
 
• Report/Respond.  The hospital must assure that any incidents of abuse, neglect or 

harassment are reported and analyzed, and the appropriate corrective, remedial or 
disciplinary action occurs, in accordance with applicable local, State, or Federal law. 

 
As a result of the implementation of this system, changes to the hospital’s policies and 
procedures should be made accordingly. 
 
Survey Procedures   §482.13(c)(3) 
 

• Examine the extent to which the hospital has a system in place to protect patients 
from abuse, neglect and harassment of all forms, whether from staff, other patients, 
visitors or other persons.  In particular, determine the extent to which the hospital 
addresses the following issues.  
 

o Are staffing levels across all shifts sufficient to care for individual patient’s 
needs? 

 
o Does the hospital have a written procedure for investigating allegations of 

abuse and neglect including methods to protect patients from abuse during 
investigations of allegations? 

 
o How does the hospital substantiate allegations of abuse and neglect? 

 
o Do incidents of substantiated abuse and neglect result in appropriate action? 

 
o Has the hospital implemented an abuse protection program?  Does it comply 

with Federal, State and local laws and regulations?  Is it effective? 
o Are appropriate agencies notified in accordance with State and Federal laws 

regarding incidents of substantiated abuse and neglect? 
 

o Can staff identify various forms of abuse or neglect? 
 

o Do staff members know what to do if they witness abuse and neglect? 
 

o What evidence is there that allegations of abuse and neglect are thoroughly 
investigated? 

 
o Does the hospital conduct criminal background checks as allowed by State 

law for all potential new hires? 
 

o Is there evidence the hospital employs people with a history of abuse, 
neglect or harassment? 

 
A-0146 
(Rev. 37, Issued:  10-17-08; Effective/Implementation Date:  10-17-08) 
 
§482.13(d) Standard:  Confidentiality of Patient Records 
 
Interpretive Guidelines §482.13(d)  
 
The hospital must ensure the confidentiality of patient records requirements are met. 
 
A-0147 
(Rev. 95, Issued: 12-12-13, Effective: 06-07-13, Implementation: 06-07-13) 
 



§482.13(d)(1) - The patient has the right to the confidentiality of his or her clinical 
records. 
 
Interpretive Guidelines §482.13(d)(1) 
 
The right to confidentiality of the patient’s medical record means the hospital must 
safeguard the contents of the medical record, whether it is in paper or electronic format, or a 
combination of the two, from unauthorized disclosure.  Confidentiality applies wherever the 
record or portions thereof are stored, including but not limited to central records, patient 
care locations, radiology, laboratories, record storage areas, etc.  
 
A hospital is permitted to disclose patient information, without a patient’s authorization, in 
order to provide patient care and perform related administrative functions, such as payment 
and other hospital operations.  
 
• Payment operations include hospital activities to obtain payment or be reimbursed for 

the provision of health care to an individual. 
 
• Hospital operations are administrative, financial, legal, and quality improvement 

activities of a hospital that are necessary to conduct business and to support the core 
functions of treatment and payment. These activities include, but are not limited 
to:  quality assessment and improvement activities, case management and care 
coordination; competency assurance activities, conducting or arranging for medical 
reviews, audits, or legal services, including fraud and abuse detection and compliance 
programs; business planning,  development, management, and administration and 
certain hospital-specific fundraising activities.  

 
The hospital must develop policies and procedures that reasonably limit disclosures of 
information contained in the patient’s medical record to the minimum necessary, even when 
the disclosure is for treatment or payment purposes, or as otherwise required by State or 
Federal law. 
 
When the minimum necessary standard is applied, a hospital may not disclose the entire 
medical record for a particular purpose, unless it can specifically justify that the whole 
record is the amount reasonably needed for the purpose.  
 
A hospital may make an authorized disclosure of information from the medical record 
electronically, and may also share an electronic medical record system with other health 
care facilities, physicians and practitioners, so long as the system is designed and operated 
with safeguards that ensure that only authorized disclosures are made. 
The hospital must obtain the patient’s, or the patient’s representative’s, written 
authorization for any disclosure of information in the medical record when the disclosure is 
not for treatment, payment or health care operations.  
 
Survey Procedures §482.13(d)(1)  
 

• Verify that the hospital has policies and procedures addressing the protecting of 
information in patients’ medical record from unauthorized disclosures. 

 
• Observe locations where medical records are stored to determine whether 

appropriate safeguards are in place to protect medical record information. 
 

• Interview staff to determine their understanding of and compliance with the 
hospital’s policies and procedures for protecting medical record information. 

 
 



A-0148 
(Rev. 200, Issued: 02-21-20; Effective: 02-21-20, Implementation: 02-21-20) 
 
§482.13(d)(2) - The patient has the right to access their medical records, including 
current medical records, upon an oral or written request, in the form or format 
requested by the individual. If it is readily producible in such form and format 
(including in an electronic form or format when such medical records are maintained 
electronically); or if not, in a readable hard copy form or such other form or format as 
agreed by the facility and the individual, and within a reasonable timeframe. The 
hospital must not frustrate the legitimate efforts of individuals to gain access to their 
own medical records and must actively seek to meet these requests as quickly as its 
record keeping system permits.  
 
Interpretive Guidelines  §482.13(d)(2) 
 
Guidance is pending and will be updated in future release.  
 
Survey Procedures  §482.13(d)(2) 
 

• Does the hospital promote and protect the patient’s right to access information 
contained in his/her clinical record? 

 
• Does the hospital have a procedure for providing records to patients within a 

reasonable time frame? 
 

• Does the hospital’s system frustrate the legitimate efforts of individuals to gain 
access to their own medical record? 

 
• Does the procedure include the method to identify what documents were not 

provided and the reason? 
 
 
A-0154 
(Rev. 37, Issued:  10-17-08; Effective/Implementation Date:  10-17-08) 
 
§482.13(e) Standard:  Restraint or seclusion.  All patients have the right to be 
free from physical or mental abuse, and corporal punishment.  All patients have the 
right to be free from restraint or seclusion, of any form, imposed as a means of 
coercion, discipline, convenience, or retaliation by staff.   Restraint or seclusion may 
only be imposed to ensure the immediate physical safety of the patient, a staff 
member, or others and must be discontinued at the earliest possible time. 
 
Interpretive Guidelines §482.13(e): 
 
The intent of this standard is to identify patients’ basic rights, ensure patient safety, and 
eliminate the inappropriate use of restraint or seclusion.  Each patient has the right to 
receive care in a safe setting.  The safety of the patient, staff, or others is the basis for 
initiating and discontinuing the use of restraint or seclusion.  Each patient has the right to be 
free from all forms of abuse and corporal punishment.  Each patient has the right to be free 
from restraint or seclusion, of any form, imposed as a means of coercion, discipline, 
convenience, or retaliation by staff.  Restraint or seclusion may not be used unless the use 
of restraint or seclusion is necessary to ensure the immediate physical safety of the patient, 
a staff member, or others.  The use of restraint or seclusion must be discontinued as soon as 
possible based on an individualized patient assessment and re-evaluation.  A violation of 
any of these patients’ rights constitutes an inappropriate use of restraint or seclusion and 
would be subject to a condition level deficiency.   


