Chapter 40—Comprehensive Emergency Medical Services Systems Regulations

18 CSR 30-40 [;Sﬂ

AUTHORITY: section 190.618, RSMo Supp.
2008.% Original rule filed Jan. 9, 2009,
effective Aug. 30, 2009.

*Original authority: 190,618, RSMo 2007,

19 CSR 30-40.710 Definitions and Abbre-
viations Relating to Stroke Centers

PURPOSE: This rule defines terminology
related to stroke cenlers.

(1) As used in 19 CSR 30-40.720 and 19
CSR 30-40,730, the following terms shall
mean:

(A) Acute--an injury or illness that hap-
pens or appears quickly and can be serious or
life threatening;

(B) Anesthesiologist assistanl (AA)—a per-
son who—

1. Has graduated from an anesthesiolo-
gist assistant program accrediied by the
American Medical Association’s Commiltee
on Allied Health Education and Accreditation
or by its successor agency,;

2. Has passed the certifying examination
administered by the National Commission on
Certification of Anesthesiologist Assistants;

3. Has active cenification by the Nation-
al Commission on Certification of Anesthe-
siologist Assistants;

4, Is currently licensed as an anesthesi-
ologist assistant in the state of Missouri; and

5. Provides health care services delegat-
ed by a lcensed anesthesiologist;

(C) Board-admissible/board-eligible—a
physician who is eligible to apply or has
applied to a specialty board of the American
Board of Medical Specialties, the American
Qsteopathic Association Board of Osteopathic
Specialists, or the Royal College of Physi-
cians and Surgeons of Canada and has
received a ruling that he or she has fulfilled
the requirements to take the examinations.
Board certification is generally obtained
within five {5) years of the first appointment;

(D) Board-certified—a physician who has
fulfilled all requirements, has satisfactorily
completed the written and oral examinations,
and has been awarded a board diploma in a
specialty field by the American Board of
Medical Specialties, the American Osteo-
pathic Association Board of Osteopathic
Speciatists, or the Royal College of Physi-
cians and Surgeons of Canada;

(E) Catchment area—the surrounding area
served by the institution (the stroke center);

(F) Certified registered nurse anesthetist
{CRNA)—a registered nurse who—

1. Has graduated from a school of nurse
anesthesia accredited by the Council on
Accreditation of Education Programs of
Nurse Anesthesia or its predecessor;

2. Has been certified as a nurse anes-
thetist by the Council on Certification of

Nurse Anesthetists; and
3. Has been licensed in Missouri pur-
suant to Chapter 335, RSMo;

{G) Clinical staff—an individual that has
specific training and experience in the treat-
ment and management of stroke patients.
Examples include: physicians, registered
nurses, advanced practice nurses, physician
assistants, pharmacists, and technologists;

() Clinical team—a team of healthcare
professionals involved in the care of the
stroke patient and may include, but not be
limited to, neurologists, neuro-interventional-
ists, neurosurgeons, anesthesiologists, emer-
gency medicine, and other stroke center clin-
ical staff. The clinical team is part of the hos-
pital program’s stroke team;

(1) Continuing education—education
approved or recognized by a national and/or
state professional organization and/or stroke
medical director;

{7y Continuing medical education (CME)—
the highest level of continuing education for
physicians that is approved or recognized by
a national and/or state professional organiza-
tion and/or stroke medical director;

(K) Core team—a subunit of the hospital
stroke team consisting of a physician experi-
enced in diagnosing and treating cerebrovascu-
lar disease {(usually the stroke medical direc-
tor) and at least one 1) other health care pro-
fessional or qualified individual competent in
stroke care as determined by the hospital (usu-
atly the stroke program manager/coordinator);

(L) Credentialed or credentialing—a hospi-
tal-specific system: of documenting and recog-
nizing the qualifications of medical staff and
nurses and authorizing the performance of
certain procedures and establishing clinical
privileges in the hospital setting;

(M) Department—the Missouri Department
of Health and Senior Services;

{N) Door-to-needle time—the time from
arrival at the hospital door to initiation of
lytic therapy to restore blood flow in an
obstructed blood vessel;

(O Emergency medical service regions—
the six (6} regions in the state of Missouri
that are defined in 19 CSR 30-40.302;

(P) Hospital—an establishment as defined
by section 197.020.2, RSMo, or a hospital
operated by the state;

