policies and procedures shall be revised as
needed, revi ewed, and approved annually. Goals shall be
establ i shed and problens identified wth docunented results.
[Source: Added at 9 Ck Reg 1985, eff 6-11-92; Amended at 14
Reg 2106, eff 4-7-97 (energency); Anended at 14 Ok Reg 2269, eff
6- 12-97]

310: 661-5-3-1 Quality Assessnent/Performance | nprovenent
(a) The hospi ce shall devel op, inplenent, and nai ntain an

effective, ongoi ng, hospi ce-w de data-driven quality assessnent
and performance improvement program. The hospice’s
governi ng body shall ensure that the program Reflects the
conplexity of its organi zation and services; involves all hospice
services (including those services furni shed under contract or
arrangenent); focuses on indicators related to i nproved
palliative outcones; and takes actions to denpnstrate i nprovemnment
in hospi ce perfornmance. The hospi ce nmust nmi ntain docunentary
evidence of its quality assessnent and perfornance i nprovenent
program and be able to denonstrate its operation to the
Depart nent of Heal th.
(b) Program scope.
(1) The program shall at | east be capable of show ng
neasur abl e i nprovenent in indicators related to i nproved
pal li ative outcones and hospi ce services.
(2) The hospice shall neasure, analyze, and track quality
i ndi cators, including adverse patient events, and ot her
aspects of perfornmance that enabl e the hospice to assess
processes of care, hospice services, and operations.
(c) Program data.
(1) The program shall use quality indicator data, including
pati ent care, and other relevant data, in the design of its
pr ogr am
(2) The hospice shall use the data collected to do the
foll ow ng:
(i) Mnitor the effectiveness and safety of services
and quality of care;
(ii) ldentify opportunities and priorities for
i nprovenent; and
(3) The frequency and detail of the data coll ection shall be
approved by the hospice’s governing body.
(d) Programactivities.
(1) The hospice’s performance i nprovenent activities shall:
(i) Focus on high risk, high volune, or problemprone
ar eas;
(ii) Consider incidence, preval ence, and severity of
probl ens in those areas; and
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(iii1) Affect palliative outcones, patient safety, and
quality of care.

(2) Performance inprovenent activities shall track adverse
patient events, analyze their causes, and inpl enment
preventive actions and nmechani sns that include feedback and
| earni ng throughout the hospice.
(3) The hospice shall take actions ainmed at performance
i nprovenent and, after inplenenting those actions, the
hospi ce shall neasure its success and track perfornance to
ensure that inprovenents are sustai ned.

(e) Performance inprovenment projects. Hospices shall devel op,

i npl enent, and eval uate perfornance i nprovenent

proj ects.
(1) The nunber and scope of distinct perfornmance inprovenent
proj ects conducted annually, based on the needs of the
hospice’s population and internal organizational needs,
shall reflect the scope, conplexity, and past performance of
the hospice’sS services and operations.
(2) The hospi ce shall docunent what perfornance inprovenent
proj ects are being conducted, the reasons for conducting
t hese projects, and the neasurabl e progress achi eved on
t hese proj ects.

(f) Executive responsibilities. The hospice’s governing body is

responsi ble for ensuring the foll ow ng:
(1) That an ongoi ng programfor quality inprovenment and
patient safety is defined, inplenmented, and nmintai ned, and
i s eval uated annually;
(2) That the hospice-wide quality assessnent and perfornmance
i nprovenent efforts address priorities for inproved quality
of care and patient safety, and that all inprovenent actions
are evaluated for effectiveness; and
(3) That one or nore individual (s) who are responsible for
operating the quality assessnment and perfornmance inprovenent
program are desi gnat ed.

310: 661-5-4. Rights and responsibilities

(a) Every hospice shall provide, before or at the tine of
adm ssion, a witten statenent of rights and responsibilities to
each patient, or patient representative, or available famly
menber. The hospice shall ensure that all staff nenbers are
famliar wth and observe the rights and responsibilities
enunerated in the statenent.

(b) The statenent shall include but not be limted to the
followi ng patient rights. The patient shall have a right to:
(1) A listing of available services, charges, billing process,

and services that may be covered by private paynent, private
i nsurance, or state or federal nedical care paynent prograns,
i ncl udi ng Medi caid or Medi care;

(2) Advance notice of any change in fees or billing as soon as
possi ble but no later than thirty (30) cal endar days before the
effective date of the change;

(3) Receive information explaining the Medicare, Medicaid and
i nsurance benefits which are no | onger available to the patient
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while the patient receives hospice care, any applicable benefit
periods, length of tine of each benefit period, and the process
of revoking and transferring fromone hospice to another if the
pati ent desires;
(4) Be inforned of the right to participate in the planning of
care, the right to be advised in advance of any changes in the
plan of care, the disciplines that shall furnish care, the
proposed frequency of care, the title of the person supervising
the patient's care and the manner in which that person may be
cont act ed,;
(5 Revoke the hospice benefit, wthout coercion from the
hospi ce;
(6) Expect that the hospice shall enter no further into famly
life and affairs than is required to neet the goals of the
hospi ce care pl an;
(7) A grievance procedure that includes the right to register
a grievance with the hospice regarding treatnment or care
received or lack of treatnent or care wthout reprisal or
discrimnation fromthe hospice; and
(8 File a conplaint with the klahoma State Departnent of
Health at its current nailing address.
(c) The statenment shall include but not be |imted to the
following hospice responsibilities. The hospice shall be
responsi bl e for:
(1) Accepting patients for service only if they neet hospice
adm ssion criteria and have been determned to be termnally
i1l by a licensed nedical doctor or osteopathic physician;
(2) Providing services regardl ess of paynent;
(3) Providing services if the patient is a nursing facility
resident and indicating that care shall be provided according
to the hospice plan of care and that the nursing facility shal
be provided with the plan of care and all subsequent changes to
ensure care is coordinated;
(4) Informng the patient representative or famly of the
patient's condition and what future changes may occur in the
patient's condition and encouraging the patient or patient
representative to express feelings and enotions w thout fear of
repri sal
(5) Providing caregivers who are non-judgnental and conduct
t hensel ves in a professional manner;
(6) Making and accepting referrals solely in the best interest
of the patient;
(7) Ensuring that hospice owners, enployees, and contractors
shall not knowingly initiate contact with a patient currently
treated by another hospice for the purpose of attenpting to
persuade the patient to change hospice providers, and ensuring
that a hospi ce which has know edge of contacts initiated by its
enpl oyees, owners or contractors shall take reasonable and
necessary steps to cease such contacts;
(8) Respecting and being sensitive to the ethnic, cultural
soci oeconom c, religious and lifestyle diversity of the
patients and their famlies;
(9) Ascertaining and honoring the wi shes, concerns, priorities
and values of the patient and the patient's famly including
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refusal of routine care and treatnent consistent wth the
organi zation's val ues as stated by hospice policy;
(10) Conmplying with the patient's advance directive, informng
the patient of the right to revoke the advance directive at any
time, and discussing the procedures required to revoke;
(11) Providing qualified personnel to neet the patient's needs;
(12) Supporting, affirmng, and enpowering famlies as
caregivers while acknow edging and responding with sensitivity
to the interruption of privacy that is necessitated by hospice
care in the patient's residence; and
(13) Ensuring that <contracted providers and volunteers are
qualified and properly trained and provide care consistent with
t he val ues and phil osophy of hospi ce.
(14) Ensuring hospice care is established to neet the patient's
needs and not to supplenent facility staffing if the patient
resides in an inpatient facility.
[Source: Added at 14 Ok Reg 2106, eff 4-7-97 (energency); Added
at 14 Gk Reg 2269, eff 6-12-97; Amended at 19 Ok Reg 2094, eff 6-
27-2002; Amended at 21 Ok Reg 1303, eff 5-27-2004]

310: 661-5-4.1 Additional rights of the patient
The patient has the right to be inforned of his or her rights,

and the hospi ce nust protect and pronpbte the exercise of these

rights.
(a) Notice of rights and responsibilities.

(1) During the initial assessnent visit in advance of
furni shing care the hospice shall provide the patient or
representative with verbal (neaning spoken) and witten
notice of the patient’s rights and responsibilities in a
| anguage and manner that the patient under st ands.
(2) The hospice shall informand distribute witten
infornation to the patient concerning its policies on
advance directives, including a description of applicable
State | aw.
(3) The hospice shal 1 obtain the patient’s or
representative’s signature confirming that he or she has
recei ved a copy of the notice of rights and
responsibilities.
b) Exercise of rights and respect for property and person.
(1) The patient has the right:
(i) To exercise his or her rights as a patient of the
hospi ce;
(ii) To have his or her property and person treated
W th respect;
(iii) To voice grievances regardi ng treatnent or care
that is (or fails to be) furnished and the | ack of
respect for property by anyone who is furnishing
services on behalf of the hospice; and
(iv) To not be subjected to discrimnation or reprisal
for exercising his or her rights.
(2) If a patient has been adjudged i nconpetent under state
|l aw by a court of proper jurisdiction, the rights of the
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patient are exercised by the person appointed pursuant to
state law to act on the patient’s behalf.
(3) If a state court has not adjudged a patient inconpetent,
any legal representative designated by the patient in
accordance with state | aw nay exercise the patient’s rights
to the extent allowed by state | aw.
(4) The hospice shall
(i) Ensure that all alleged violations involving
m streatnment, neglect, or verbal, nental, sexual, and
physi cal abuse, including injuries of unknown source,
and m sappropriation of patient property by anyone
furni shing services on behalf of the hospice, are
reported i medi ately by hospice enpl oyees and
contracted staff to the hospice adm nistrator;
(ii) Imediately investigate all alleged violations
i nvol vi ng anyone furnishing services on behalf of the
hospi ce and i medi ately take action to prevent further
potential violations while the alleged violation is
being verified. Investigations and/or docunentation of
all alleged violations nust be conducted in accordance
w th established procedures;
(iii1) Take appropriate corrective action in accordance
wth state law if the alleged violation is verified by
t he hospice administration or an outside body having
jurisdiction, such as the State survey agency or | ocal
| aw enf orcenment agency; and
(iv) Ensure that verified violations are reported to
State and | ocal bodies having jurisdiction (including
to the State survey and certification agency) within 5
wor ki ng days of becom ng aware of the violation.
(c) Rights of the patient. The patient has a right to the
fol | ow ng:
(1) Receive effective pain nanagenent and synptom contro
fromthe hospice for conditions related to the term nal
i Il ness;
(2) Be involved in devel oping his or her hospi ce plan of
care;
(3) Refuse care or treatnent;
(4) Choose his or her attendi ng physici an;
(5) Have a confidential clinical record. Access to or
rel ease of patient information and clinical records is
permtted in accordance with State and Federal | aw.
(6) Be free fromm streatnent, neqlect, or verbal, nental
sexual , and physi cal abuse, including injuries of unknown
source, and m sappropriation of patient property;
7) Receive informati on about the services covered under the
hospi ce benefit; and
8) Receive informati on about the scope of services that the
hospi ce will provide and specific limtations on those
servi ces.

310: 661-5-5. Continuous care
Every hospice shall provide continuous care as necessary to
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nmeet the nedical crisis needs of the hospice patient and famly.
The provision of continuous care shall neet the follow ng
requirements:
(1) A skilled nurse shall provide at least 51% of the care in
a 24-hour period, and a qualified hone health aide nust provide
t he bal ance of care.
(2) A registered nurse shall reassess the patient at |[east
every 24-hours to determne the effectiveness of interventions
and the need for continued care.
(3) Continuous care shall be ordered by a physician upon
initiation of the care and every 24-hour period thereafter of
t he uncontrol | ed nedical crisis.
[ Source: Added at 19 Ck Reg 2094, eff 6-27-2002]

310:661-5-6. Infection Control
The hospice shall maintain and docunent an effective infection
control programthat protects patients, famlies, visitors, and
hospi ce personnel by preventing and controlling infections and
conmuni cabl e di seases.
(a) Prevention. The hospice shall follow accepted standards of
practice to prevent the transni ssion of infections and
comruni cabl e di seases, including the use of standard precautions.
(b) Control. The hospice shall maintain a coordinated agency-w de
program for the surveillance, identification, prevention,
control, and investigation of infectious and conmuni cabl e
di seases that:
(1) Is an integral part of the hospice’s quality assessment
and perfornmance i nprovenent prograny and
(2) Includes the foll ow ng:
(i) A nethod of identifying infectious and conmuni cabl e
di sease problens; and
(ii) Aplan for inplenenting the appropriate actions
that are expected to result in inprovenent and di sease
preventi on.
(c) Education. The hospice nmust provide infection control
education to enpl oyees, contracted providers, patients, and
famly nenbers and ot her caregivers.

310: 661-5-7. Supervision of hospice aides.
(a) Aregistered nurse nust nake an on-site visit to the

patient’s home:
(1) No less frequently than every fourteen(14) days to
assess the quality of care and services provided by the
hospi ce aide and to ensure that services ordered by the
hospice interdisciplinary group meet the patient’s needs.
The hospi ce ai de does not have to be present during this
visit.
(2) If an area of concern is noted by the supervising nurse,
t hen the hospi ce must nake an on-site visit to the | ocation
where the patient is receiving care in order to observe and
assess the aide while he or she is perform ng care.
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(3) If an area of concern is verified by the hospice during
the on-site visit, then the hospice shall conduct, and the
hospi ce aide nust conplete a conpetency eval uati on.
(b) Aregistered nurse shall nmake an annual on-site visit to the
| ocation where a patient is receiving care in order to observe
and assess each aide while he or she is perform ng care.
(c) The supervising nurse shall assess an aide’s ability to
denpnstrate initial and continued satisfactory performance in
meeting outcone criteria that include, but is not limted to:
(1) Following the patient’s plan of care for completion of
t asks assigned to the hospice aide by the regi stered nurse;
(2) Creating successful interpersonal relationships with the
patient and fam|ly;
(3) Denpbnstrating conpetency with assigned tasks;
(4) Conplying with infection control policies and
procedures; and
(5) Reporting changes in the patient’s condition.

310:661-5-8. Drugs and Biologicals, Medical Supplies., Durable
Medi cal Equi pnent. Medi cal supplies and appli ances; durabl e

nedi cal equi pnent; and drugs and biologicals related to the
pal li ati on and nanagenent of the termnal illness and rel ated
conditions, as identified in the hospice plan of care, shall be
provi ded by the hospice while the patient is under hospi ce care.
(a) Managi ng drugs and biol ogicals.
(1) The hospice shall ensure that the interdisciplinary
group confers with an individual with education and training
in drug managenent as defined in hospice policies and
procedures and State law, who is an enpl oyee of or under
contract with the hospice to ensure that drugs and
biologicals meet each patient’s needs.
(2) A hospice that provides inpatient care directly inits
own facility shall provide pharnacy services under the
direction of a qualified licensed pharmaci st who is an
enpl oyee of or under contract with the hospice. The provided
pharmacist services must include evaluation of a patient’s
response to nedication therapy, identification of potential
adverse drug reactions, and recommended appropriate
corrective action.
(b) Odering of drugs.
(1) Only a physician as defined by 331:661-1-2, or a nurse
practitioner in accordance with the plan of care and State
law, nay order drugs for the patient.
(2) If the drug order is verbal or given by or through
el ectroni c transm ssi on:
(i) I't shall be given only to a |icensed nurse, nurse
practitioner (where appropriate), pharmacist, or
physi ci an; and
(ii) The individual receiving the order shall record
and sign it immediately and have the prescri bi ng person
sign it in accordance with State and Feder al
regul ati ons.
(c) Dispensing of drugs and biologicals. The hospice shall:
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(1) Obtain drugs and biologicals fromconmunity or
institutional pharnacists or stock drugs and biol ogicals
itself.
(2) The hospice that provides inpatient care directly inits
own facility shall
(i) Have a witten policy in place that pronotes
di spensi ng accuracy; and
(ii) Maintain current and accurate records of the
recei pt and disposition of all controlled drugs.
(d) Administration of drugs and biol ogicals.
(1) The interdisciplinary group, as part of the revi ew of
the plan of care, shall determne the ability of the patient
and/or famly to safely sel f-adm ni ster drugs and
biologicals to the patient in his or her hone.
(2) Patients receiving care in a hospice that provides
inpatient care directly inits own facility shall only be
adm ni stered nedi cations by the foll ow ng individuals:
(i) Alicensed nurse, physician, or other health care
prof essional in accordance with their scope of practice
and State | aw
(ii) An enpl oyee who has conpl eted a State-approved
training programin nedication adm ni stration; and
(ti1) The patient, upon approval by the
i nterdi sciplinary group
(e) lLabeling. disposing. and storing of drugs and bi ol ogicals.
(1) Labeling. Drugs and biologicals shall be |labeled in
accordance with currently accepted professional practice and
nust i nclude appropriate usage and cautionary instructions,
as well as an expiration date (if applicable).
(2) Disposinag.
(i) Safe use and disposal of controlled drugs in the
patient’s home. The hospice shall have witten policies
and procedures for the nanagenent and di sposal of
controlled drugs in the patient’s home. At the time
when controlled drugs are first ordered the hospice
must :
(A) Provide a copy of the hospice witten policies
and procedures on the nanagenment and di sposal of
controlled drugs to the patient or patient
representative and famly;
(B) Discuss the hospice policies and procedures
for managi ng the safe use and di sposal of
controlled drugs with the patient or
representative and the famly in a | anguage and
manner that they understand to ensure that these
parties are educated regarding the safe use and
di sposal of controlled drugs; and
(C) Document in the patient’s clinical record that
the witten policies and procedures for managi hg
controll ed drugs was provi ded and di scussed.
(ii) Disposal of controlled drugs in hospices that
provide inpatient care directly. The hospice that
provides inpatient care directly inits own facility
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shal |l dispose of controlled drugs in conpliance with
t he hospice policy and in accordance with State and
Federal requirenents. The hospice shall nmintain
current and accurate records of the receipt and
di sposition of all controll ed drugs.
(3) Storing. The hospice that provides inpatient care
directly inits own facility shall conply with the foll ow ng
addi ti onal requirenents:
(i) Al drugs and biologicals shall be stored in secure
areas. Al controlled drugs listed in Schedul es |1
11, 1V, and V of the Conprehensive Drug Abuse
Prevention and Control Act of 1976 shall be stored in
| ocked conpartnents within such secure storage areas.
Only personnel authorized to adm ni ster controll ed
drugs as noted in paragraph (d)(2) of this section
shal |l have access to the | ocked conpartnments; and
(ii) D screpancies in the acquisition, Storage,
di spensi ng, adm ni stration, disposal, or return of
controll ed drugs shall be investigated i medi ately by
t he pharnaci st and hospi ce adm ni strator and where
required reported to the appropriate State authority. A
witten account of the investigation shall be made
available to State and Federal officials if required by
| aw or requl ati on.
(f) Use and nmmi nt enance of equi pnent _and suppl i es.
(1) The hospice shall ensure that nmanufacturer
recommendati ons for performng routine and preventive
mai nt enance on durabl e nmedical equi pmrent are followed. The
equi pnent shall be safe and work as intended for use in the
patient’s environment. Where a manufacturer recommendation
for a piece of equipment does not exist, the hospice shal
ensure that repair and routine naintenance policies are
devel oped. The hospi ce may use persons under contract to
ensure the mai ntenance and repair of durable nedical
equi pnent.
(2) The hospice shall ensure that the patient, where
appropriate, as well as the famly and/or other
caregi ver(s), receive instruction in the safe use of durable
medi cal equi pnment and supplies. The hospice nay use persons
under contract to ensure patient and fanmly instruction. The
patient, famly, and/or caregiver shall be able to
denonstrate the appropriate use of durable nedi cal equi pnent
to the satisfaction of the hospice staff.
(3) Hospices may only contract for durable nedical equi pnent
services with a durabl e nedical equipnent supplier that
nmeets the Medi care DVEPOS Supplier Quality and Accreditation
St andards as prescribed by Federal | aw.