(Q) Immediately available (IA)—being pre-
sent at (he bedside at the time of the patient’s
arrival at the hospital when prior notification
is possible and no more than twenty (20) min-
utes from the hospital under normal driving
and weather conditions;

(R) In-house (IH)—being on the hospital
prenises twenty-four (24) hours a day;

(8) Lytic therapy (also known as fibrinoly-
sis/thrombolysis)—a drug therapy used to
dissolve clots blocking flow in a blood vessel.
It refers to drugs used for that purpose,
including recombinant tissue plasminogen
activator. This type of therapy can be used in

the treatment of acute ischemic stroke and
acute myocardial infarciion;

(T) Missouri stroke registry—a statewide
data coliection system comprised of key data
elements as defined in 19 CSR 30-40.730
that are used to compile and trend statistics of
stroke patients in both pre-hospital and hospi-
tal settings, using a coordinated electronic
reporting method provided by the depart-
ment;

(U} Multidisciplinary team—a team of
appropriate representatives of hospital units
involved in the care of the stroke patient. This
team: supporis the care of the stroke patient
witl: the stroke team;

(V) Neurologist—a licensed physician with
the appropriate specialty training;

{W) Neuro-interventionalist—a licensed
physician with the appropriate specialty train-
ing;

(X) Neuro-interventional team—a team of
physicians, nurses, and other clinical staff,
and technical support that perform the neuro-
interventions and who are part of the stroke
clinical team;

(Y) Neurology service—an organizational
component of the hospital specializing in the
care of patients who have had strokes or some
other neurological condition or disorder;

(Z) Patient—an individual who is sick,
injured, wounded, diseased, or otherwise
incapacitated or helpless, or dead, excluding
deceased individuals being transported from
or between private or public institutions,
homes, or cemeteries, and individuals
declared dead prior to the time an ambulance
is called for assistance;

(AA) Peer review system—the process the
stroke center establishes for physicians to
review stroke cases on patients who are
admitted to the stroke center, transferred out
of the stroke center, or die as a result of the
stroke {independeni of hospital admission or
hospital transfer status);

(BB) Physician—a person licensed as a
physician pursuant to Chapter 334, RSMo;

{CC) Promptly available (PA)—arrival at
the hospital at the patient’s bedside within
thirty (30) minutes after notification of a
patient’s arrival at (he hospital;

(DD) Protocol—a predetermined, written
medical care guideline, which may include
standing orders;

{EE) Qualified individual—a physician,
registered nurse, advanced practice nurse,
and/or physician assistant licensed in the state
of Missouri who demonstrates administrative
ability and shows evidence of educational and
clinical experience in the care of cerebrovas-
cular patients;

(FF} Regional outcome data—data used to
assess the regional process for pre-hospital,
hospital, and regionai patient outcomes;

{GG) Repatriation—the process used to
return a stroke patient to his ‘or her home
community from a level I or level 11 stroke

Joun R. ASHCROFT
Secrstary of State

(2128/18)

CODE OF STATE REGULATIONS

55



19 CSR 30-40—DEPARTMENT OF HEALTH

ESR AND SENIOR SERVICES

Division 30—Divislon of Regulation and Licensure

center after his or her acule treatment for
stroke has been completed. This allows the
patient 1o be closer to home for continued
hospitalization or rehabilitation and follow-up
care as indicated by the patient’s condition;

(HH) Reperfusion—the process of restor-
ing normal bleod flow to an organ or tissue
that has had its blood supply cut off, such as
after an ischemic stroke or myocardial infare-
tion;

(1) Requirement {(R)—a symbol used to
indicate that a standard is a requirement for
stroke center designation at a particular level,

(J7) Review—the inspection of a hospital to
determine compliance with the rules of this
chapter;

(KK) Stroke—a sudden brain dysfunction
due to a disturbance of cerebral circulation.
The resulting impairments include, but are
not limited to, paralysis, sharred speech,
andfor vision loss. Ischemic strokes are typi-
cally caused by the obstruction of a cerebral
blood vessel. Hemorrhagic strokes are typi-
cally caused by rupture of a cerebral artery;

{LL) Siroke call roster—a schedule that
provides twenty-four (24) hours a day, seven
(7) days a week neurology service coverage,
The call roster identifies the physicians or
qualified individuals on the schedule that are
available to manage and coordinate emergent,
urgent, and routine assessment, diagnosis,
and treatment of the stroke patients;

(MM) Stroke care—emergency (ranspori,
triage and acute intervention, and other acute
care services for strokes that potentially
require immediate medical or surgical inter-
vention or treatment, and may inclade educa-
tion, primary prevention, acute infervention,
acute and sub-acuie manageient, prevention
of complications, secondary siroke preven-
tion, and rchabililative services;

(NN) Stroke center—a hospital that is cur-
rently designated as such by the department
to care for patients with a stroke.