SUBCHAPTER 6. HOSPI CE | NPATI ENT SERVI CE REQUI REMENTS

310: 661-6-1. Short-terminpatient care
310: 661- 6- 2. Cener al
310: 661- 6- 3. Compliance with health and safety requirenents
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310: 661- 6- 4. Nur si ng services
310: 661- 6- 5. Di etary services

310: 661-6-6. Phar maceuti cal services
310: 661-6-7. Di saster preparedness
310: 661-6-8 | nfection control

[Source: added at 21 Ck Reg 1303, eff 5-27-2004]

310: 661-6-1. Short-terminpatient care.
| npati ent care shall be available for pain control, synptom

managenent, and respite purposes, and shall be provided in a
partici pating Medicare or Medicaid facility.
(a) lInpatient care for synptom managenent and pain control.
| npatient care for pain control and synptom managenent nust be
provided in one of the foll ow ng:
(1) A Medicare-certified hospice that nmeets the conditions
of participation for providing inpatient care directly as
specified in 310:661-6-2.
(2) A Medicare-certified hospital or a skilled nursing
facility that also neets the standards specified in 310:661-
6-2(c) and 661-6-4(b) regardi ng 24-hour nursing services and
patient areas.
b) Inpatient care for respite purposes.
(1) Inpatient care for respite purposes shall be provided by
one of the follow ng:
(i) A provider specified in paragraph (a) of this
section; or
(ii) A Medicare or Medicaid-certified nursing facility
that al so neets the standards specified bel ow.
(2) The facility providing respite care shall provide 24-
hour nursing services that neet the nursing needs of al
patients and are furnished in accordance with each patient’s
pl an of care. Each patient shall receive all nursing
services as prescri bed and nmust be kept confortable, clean,
wel | -grooned, and protected from accident, injury, and
i nf ection.
(c) Inpatient care provided under arrangenents. If the hospice
has an arrangenent with a facility to provide for short-term
i npatient care, the arrangenent is described in a witten
agreenent, coordi nated by the hospice, and at a m ni mum
speci fi es:
(1) That the hospice supplies the inpatient provider a copy
of the patient’s plan of care and specifies the inpatient
services to be furnished;
(2) That the inpatient provider has established patient care
policies consistent with those of the hospice and agrees to
abide by the palliative care protocols and plan of care
establi shed by the hospice for its patients;
(3) That the hospice patient’s inpatient clinical record
includes a record of all inpatient services furni shed and
events regarding care that occurred at the facility; that a
copy of the di scharge summary be provided to the hospice at
the tine of discharge; and that a copy of the inpatient
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clinical record is available to the hospice at the tinme of

di schar ge;

(4) That the inpatient facility has identified an individual

wthin the facility who is responsible for the

i npl enentation of the provisions of the agreenent;

(5) That the hospice retains responsibility for ensuring

that the training of personnel who will be providing the

patient’s care in the inpatient facility has been provi ded

and that a description of the training and the nanes of

t hose giving the training are docunented; and

(6) A nethod for verifying that the requirenents in

par agraphs (c) (1) through (c)(5) of this section are net.
(d) Inpatient care limtation. The total nunber of inpatient days
used by Medi care beneficiaries who el ected hospice coverage in a
12-nonth period in a particul ar hospice may not exceed 20 percent
of the total number of hospice days consuned in total by this
group of beneficiaries.
(e) Exenption fromlimtation, Before October 1, 1986, any
hospi ce that began operation before January 1, 1975, is not
subject to the limtation specified in paragraph (d) of this
section.

310: 661- 6- 2. Gener al
(a) Each hospice program that operates a hospice inpatient
facility shall conply with service requirenents specified in this
subchapt er.
(b) Patients shall be permtted to receive visitors at any hour,
i ncluding snmall children and house pets.
(c) Snmoking or possessing a lighted tobacco product is
prohibited in a hospice inpatient facility and within fifteen
(15) feet of each entrance to a facility and of any air intakes;
provi ded however, the facility nmay provide a snoking roomfor use
by patients and their visitors. The wal kway to the main entrance
shall al so be snoke free. No ashtray shall be |ocated cl oser than
fifteen (15) feet to an entrance, except in an indoor snoking
room An indoor snoking roommay be provided if:
(1) It is conpletely enclosed;
(2) It is exhausted directly to the outside and nai ntained
under negative pressure sufficient to prevent any tobacco
snoke from entering non-snoking areas of the buil ding;
(3) It allows for visual observation of the patients from
out si de of the snoking room and
(4) The plans are reviewed and approved by the Departnent.
[ Source: added at 21 Ok Reg 1303, eff 5-27-2004]

310: 661- 6- 3. Compliance with health and safety requirenents

(a) Each hospice inpatient facility shall conmply wth al
Federal, State, and |l ocal |aws, regul ati ons, codes and ordi nances
as required.

(b) The facility shall have witten policies and procedures
relating to advance directives with respect to all patients
receiving care. These policies and procedures shall conply with
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exi sting Federal and State | aws.
[ Source: added at 21 Ok Reg 1303, eff 5-27-2004]

310: 661- 6- 4. Nur si ng services

(a) The facility shall provide twenty-four (24) hour nursing
services sufficient to neet the needs of the hospice inpatients.
(b) Each patient shall receive treatnments, nedications, and diet

as prescribed, and shall be kept confortable, clean, well-
groonmed, and protected from accident, injury, and infection.
(c) Each shift shall include at |east one (1) registered nurse to

supervise the facility and provide direct patient care.

(d) There shall be adequate nunbers of other |icensed nurses and
support staff to provide services established in the patient's
plan of care while the patient is in the facility.

[ Source: added at 21 Ok Reg 1303, eff 5-27-2004]

310: 661- 6- 5. Dietary services

(a) The facility shall provide dietary service adequate to neet
the dietary needs of the patients. Services may be provided on a
contract basis as long as dietary needs of patients are net.

(b) Each facility shall serve at least three (3) neals or their
equi val ent each day at regular tinmes, with not nore than fourteen
(14) hours between a substantial evening neal and breakfast.

(c) Menus shall be planned and foll owed to bal ance patient choice
with nutritional needs of patients, in accordance w th physicians'
orders and to the extent nedically possible, in accordance wth
the Dietary Reference Intakes (DRIs) of the Food and Nutrition
Board of the Institute of Medicine, National Acadeny of Sciences.
(d) The facility shall procure, store, prepare, distribute, and
serve all food under sanitary conditions in conpliance wth
Chapter 257 of this Title.

(e) Nourishnents shall be available for all patients at anytine
i n accordance with approved diet orders.

(f) There shall be adequate trained staff available to manage
and provide dietary services. A licensed/registered dietitian
shall be available to provide consultation on patients' dietary
needs, supervise services, and ensure nedically prescribed
special diets are provided as ordered.

(g0 The system to be used for dishwashing shall be approved by
t he Departnent and operated in accordance wi th approved procedures
and requirenments of Chapter 257 of this Title.

(h) Garbage and refuse shall be kept in durable, easily
cl eanabl e, insect-proof and rodent-proof containers that do not
| eak and do not absorb |iquids. Adequate carriers and containers
shall be provided for the collection and transportation, in a
sanitary manner, of garbage and refuse from food service areas of
the hospice to the place of disposal in accordance with the
requi rements of Chapter 257 of this Title.

[ Source: added at 21 Gk Reg 1303, eff 5-27-2004; Anended at 24 Ck
Reg 2004, eff 6-25-2007]

310: 661- 6- 6. Phar maceuti cal services
(a) The hospice inpatient facility shall provide appropriate
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met hods and procedures for dispensing and adm ni stering drugs and
bi ol ogi cal s. Whet her drugs and biologicals are obtained from
community or institutional pharmacies or maintained and stocked
by the facility, the facility shall be responsible for the
pharmaceutical services and ensure services are provided in
accordance with accepted professional standards of practice in
conpliance with Federal, State, and | ocal |aws.

(b) Each facility shall enploy or contract with a |icensed
pharmaci st to supervise services and ensure drugs and biol ogi cal s
are obtained, stored, adm nistered and di sposed of as required by
Federal and State | aw

(c) A physician or licensed independent practitioner shall order
al | medi cations for each patient. If the physician or
practitioner's order is verbal, the physician or practitioner
shall give the order to a licensed nurse or other individua
authorized by State law to receive the order. The individual
receiving the order shall record and sign the order immediately
and have the prescribing physician or practitioner sign as soon
as possible in a manner consistent with good nedical practice
Anot her covering or attending physician or practitioner may sign
another physician or practitioner’s verbal order if the facility
allows this practice and specific procedures are approved by the
governing body to permt the practice. If a covering or attending
physician or practitioner authenticates the ordering physician or
practitioner's verbal order, such an authentication indicates that
the covering or attending physician or practitioner assunes
responsibility for his or her colleague’s order and verifies the
order is conplete, accurate, appropriate, and final.

(d) Drugs and biologicals shall be admnistered only by a
physi cian, licensed nurse, an individual authorized by State |aw
to admnister, or the patient if his or her attending physician
has approved.

(e) The pharnaceutical service shall have procedures for contro
and accountability of all drugs and biologicals in the facility.
Drugs are dispensed in conpliance with Federal and State | aw
Records of receipt and disposition of all controlled drugs are
mai ntained in sufficient det ai | to enable an accurate
reconciliation. The pharmaci st shall ensure the drug records are
in order and that an account of all controlled drugs is naintained
and reconci |l ed.

(f) The labeling of drugs and biologicals is based on currently
accepted professional principles in conpliance with State | aw, and
i ncl udes the appropriate accessory and cautionary instructions, as
well as the expiration date and | ot nunber when applicabl e.

(g9 Al drugs and biologicals shall be stored in |ocked
conpartnents under proper tenperature controls. Only authorized
personnel shall have access. Separately |ocked conpartnents shal
be provided for storage of Schedule Il <controlled drugs. All
stores of Schedule Il drugs not individually dispensed to a
patient shall be accounted for at regular intervals to ensure the
drugs are not diverted.

(h) If the facility only maintains drugs and biologicals by
i ndividual patient prescription, an energency nedication kit
approved by the Medical Director shall also be maintained.
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(i) Controlled drugs no |onger needed by the patient shall be
di sposed of in conpliance wth Federal and State requirenents.
The pharmacist and a facility registered nurse or two (2) facility
regi stered nurses shall docunent disposal and maintain a record.

[ Source: added at 21 Ok Reg 1303, eff 5-27-2004]

310: 661-6-7. Di saster preparedness

The hospice inpatient facility shall have an acceptable
witten plan, periodically rehearsed with staff, with procedures
to be followed in the event of an internal or external disaster
and for the care of casualties arising fromsuch disasters.
[ Source: added at 21 Ok Reg 1303, eff 5-27-2004]

310: 661- 6- 8. I nfection contr ol

Each hospice inpatient facility shall establish an infection
control program to provide a sanitary environnment and avoid
sources and transm ssion of infections. The program shall include
witten policies and procedures for identifying, reporting,
evaluating and maintaining records of infections anong patients
and personnel, for ongoing review and evaluation of all aseptic
isolation and sanitation techniques enployed in the facility, and
devel opnment and coordination of training prograns in infection
control for all facility personnel
[ Source: added at 21 Ok Reg 1303, eff 5-27-2004]
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SUBCHAPTER 7. | NFRACTI ONS

Section

310: 661-7-1. I nspections

310: 661-7-2. Conpl aints and investigations
310: 661-7-3. Penal ties

310: 661- 7-4. Appeal s

[ Source: Added at 9 Ck Reg 1985, eff 6-11-92]

310: 661-7-1. I nspections

Any duly authorized representative of the Departnent shall have
the right to conduct such inspections as necessary in order to
determne conpliance with the provisions of the Act and this
Chapter. The right of inspection shall also extend to any hospice
the Departnent has a reason to believe is advertising or operating
a hospice service without a license.
[ Source: Added at 9 Ck Reg 1985, eff 6-11-92; Anended at 21 Ck
Reg 1303, eff 5-27-2004]

310: 661-7-2. Conpl aints and investigations

(a) A conplaint may be registered by any person who believes a
hospice is operating contrary to the Act or is posing a serious
threat to the health and welfare of a patient in its care. The
conplaint may be registered verbally or in witing to the
Departnent. An investigation shall be conducted by the Departnent
to determne the validity of the conplaint and to instigate
necessary action thereto. The Departnment shall notify the
complainant in witing of the findings, if a nane and address is
f ur ni shed.

(b) If the Departnent determines there are reasonable grounds to
believe that a hospice is operating in violation of the Act or the
rules, the Departnment shall follow the notice and hearing
procedure established by the Act and the Procedures of the
Departnent, Chapter 2 of this Title.

[ Source: Added at 9 Ok Reg 1985, eff 6-11-92; Anmended at 14 Ck
Reg 2106, eff 4-7-97 (energency); Anended at 14 Gk Reg 2269, eff
6-12-97; Amended at 21 Gk Reg 1303, eff 5-27-2004]

310: 661-7-3. Penalties

After notice and hearing pursuant to the Act, the Departnent
may use any and all of the remedi es provided by the Act and by the
general statutory authority of the Comm ssioner of Health.
[ Source: Added at 9 Ck Reg 1985, eff 6-11-92]

310: 661-7-4. Appeal s

Final orders of the Departnment nay be appealed under the
Suprenme Court according to the Act by any party directly affected
or aggrieved by the order.
[ Source: Added at 9 Ok Reg 1985, eff 6-11-92; Anmended at 14 Ck
Reg 2106, eff 4-7-97 (energency); Anended at 14 Ok Reg 2269, eff
6-12- 97]
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SUBCHAPTER 8. HOSPI CE | NPATI ENT FACI LI TY PHYSI CAL PLANT

310: 661- 8- 1. Cener al

310: 661- 8- 2. Locati on

310: 661- 8- 3. Subm ssi on of plans and construction inspection

310: 661- 8- 4. Space occupied by other entities

310: 661- 8- 5. Nur si ng unit

310: 661- 8- 6. Dietary facilities

310: 661- 8- 7. Adm ni strative and public areas

310: 661- 8- 8. Li nen service

310: 661- 8- 9. Engi neeri ng service and equi pnent areas

310: 661-8-10. Details and Fini shes

310:661-8-11. Tenperature and ventilating systens

310: 661-8-12. Plunbing and ot her piping systens

310:661-8-13. Electrical requirenents

310: 661-8-14. Physical plant requirenents for facilities wth
three (3) beds or |ess

[ Source: added at 21 Ck Reg 1303, eff 5-27-2004]

310: 661-8-1. Ceneral

(a) These requirenents are intended as mninmum standards for
constructing and equi ppi ng a hospice inpatient facility of twelve
beds (12) beds or less. Inpatient hospice facilities containing
three (3) beds or less shall only be required to conply with the
physi cal plant requirenents contained in Section 310: 661-8-14 of
this subchapter. Insofar as practical, these rules relate to
desired performance or results or both. Details of construction
and engineering are assunmed to be part of good design practice
and local building regulations. Design and construction shall
conform to the requirenents of these rules. Requirenents set
forth in these rules shall be considered as m ninum For aspects
of design and construction not included, |ocal governing building
codes shall apply. Wiere there is no |ocal governing building
code, the prevailing nodel code used within the geographic area
is hereby specified for all requirenments not otherw se specified
in these rules.

(b) These rules are not intended to restrict innovations and
i nprovenents in design or construction techniques. Accordingly,
t he Departnent may approve plans and specifications which contain
deviations if it is determned that the respective intent or
obj ective has been net.

(c) Al facilities shall conply, insofar as practical, wth
appl i cabl e sections of these standards and with appropriate parts
of NFPA 101, 2000 edition, covering Health Care Cccupanci es which
is incorporated by reference. Where mmjor structural elenents
make total conpliance inpractical or inpossible, exceptions may
be considered by the Departnent. This does not guarantee that an

exception shall be granted, but does attenpt to mnimze
restrictions on those inprovenents where total conpliance would
not substantially inprove safety, but would create an

unr easonabl e hardship. This subchapter shall not be construed as
prohi biting a single phase of inprovenent. However, they are not
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intended as an encouragenent to ignore deficiencies when
resources are available to correct |ife-threatening problens.
(1) When construction is conplete, the facility shall satisfy
functional requirenents for a hospice inpatient facility in an
environnent that shall provide acceptable care and safety to
all occupants.
(2) In renovation projects and those naking additions to
existing facilities, only that portion of the total facility
affected by the project shall conply with applicable sections
of these standards and with appropriate parts of NFPA 101,
2000 edition, covering New Health Care QCccupanci es.
(3) Those existing portions of the facility which are not
included in the renovation but which are essential to the

functioning of the conplete facility, as well as existing
buil ding areas that receive |less than substantial anounts of
new work shall, at a mninmum conply with that section of NFPA