1, A level I stroke center is a receiving
center staffed and equipped to provide total
care for every aspect of stroke care, including
care for those paiients with complications,
that also functions as a resource center for the
hospitals within that region, and conducts
research.,

2. A tevel II stroke center is a receiving
center staffed and equipped to provide care
for a large number of stroke patients within
the region.

3. A level III stroke center is a referral
center staffed and equipped to initiate lytic
therapy and initiate timely transfer to a higher
level of care. The level 111 stroke center also
provides prompt assessment, indicated resus-
citation, and appropriate emergency interven-
tion for stroke patients. A level 1II stroke cen-
ter may admit and monitor patients as in-
patients if there are designated stroke beds
and an established relationship exists with a
level I or levet Il stroke center through which

the level 1 or level II stroke center “provides
medical direction and oversight for those
stroke patients kept at the level III stroke cen-
ter under that relationship.

4, A level IV stroke center is a referral
center in an area considered rural or where
there are insufficient hospital resources to
serve the patient population requiring stroke
care. A level IV stroke center provides
prompt assessment, indicated resuscitation,
appropriate emergency intervention, and
arranges and expedites transfer to a higher
level stroke center as needed;

{00} Stroke medical director-—a physician
designated by the hospital who is responsible
for the stroke service and performance
improvement and patient safety programs
related to stroke care;

(PP) Stroke program—an organizational
component of the hospital specializing in the
care of stroke patients;

{QQ) Stroke program manager/coordina-
tor—a qualified individual designated by the
hospital with responsibility for monitoring
and evalvating the care of stroke patients and
the coordination of performance improve-
ment and patient safety programs for the
stroke center in conjunction with the stroke
medical director;

(RR) Stroke team—a component of the
hospital stroke program consisting of the core
stroke team and the clinical stroke team;

(8S) Stroke unit—the functional division or
facility of the hospital that provides care for
siroke patients admitted to the stroke center;

(TT) Symplom onsei-to-treatment time—
the time from sympiom onset to initiation of
therapy to restore blood flow in an obstructed
blood vessel;

(UU) Telemedicine—the use of medical
information exchanged from one (1) site to
another via electronic communications to
improve patient’s health status, A neurology
specialist will assist the physician in the cen-
ter in rendering a diagnosis. This may invoive
a patient “seeing” a specialist over a live,
remote consult or the transmission of diag-
nostic images and/or video along with patient
data to the specialist;

(VV)} Thrembolytics—drugs, including
recombinant tissue plasminogen activator,
used to dissolve clots blocking flow in a
blood vessel, These thrombolytic drugs are
used in the treatment of acute ischemic stroke
and acute myocardial infarction; and

(WW) Transfer agreement—a documeni
which sets forth the rights ard responsibilitics
of two (2) hospitals regarding the inter-hospi-
tal transfer of patients.

AUTHORITY: section 192,006, RSMo 2000,
and sections 190.185 and 190.241, RSMo
Supp, 2012.% Original rule filed Nov. 135,
2012, effective June 30, 2013.

*Original authority: 192,006, RSMo 1993, amended

1995; 190.185, RSMo 1973, amended 1989, 1993, 1995,
1993, 2002; and 190.241, RSMo 1987, amended 1998,
2008,

ﬁ; CSR 30-40.720 Stroke Center Designa-
tion Application and Review

PURPOSE: This rule establishes the require-
ments for participation in Missouri's stroke
cenler program.