101, 2000 edition, for Existing Health Care Cccupanci es.
(4) Conversion to other appropriate use or replacenent shal
be considered when cost prohibits conpliance with acceptable
st andards.
(5 Wien a building is converted from one occupancy to
another, it shall conply with the new occupancy requirenents.
For purpose of |ife safety, a conversion from a hospital or
nursing facility to a hospice inpatient facility or vice versa
i's not considered a change in occupancy.
(6) When parts of an existing facility essential to continued
overall facility operation cannot conply wth particular
standards, those standards nmay be waived by the Conm ssioner
of Health if patient care and safety are not jeopardi zed.
(7) Renovations, including new additions, shall not dimnish
the safety level that existed prior to the start of the work;
however, excess of that required for new facilities is not
required.
(d) Design standards for the disabled. The Anericans wth
Disabilities Act (ADA) extends conprehensive civil rights
protection to individuals with disabilities. The "Uniform Federal
Accessibility Standards"™ (UFAS) also provides criteria for the
di sabl ed. Also available for use in providing quality design for
the disabled is the International Codes Council (I1CC)/American
National Standards Institute (ANSI) Al117.1 "American National
Standard for Accessible and Usable Buildings and Facilities."
(1 CC/ ANSI Al117.1)
(1) State and local standards for accessibility and usability
may be nore stringent than ADA, UFAS, or |CC ANSI Al17. 1.
Designers and owners, therefore, shall assune responsibility

for verification of all applicable requirenents and conply
with the nmost stringent standards. _ _
(e) Nonconforming conditions. It is not always financially

feasible to renovate the entire existing structure in accordance
with these standards. In such cases, the Departnent may grant
approval to renovate portions of the structure if facility
operation and patient safety in the renovated areas are not
jeopardized by the existing features of facility sections
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retained wthout conplete corrective neasures. In  major
nmoderni zation projects and additions to existing facilities,
those wunrenovated areas that do not conply wth NFPA 101
requirenents for existing buildings shall be separated from
sections to be nodernized by fire barriers rated not |ess than
two (2) hour fire resistance and by labeled fire doors of class
"B" one and one half (1-1/2) hour construction.

[ Source: added at 21 Ok Reg 1303, eff 5-27-2004]

310: 661-8-2. Location

(a) Access. The site of any hospice inpatient facility shall be
convenient to the public and to service vehicles, including fire
protection apparatus, etc.

(b) Environnment. Quietness and sanitary features of the imedi ate
envi ronnment shall be considered in locating a hospice inpatient

facility.
(c) The site for a hospice inpatient facility shall conform to
all local zoning regulations in cities where zoning ordinances

are in effect.

(d) Security. A hospice inpatient facility shall have security
measures for patients, personnel, and the public consistent with
the conditions and risks inherent in the location of the
facility. These neasures shall 1include a program designed to
protect human and capital resources.

(e) Availability of utilities. The facility shall be located to
provide reliable utilities (water, gas, sewer, electricity). The
wat er supply shall have the capacity to provide normal usage plus
fire-fighting requirenents. The electricity shall be of stable
vol tage and frequency.

(f) Roads. Paved or all weather surface roads shall be provided
within the property for access to all entrances and to |oading
and unl oadi ng docks for delivery trucks. Vehicular or pedestrian
traffic shall not conflict with access to the energency transport

station. In addition, access to energency transport services
shall be located to incur mniml damage from fl oods and other
nat ur al di sasters. Paved wal kways shall be provided for

pedestrian traffic.

(g) Parking. Each hospice inpatient facility shall provide not
| ess than one (1) space for each day shift staff menber plus one
(1) space for every one (1) patient bed. At least two (2)
handi cap accessi bl e parking spaces, but not |less than what is
required by the I CC ANSI All7.1 Standard, shall be provided. This
ratio nmay be increased in areas convenient to the public
transportation system or to public parking facilities if proper
justification is included and conpliance with applicable |oca
codes or zoning standards is achieved. Space shall be provided
for emergency and delivery vehicles.

[ Source: added at 21 Ok Reg 1303, eff 5-27-2004]

310: 661-8-3. Subm ssion of plans and construction inspection.

(a) Before construction 1s begun, plans and specifications
covering the construction of new buildings or major alterations
to existing buildings shall be submtted to the Departnent for
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revi ew and approval .

(b) Each construction project subm ssion shall be acconpani ed by
a check for the appropriate review fee based on the cost of
design and construction of the project as specified at 310: 661- 2-

7.
(c) Al construction project submttals shall be reviewed within
45 cal endar days of receipt by the Departnent.
(d) Preparation of plans and specifications.
(1) Stage one. Prelimnary plans and outline specifications

shall be submtted and include sufficient information to
establish the follow ng: scope of project; project |ocation;
required fire-safety and exiting criteria; bui | di ng-

construction type, conpartnentation showng fire and snoke
barriers, bed count and services; the assignnment of al

spaces, areas, and roons for each floor level, including the
basenent .
(2) Stage two. A proposed construction docunent shall be

submtted that includes final drawings and specifications
adequate for proposed contract purposes. Al final plans and
specifications shall be appropriately sealed and signed by an
architect registered by the State of | ahomma. Al
construction nodifications of approved docunents are subject
to review and approval, and shall be submtted tinely.
(e) Special submittals.

(1) Fast-track projects. Fast-track projects shall have prior
approval and be submitted in no nore than four (4) separate

packages.
(A Site work, f oundati on, structural, under sl ab
mechani cal , el ectrical, pl unbi ng wor k, and rel ated

speci fications.
(B) Conplete architectural plans and specifications.
(C© Al nechanical, electrical, and plunbing plans and
speci fications.
(D) Equi prent and f urni shings.
(2) Automatic sprinkler-systens. At least two (2) sets of
sprinkl er-system shop dr awi ngs, speci fications, and
calculations (if applicable), prepared by the installer, shal
be submtted to the Ofice of the State Fire Mrshal for
review and approval prior to installation of the proposed
systemin the project.
(f) Construction other than mnor alterations shall not be
comenced until Stage Two plan-review deficiencies have been
satisfactorily resol ved.
(g) Prior to comencing construction, the hospice shall submt a
construction schedule, which includes, as a mninum the start
date, dates that the heating-ventilation air-conditioning (HVAC,
pl unbi ng, and nedical gas installation (if applicable) shall
comence, and projected date of conpletion.
(h) The conpleted construction shall conply with the approved
dr awi ngs and speci fications, i ncl udi ng al | addenda or
nodi fi cations approved for the project.
(1) A fifty percent (50% conpletion inspection and a final
construction inspection of the facility shall be conducted by the
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Department for the purpose of verifying conpliance with this
subchapter and the approved plans and specifications. The
facility shall not allow patient occupancy until a final approval
is granted by the Departnent.

(j) Construction phasing. Projects involving alterations and/or
additions to existing buildings shall be progranmed and phased to
m nimze disruptions of retained, existing functions and shall
not disrupt or interfere wth patient care. Access, exits, and
fire protection shall be maintained so that the occupants' safety
shal | not be jeopardized during construction.

[ Source: added at 21 Gk Reg 1303, eff 5-27-2004]

310: 661-8-4. Space occupi ed by other entities
(a) Areas within the sane building as a hospice inpatient
facility that are leased to, or occupied by, a separate entity
and conply with Health Care Gccupancy requirenents as specified
by NFPA 101, 2000 edition, shall be separated from the |icensed
hospi ce by dem sing partitions that are rated not |ess than one
(1) hour fire resistance. Lease areas that do not conply wth
Heal t h Care Cccupancy requirenments as specified by NFPA 101, 2000
edition, shall be separated fromthe |icensed hospice by dem sing
partitions that are rated not less than two (2) hour fire
resi st ance.
(b) Lease areas shall have signage that clearly identifies tenant
areas fromthe hospice inpatient facility area.
(c) The | ease between the hospice and the tenant entity shal
require that the tenant area shall be:
(1) Mintained to conply with NFPA 101 for Health Care
Cccupanci es;
(2) Included in the hospice’s sprinkler systems, fire alarm
systens, and fire drills; and
(3) Accessible to representatives of the Departnment to
determ ne conpliance with these standards.
(d) A copy of the executed | ease agreenent for | eased areas shal
be submtted to the Departnent for review as part of the plan
approval application process and a current copy shall be
avai l abl e for review by Departnent staff upon request.
[ Source: added at 21 Ok Reg 1303, eff 5-27-2004]

310: 661-8-5. Nursing unit

(a) Pat i ent r oons. Each room shall meet the follow ng
requi renments.

(1) Maxi mum r oom capacity shall be one (1) patient.

(2) Mnimum room area exclusive of toilet roonms, |ockers,

war dr obes, al coves, or vestibules shall be one hundred twenty
(120) square feet. There shall be a mnimum of three (3) feet
of clearance between beds and obstructions, such as walls.
This m ni mum di nensi on shall not apply to the head of the bed.

(3) Each room shall be located on an exterior wall and be
provided with a window to the exterior. The mnmaxinmm sill
height for the wi ndow shall be three (3) feet above finished
floor and also be |ocated above exterior |ot grade. Wndows
shall be provided with wi ndow coverings to ensure privacy.
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(4) Each patient bed shall be served by a nurse’s call system
and provided with an individual <call device immediately
accessible to patient, which shall register at the nurse’s
Station. A nurse’s call emergency device shall be provided for
each patient toilet room shower, and bathing room The
nurse’s call system installed shall be one of the following
t ypes.
(A) Conventional UL 1069 hardw red system or,
(B) Wreless system wth individual call pendants or
bracelets. These appliances shall activate notification
devices at the nurse’s station and individual pagers that
are carried by staff at all tines.
(5 ©One (1) lavatory or disinfectant wash shall be provided
for each patient room
(6) Each patient shall have access to a toilet room conplying
wWth accessibility requirenents as determ ned by the | CC ANS
Al17.1. One (1) toilet room shall contain, at a mnimum a
wat er closet and a | avatory.
(A) Each patient room shall have access to a toilet room
W t hout entering or crossing the general corridor.
(B) Toilet roonms shall be equipped with bedpan washing
apparatus with flushing attachnment and vacuum breaker.
(7) There shall be a mninmum of one (1) isolation roons per
hospice inpatient facility. Each room shall contain a |avatory
and soap and di sposable towel dispensers. Each isolation room
shall have access to an accessible toilet room wthout
entering the general corridor.
(8) Each patient shall have a wardrobe, |ocker, or closet with
minimum clear dimensions of one foot ten inches (17-10") by
one foot eight inches (1’-8"). A clothes rod and shelf shal
be provi ded.
(9) Patient roons shall have general [Iighting and night
lighting. A reading light shall be provided for each patient
and at |east one (1) light fixture for night lighting shall be
switched at the entrance of each patient room Al electrica
swi tches shall be of the quiet operating type.
(10) Each patient shall be provided with a bed conplete with
springs and a mattress (not rollaway), a chair suitable for
the patient, and a bedside table. Cots, sofas, rollaway or
simlar type beds shall not be used for patients but may be
used by famly nenbers. A bedside table and over-bed table
shall be available for each bedridden patient. A recliner
suitable for sleeping shall be provided for each patient in
each patient room GQuest roonms used for famly nenber(s) shal
be permtted, but shall not be used as patient roons unless
they nmeet the requirenents for patient roons.
(11) No television surveillance system shall be wused to
nmonitor the interior of patient roons or baths.
(b) Service areas.
(1) The size and disposition of each service area shall depend
upon the nunber and types of beds to be served. Although
identifiable spaces are required to be provided for each of
the indicated functions, consideration will be given to design
solutions, which would accommpdate sonme functions wthout
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specific designation of areas or roons. Details of such
proposal s shall be submtted for prior approval. Each service
area may be arranged and |located to serve nore than one (1)
nursing unit, but at |east one (1) such service area shall be
provi ded on each nursing floor. The service areas noted bel ow
shall be located in or readily available to each nursing unit:
(A) Nurse's stations with space for nurses’ charting,
physi ci an charting, and storage for adm nistrative supplies.
The distance from the nursing station to the nost distant
resident room shall not exceed one hundred fifty (150) feet
and this distance shall not be interrupted by physical
barriers, such as closed fire doors.
(B) A private physician’s office shall be provided in each
facility.
(© Lounge and toilet roon(s) for nursing staff.
(D) dean workroom and clean holding room These may be
combi ned. The cl ean workroom shall contain a work counter
hand washing station, and storage facilities. The clean
hol ding room shall be part of a system for storage and
distribution of clean and sterile supply materials and shal
be simlar to the clean wrkroom except that the work
counter and hand washing station may be omtted.
(E) dean linen storage area. This may be provided by a
separate closet or fully enclosed area within the clean

wor kr oom
(F) Soiled workroom or soiled holding room The soiled
wor kroom shall contain a clinical sink or equivalent

flushing rim fixture, sink equipped for hand washi ng, work
counter, waste receptacle, and linen receptacle.

(G Nourishment station. This shall contain a sink equipped
for hand washi ng, equi pnent for serving nourishnment between
scheduled neals, refrigerator, and storage cabinets. |l ce
for patients’ service and treatment shall be located in the
nouri shnment station on each floor and in the kitchen/dining
ar ea.

(H A famly roomshall be provided by the facility equi pped
wth two (2) conpartnent sinks, cabinets, mcrowaves, soap
and paper towel dispensers.

(I') One (1) nedical equipnent storage roomshall be provided
on each fl oor.

(J) Parking for stretchers and wheel chairs shall be |ocated
out of path or normal traffic.

(K) Patients’ bathing facilities. Bathtubs or showers shall
be provided at the rate of one for each six (6) beds, which
are not otherwise served by bathing facilities wthin
patients’ rooms. At least one (1) bathtub shall be provided
in each nursing unit or floor. Wi rl pool units, which are
suitable for bathing purposes, shall be included in
satisfying the requirenent. Each tub or shower shall be in
an individual room or enclosure, which provides space for
private use, drying and dressing, and for a wheel chair and
an attendant. Al fixtures shall be accessible for the
handi capped.

(L) Janitor’s closet containing a floor receptor or service
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sink and storage space for housekeeping equipnment and
suppl i es.
(c) Sterilizing Facilities. The hospice inpatient facility shal
make provisions for the sterilization of equipnent and supplies
and shall have available for all staff and visitors, approved
OSHA, NICSH certified dust, mst and funmes (DVF) respirators or
respirators affording greater protection. This is required for
all entry into roons occupied by known or suspected infectious
tubercul osis patients and others. There shall be m ninum of one
hundred (100) pairs of gloves and DMF respirators in the facility
at all tines.
(d) Personal Care Unit. A separate room may be provided for hair
care and groom ng needs of the patients.
[ Source: added at 21 Ok Reg 1303, eff 5-27-2004]

310: 661-8-6. Dietary facilities

(a) The following facilities shall be provided in such size as

required to inplenent the type of food service system sel ected:
(1) Control station for receiving food supplies.
(2) Storage space including cold storage.
(3) Food preparation as required by the program Conventiona
food preparation systens require space and equipnment for
preparing, cooking, and baking. Conveni ence food service
systens such as frozen prepared neals, bul k packaged entrees,
i ndi vi dual packaged portions, or systens using contractual
conmi ssary services require space and equi pnent for thaw ng,
portioni ng, cooking, and/or baking.
(4) Hand washing facilities in the food preparation area

equi pped with wist, knee, or foot controls. Di sposabl e
towel s shall be provided.

(5) Patient neal service space including facilities for
tray assenbly and distribution.

(6) D shwashing shall be in a room or al cove separate from
food preparation and serving areas. The di shwashi ng equi prment
shall be of a comercial-type with a separate air bal ance
system

(7) Space for receiving, scraping, sorting, and stacking

soiled tableware and for transferring clean tableware to the
using areas. A lavatory shall be conveniently available with
wist, knee, or foot controls.

(8) Pot washing facilities with a three (3) conpartnent
si nk.
(9) Sanitizing facilities and storage areas for cans,

carts, and nobile tray conveyers.

(10) Garbage storage facilities in a separate area, which is
easily accessible to the outside for direct pickup or
di sposal

(11) Toilet for dietary staff with hand washing facility
i mredi at el y avai |l abl e.

(12) Janitors’ closet for the dietary departnment shall be
| ocated in or adjacent to the departnent. It shall contain a
floor receptor or service sink and storage space for
housekeepi ng equi pnment and supplies used exclusively for the
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di etary departnent.
[ Source: added at 21 Ok Reg 1303, eff 5-27-2004]

310: 661-8-7. Administrative and public areas
The foll owi ng areas shall be provided:
(1) Public | obby area including:
(A) Reception and information counter or desk.
(B) Waiting spaces.
(C Public toilet facilities (handi capped accessi ble).
(D) Public tel ephone(s).
(E) Drinking fountain(s).
(2) Ceneral or individual offices shall be provided for
busi ness transactions, nedical and financial records, and
adm ni strative functions.
(3) A quiet room for counseling\reflection is required and
shall have a m ni mum of one hundred (100) square feet.
[ Source: added at 21 Ok Reg 1303, eff 5-27-2004]

310: 661-8-8. Linen service
(a) If linen is to be processed on the site, the foll ow ng shal
be provi ded:
(1) Laundry processing room wth hand washing facilities and
commerci al - type equipment, which can process seven (7) days’
needs within a regul arly schedul ed wor kweek.
(2) Soiled linen receiving, holding, and sorting room wth
hand washing facilities.
(3) Storage for |aundry supplies.
(4) Cean linen storage, issuing, and holding room separate
fromthe soiled Iinen storage, processing and hol ding area.
(5) Janitors’ closet containing a floor receptor or service
si nk and storage space for housekeepi ng.
(6) Sanitizing facilities and storage area for carts, unless a
di sposabl e baggi ng systemis used.
(b) If linen is processed off the site, the follow ng shall be
provi ded:
(1) Soiled Iinen holding room
(2) Sanitizing facilities and storage area for carts.
(c) Wether linen is processed on or off the site, the |aundry
shal | be physically separated into clean and soiled sections with
each section having separate air supplies and exhaust returns to
prevent cross-contam nation. The hospice shall certify that the
off-site laundry satisfies this regul ation.
[ Source: added at 21 Ok Reg 1303, eff 5-27-2004]

310: 661-8-9. Engi neering service and equi pnent areas

(a) Central Stores. CGeneral storage room(s) shall have a tota
area of not less than five (5) square feet per bed and should be
generally concentrated in one (1) area.

(b) Room(s) or separate building(s) for boilers, nechanical

equi pnent, and electrical equipnent shall not be wused for
st or age.

(c) Waste Processing Services. Storage and Di sposal. Space and
facilities shall be provided for the sanitary storage and
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di sposal of waste by incineration, nmechanical destruction,
conpaction, containerization, renoval or by a conbination of
t hese techni ques.

[ Source: added at 21 Ok Reg 1303, eff 5-27-2004]

310: 661-8-10. Details and Finishes
(a) A high degree of safety for the patients shall be provided to
mnimze the incidence of accidents with special consideration

for patients who will be anbulatory, to assist themin self-care.
(b) Hazards such as sharp corners shall be avoided. Al details
and finishes for nodernization projects as well as for new

construction shall conply with the follow ng requirenents:
(1) Al roons containing bathtubs, sitz baths, showers, and
wat er closets, subject to occupancy by patients, shall be
equi pped with doors and hardware which will permt access from
the outside in any energency. When such roons have only one
(1) opening or are small, the door shall be capable of opening
outwards or be otherw se designed to be opened wi thout need to
push agai nst a patient who nmay have coll apsed within the room
(2) The mnimumw dth of all doors to roons needing access for
beds or stretchers shall be three feet eight inches (3’7 8").
Doors to patient toilet roons and other roons needing access
for wheelchairs shall have a m nimumclear width of 32 inches.
(3) Wndows and outer doors shall not be left in an open
position unless provided with insect screens.
(4) Wndows and/or screening devices shall be designed to
prevent accidental falls when open.
(5) Door(s) shall not swing into corridors in a nanner that
m ght obstruct traffic flow or reduce the required corridor
width. Al door handles shall be approved | ever type.
(6) Grab bars shall be provided at all patients’ toilets,
showers, tubs, and sitz baths.
(7) Recessed soap dishes shall be provided in showers and
bat hr oons, or soap di spensers may be substituted.
(8) Lavatories and hand washing facilities shall be securely
anchored to withstand an applied vertical |oad of not |ess
than two hundred fifty (250) pounds on the front of the
fixture.
(9) Mrrors shall be arranged for convenient use by patients
in wheelchairs as well as by patients in a standing position
Al'l lavatories shall have mirrors except those in kitchens.
(10) Paper towel and soap dispensers and waste receptacles
shall be provided at all hand washing facilities in public,
staff locations and patient areas.
(11) Ceiling heights shall be as foll ows:
(A) Boiler roons shall have ceiling clearances not |ess than
two feet six inches (2’ 6") above the main boiler header and
connecti ng pi pi ng.
(B) Rooms containing ceiling-nounted equipnment shall have
hei ght required to accommodate the equi pnent.
(C) All rooms shall not have less than eight foot (87 0")
ceilings except that corridors, storage roons, toilet roons,
and other mnor roons nay be not |ess than seven feet eight
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inches (7' 8"). Suspended tracks, rails, and pipes located
in the path of normal traffic shall not be less than six
feet eight inches (6’ 8") above the floor.
(D) Kitchens shall have a minimum eight foot (8’ Q") ceiling
hei ght and be air-conditioned.
(12) Spaces where inpact noises may be generated shall not be
| ocated directly over or adjacent to patient bed areas unless
special provisions are nmade to mnimze such noise to a Noise
| solation Class (NIC) of not less than forty-five (45).
(13) Roons containing heat produci ng equi pnent (such as boiler
or heater roonms, and l|aundries) shall be insulated and
ventilated to prevent any floor surface above from exceedi ng a

tenperature  of 10¢°F. (60C.) above the anbient room
t enper at ure.
(14) Indicators shall be placed on all doors leading to
hazar dous areas, such as knurled knobs or signs.
(15) The hospice shall elimnate fire and snoke hazards. The
hospice shall not wuse pillows, nmattresses, pads, padded
furniture, carpeting, or other furnishings, which contain
uret hane foanms, which are not fire retardant.

(c) Hospice Finish Requirenents
(1) Floor materials shall be easily cleanable and have wear
resi stance appropriate for the |ocation involved. Floors in
areas used for food preparation or food assenbly shall be
wat er resistant and grease proof. Points in tile and simlar
material in such areas shall be resistant to food acids. In
all areas frequently subject to wet cleaning nethods, floor
materials shall not be physically affected by germcidal and
cl eani ng sol utions. Floors that are subject to traffic while
wet (such as shower and bath areas, kitchens, and simlar work
areas) shall have a no slip surface.
(2) Wall bases in kitchens, soiled workroonms, and other areas
which are frequently subject to wet cleaning nethods shall be
made integral and covered with the floor, tightly sealed with
the wall, and constructed wthout voids that can harbor
i nsects.
(3) wall finishes shall be washable and, in the i medi ate area
of plunbing fixtures, shall be snpboth and noisture resistant.
Finish, trim and wall and floor constructions in dietary and
food preparation areas shall be free from spaces that can
har bor rodents and insects.
(4) Floor and wall penetrations by pipes, ducts, and conduits

shall be tightly sealed to mnimze entry of rodents and
i nsects. Joints of structural elenents shall be simlarly
seal ed.

(5) Ceilings throughout shall be easily cleanable. Cei l i ngs
in the dietary and food preparation areas shall have a
finished washable ceiling covering all overhead piping and
ductwork; a snooth surface drywall or plaster type ceiling
shall be required. Finished ceilings my be omtted in
mechani cal and equi pnent spaces, shops, general storage areas,
and simlar spaces, unless required for fire-resistive
pur poses.

47 June 25, 2007



OAC 310: 661 12.01.08 draft

(6) All buildings that have patients’ facilities (such as
bedroons, dining rooms, or recreation areas) or critical
services (such as diagnostic or therapy) |ocated on other than
the min entrance floor shall have electric or electro
hydraul i c el evators.
(A) At least one (1) hospital type elevator shall be
install ed where patients are |ocated on any floor other than
the main entrance fl oor.
(B) Cars and platforns. Cars of hospital type elevators
shal | have inside dinensions that wll acconmmpdate a patient
bed and attendants, and shall be at least five feet (5’7 0")
wide by seven feet six inches (7’ 6") deep. The car door
shal | have a clear opening of not |ess than three feet eight
inches (37 8").
(C Leveling. Elevators shall be equipped with an automatic
I eveling device of the two-way autonmatic naintaining type
wi th an accuracy of one-half (1/2) inch.
(D) Operation. El evators, except freight elevators, shal
be equipped wth a tw-way special service keyed switch to
permt cars to bypass all landing button calls and be
di spatched directly to any fl oor.
(EB) El evator controls, alarm buttons, controls, and
t el ephones shall be accessible to wheel chair occupants.
(F) Elevator call buttons, controls, and door safety stops
shall be of a type that will not be activated by heat or
snoke.
(G At least one (1) elevator should be on the energency
power system of the hospice.
(H Elevator door closing devices should be tined to
accommodat e the needs of the residents served.

(I') Field Inspection and Tests. Inspections and tests shal

be mde and the owner shall be furnished witten
certification that the installation neets the requirenents
set forth in this Section and all applicable safety

regul ati ons and codes.
[ Source: added at 21 Ok Reg 1303, eff 5-27-2004]

310: 661-8-11. Tenperature and ventilating systens

(a) An indoor design tenperature of 75°F. (24°C.) (w nter design
conditions) shall be provided for all occupied areas.

(b) Al air supply and air-exhaust systens shall be nmechanically
oper at ed. All fans serving exhaust systens shall be |ocated at
the discharge end of the system The ventilating systens shal
conply with the requirenments of the appropriate edition of the
| nt ernati onal Mechani cal Code.

(c) Qutdoor air intakes shall be located not |ess than ten feet
(107 0") from exhaust outlets of ventilating systems, combustion
equi pnent stacks, plunmbing vent stacks, or from areas which may
col | ect vehi cul ar exhaust and ot her noxious funmes. The bottom of
outdoor air intakes serving central systens shall be |ocated as
high as practical but not less than three feet (3’ 0") above
ground level, or if installed above the roof, one foot (17 0")
above roof |evel.
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(d) Corridors shall not be used to supply air to or exhaust air
from any room except that air from corridors may be used to
ventilate bathrooms, toilet rooms, and janitors’ closets.

(e) Al central ventilating or air conditioning systens shall be
equi pped with filters. The filter bed shall be |ocated upstream
of the air conditioning equipnent, unless a prefilter 1is
enpl oyed. In this case, the prefilter shall be upstream of the
equi pnent and the main filter bed may be I|ocated further
downst r eam

(f) Al filter efficiencies shall be average atnospheric dust
spot efficiencies tested in accordance with ASHRAE Standard 52-
68. A manoneter shall be installed across each filter bed
serving central air systens. The filter efficiencies for central
ventilation and air conditioning system should follow the table
shown on Appendi x A

(g) Exhaust hoods in food preparation centers shall be in
conpliance with NFPA 96 and the International Mechanical Code
(1MO) .

(h) Boiler roons shall be provided with sufficient outdoor air to
mai ntai n conbustion rates of equipnment and to |limt tenperatures

in working stations to 97°F. (36°C.), Effective Tenperatures (ET)
as defined by ASHRAE "Handbook of Fundanental s", w thout creating
negative air pressure in any room housing fire equi prment.

(i) Were individual mechanical exhaust systens are used to
exhaust patient toilets or bathroons, the individual ventilation
fan shall run continuously. All nechanical ventilating equi pment
including wunder w ndow and exhaust systens shall operate
conti nuously.

(j) wall or baseboard electrical heaters shall not be used.

(k) Detectors in <central ventilating systens shall be in
accordance wi th NFPA 90A.

(1) Al ducts shall be in conceal ed spaces.

(m Al snoke danpers on any one air conditioning systemshall be
controlled by wunit nounted return air and supply air snoke
detectors, which will act to close all of the snoke danpers on
that system and stop the fan. Snoke danpers shall al so cl ose and
the fan shall stop when the fire alarmsystemis activated and/ or
the sprinkler systemis energized.

(n) Al isolation roonms shall have all air directly exhausted to
the exterior without recirculation. There shall be a negative
pressure relationship between the patient room and adjacent
areas. The differential pressure shall be a mninum of 0.01"
water gage (2.5 Pa). If alarns are installed, allowances shall be
made to prevent nuisance al arns of nonitoring devices.

(o) Ventilation for all isolation roons shall provide for a
m ni mum twelve (12) air changes per hour including two (2) air
changes per hour of outside air. Patient sleeping roonms shall
provide a mninmum of two (2) air changes per hour with at |east
two (2) of these air changes being outside air. Soiled holding
and wor kroom areas shall have a mnimum of ten (10) air changes
per hour. Al other roons shall conply with the ventilation
requi renents of the International Mechani cal Code as adopted by
the State of Gkl ahona.
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[ Source: added at 21 Ok Reg 1303, eff 5-27-2004]

310: 661-8-12. Pl unbing and ot her piping systens

(a) Al plunbing systens shall be designed and installed in

accordance with the requirenments of the appropriate edition of

the International Plunbing Code.

(b) Pl unbing Fixtures.
(1) The material used for plunbing fixtures shall be of non-
absorption and acid-resistant materi al .
(2) The water supply spout for lavatories and sinks required
in patient care areas shall be nounted so that its discharge
point is a mninmm distance of one (1) inch above the rim of
the fixture. Al fixtures shall be trinmed with valve, which
can be operated without the use of hands. Were bl ade handl es
are used for this purpose, they shall not exceed four and one-
half (4% inches in length, except that handles on clinica
si nks shall be not less than six (6) inches |ong.
(3) dinical sinks shall have an integral trap in which the
upper portion of a visible trap seal provides a water surface.
(4) Shower bases and tubs shall provide no slip surfaces for
standing patients. Al towel bars shall be of the handi capped
type neeting the two hundred fifty pound (250 |b.) dead |oad
requi renent. Shower curtain rods shall be of rigid nmetal and
anchored to insure a two hundred fifty pound (250 Ib.) dead
|l oad is net.
(5) Floor and wall penetrations by pipes, ducts, and conduits

shall be tightly sealed to mnimze entry of rodents and
i nsects. Joints of structural elenents shall be simlarly
seal ed.

(c) Water Supply Systens.
(1) Before the facility is used the water supply system shal
be approved by the health departnent.
(2) Backflow preventers (vacuum breakers) shall be installed
in hose bibs, janitors’ sinks, bedpan flushing attachnents,
and on all other fixtures on which hoses or tubing can be
at t ached. Two  (2) approved reduced pressure backfl ow
preventers in parallel on the donmestic water supply are
required for sprinkler systens.
(3) Water distribution systens shall be arranged to provide
hot water at each hot water outlet at all times. Hot water at
shower, bathing, and hand washing facilities shall not be |ess

than 105°F. nor exceed 115°F. A |low tenperature-m xing valve
shall be required wth an anti-scald device (solenoid valve)
down stream from m xi ng val ve.

(d) Water Heaters and Tanks.
(1) The water heating equi pnment shall have sufficient capacity
to supply water at the tenperatures and anounts i ndicated
above. Water tenperatures shall be tested nonthly and the
results nonitored at hot water point of wuse or inlet to
processi ng equi pnent.
(2) The anti-scald device shall be arranged to shut off hot
wat er system two degrees (2°) higher than naxi mum tenperature
al | oned.
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(3) Heater and storage tanks shall be fabricated of corrosion-
resistant netal or lined with no corrosive material.

(e) Drainage Systens.
(1) Drainage piping shall not be installed within the ceiling
nor installed in an exposed l|ocation in food preparation
centers, food serving facilities, and food storage areas
unl ess special precautions are taken to protect these areas
from possi bl e | eakage or condensati on.
(2) Building sewers shall discharge into an approved sewerage
system

[ Source: added at 21 Ok Reg 1303, eff 5-27-2004]

310: 661-8-13. Electrical requirenents
(a) Al electrical requirenents shall conply wth Nationa
El ectrical Code (NEC) as adopt ed.
(b) Receptacl es (Conveni ence Qutlets)
(1) Patient room Each patient room shall have duplex
grounding type receptacles as follows: one (1) |ocated near
the head of each bed; one (1) for television if used; and at
| east one (1) on each wall.
(2) Corridors. Dupl ex receptacles for general use shall be
installed approximately fifty feet (507 0") apart in all
corridors and within twenty-five feet (25’ 0") of ends of
corridors.
(c) Al receptacles and switches on the energency power shall be
di stinctly marked.
(d) Al electrical receptacles in wet areas (such as: hair care
roons, bathroons, kitchens, laundries, physical therapy areas,
janitor closets) nust be on ground fault interrupter circuits
within six feet (6’ 0") of any lavatory and all outside plugs.
(e) Energency Electric Service.
(1) To provide electricity during an interruption of the
normal electric supply, the hospice shall be equipped with an
energency power source as required by NFPA 99, NFPA 101, and

NEC (NFPA 70) on the prem ses. It shall have fuel supply
either propane or diesel to operate the generator for a
m ni mum of twenty-four (24) hours at rated full | oad.

(2) The energency power source shall be automatically

connected to the required load within a period of ten (10)
seconds after the interruption of the normal power source.
This time delay shall be adjustable.

(3) The load for which emergency power shall be supplied are
as foll ows:

(A Illumnation for means of egress as required in NFPA,
Standard 101 to produce not |ess than one (1) foot-candle of
light neasured at floor level in the center of the
corridors.

(B) I'llum nation of exit signs and exit directional signs.

(C) Duplex receptacle |ocated at head of patient bed.

(D) Nurse call systens.

(E) Power for maintaining tel ephone comruni cati on.

(F) Sunp punps and other equipnent required to operate for
the safety of mmjor apparatus including alarnmns.
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(G General illumnation and conveni ence receptacles in the
area of the energency power source.
(H Paging and speaker systens used for comunications
during energency.
(') Alarm systens including the fire alarm system water
flow al arm devices for sprinklers, fire and snoke detecting
facilities, and alarmnonitors for non-flamrabl e nedi cal gas
systens, except systens which have trickle-charged battery
(DC) power.
(J) Illumnation lighting in the mechanical roons serving
essential heating, ventilating, plunbing, vacuum and other
essential needs.
(K) Security facilities such as door nonitoring.
(L) At least one (1) elevator shall be on the energency
power system of the hospice.
(M Night lights in patient bathroons, toilets and patient
r oons.

Al receptacles and switches served by energency power
shal |l be col or coded (red).
(O The operation of the enmergency electric system shall be
denonstrated prior to placing the facility in operation.

[ Source: added at 21 Ok Reg 1303, eff 5-27-2004]

310: 661-8-14. Physical plant requirenents for facilities wth
three (3) beds or |ess
(a) This section shall be applicable to small homes serving
three (3) or less residents. Homes qualifying under this section
shall be exenpt from other sections of this subchapter except as
may be specifically referenced in this section.
(b) The requirenents of 310:661-8-1 are applicable except as
fol |l ows:
(1) These requirenents are intended as mninmm standards for
constructing and equipping a hospice inpatient facility
projects containing, at a maxi mum three (3) beds.
(2) Al new and renovation projects shall conmply with the
applicable sections of International Residential Code as
required for residential construction.
(c) The location requirements of 310:661-8-2 are applicable
except as foll ows:
(1) Parking. Of-street parking shall be provided in adequate
nunbers to prevent overflow to adjacent properties.
(d) Plan subm ssion and construction inspection requirenents of
310: 661-8-3 are applicable to all hospice facilities containing
three (3) beds or |ess.
(e) The requirenments for space occupied by other entities in
310: 661-8-4 are applicable to all hospice facilities containing
three (3) beds or |ess.
(f) Al physical plant requirenents relating to nechanica
pl unmbi ng and electrical systens shall conply with the applicable
requi renments for residential construction.
[ Source: added at 21 Ck Reg 1303, eff 5-27-2004]
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APPENDI X A.  FILTER EFFI Cl ENCl ES FOR CENTRAL VENTI LATI ON
AND Al R CONDI TI ONI NG SYSTEMS | N HOSPI CES

Nunber
Filter Beds Filter Bed Filter bed
Area Designation No. 1 No. 2

Al areas for 2 25 80
i npatient care,
treatnment, and

di agnosi s, and

t hose areas
provi di ng direct
service or clean
suppl i es such

as sterile and

cl ean processing,
etc.

Food Preparation Areas 1 25 S
and Laundri es

Adm ni strative, bulk

storage, soiled holding

areas, food preparation

areas, and laundries 1 25 ---

Not e: Additional roughing or pre-filters should be considered to
reduce maintenance required for filters with efficiency higher
t han 75%

The filtration efficiency ratings are based on average dust spot

efficiency per ASHRAE 52. 1-1992.
[ Source: added at 21 Ok Reg 1303, eff 5-27-2004]
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