(1) Participation in Missouri’s stroke center
program is voluntary and no hospital shall be
required to participate. No hospital shall hold
itself out to the public as a state-designated
stroke center unless it is designated as such by
the Department of Health and Senior Services
{department). Hospitals desiring stroke center
designation shall apply to the department
either through the option outlined in section
(2} or section (3). Only those hospitals found
10 be in compliance with the requirements of
the rules of this chapter shall be designated by
the department as stroke centers,

(2) Hospitals requesting to be reviewed and
designated as a stroke center by the depart-
ment shall meet the foHowing requirements:

(A) An application for stroke center desig-
nation shall be made upon forms prepared or
prescribed by the department and shall con-
tain information the department deems neces-
sary to make a fair determination of eligibili-
ty for review and designation in accordance
with the rules of this chapter. The stroke cen-
ter teview and designation application form,
included herein, is available at the Health
Standards and Licensure (HSL) office, or
online al the depariment’s website at
www.health.mo.gov, or may be obtained by
mailing a written request to the Missouri
Department of Health and Senior Services,
HSL, PO Box 570, Jefferson City, MO
65102-0570. The application for stroke cen-
ter designation shall be submitted to the
department no less than sixty (60) days and
no more than one hundred twenty (120) days
prior to the desired date of the initial designa-
tion or expiration of the current designation;

{B) Both sections A and B of the stroke cen-
ter review and designation application form,
included herein, shall be complete before the
department will arrange a date for the review.
The department shall notify the hospital/siroke
center of any apparent omissions or errors in
the completion of the stroke center review and
designation application form. When the stroke
center review and designation application
form is complete, the department shall contact
the hospital/stroke center to arrange a date for
the review;

(C) The hospital/stroke center shall coop-
erate with the department in arranging for a
mutually suitable date for any announced
reviews;
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(D) The different types of site reviews to
be conducted on hospitals/stroke centers
secking stroke center designation by the
department include:

1. An initial review shall occur on a hos-
pital applying to be initially designated as a
stroke center. An initial review shall include
interviews with designated hospital staff, a
review of the physical plant and equipment,
and a review of records and documents as
deemed necessary to assure compliance with
the requirements of the rules of this chapter;

2. A validation review shall occur on a
designated stroke center applying for renewal
of iis designation as a stroke center.
Validation reviews shall occur no less than
every four (4) years. A validation review shall
include interviews withk designated stroke
center staff, a review of the physical plant and
equipment, and a review of records and doc-
uments as deemed necessary to assure com-
pliance with the requirements of the rules of
this chapter; and

3. A focus review shall occur on a des-
ignated stroke center in which an initial or
validation review was conducted and substan-
tial defictency(ies) were cited. A review of
the physical plant will not be necessary
unless a deficiency(ies) was cited in the phys-
ical plant in the preceding validation review.
The focus review team shall be comprised of
a representative from the department and may
include a qualified contractor(s) with the
required expertise to evaluate corrections in
areas where deficiencies were cited;

(E) Stroke center designation shall be valid
for a period of four (4) years from the date
the stroke center/hospital is designated.

1. Stroke center designation shall be site
specific and non-transferable when a stroke
center changes location.

2. Once designated as a stroke center, a
stroke center may voluntarily surrender the
designation at any time without giving cause,
by contacting the department in wriling. In
these cases, the application and review pro-
cess shall be compteted again before the des-
ignation may be reinstated;

(F) For the purpose of reviewing previous-
ly designated stroke centers and hospitals
applying for stroke center designation, the
department shall use review teams consisting
of qualified contractors. These review teams
shall consist of one (1) stroke coordinator or
stroke program manager who has experience
in stroke care and one (1) emergency
medicine physician also experienced in stroke
care. The review team shall also consist of at
least one (1) and no more than two (2) neu-
rologist(s)/neuro-interverntionatist(s} who are
experls in stroke care. One (1) representative
from the depariment will also be a participant
of the review team. This representative shall
coordinate the review witl the hospital/stroke
center and the other review team members,

1. Any individual interested in becom-

ing a qualified contractor to conduct reviews
shall—

A, Send the depariment a curriculum
vitae (CV) or résumé that includes his or her
experience and expertise in stroke care and
whether an individual is in good standing
with his or her licensing boards. A qualified
contractor shall be in good standing with his
or her respective licensing boards,

B. Provide the department evidence of
his or her previous site survey experience
(state and/or national designation survey pro-
cess); and

C. Submit a list to the department that
details any ownership ke or she may have in a
Missouri hospital(s), whether he or she has
been terminated from any Missouri
hospital(s}, any lawsuits he or she has current-
ly or had in the past with any Missouri hospi-
tal(s), and any Missouri hospital(s) for which
his or her hospital privileges have been
revoked.

2. Qualified contractors for the depart-
ment shall enter into a written agreement
with the department indicating, that among
other things, they agree to abide by Chapter
190, RSMo, and the rules in this chapter,
during the review process;

{G} OQut-of-state review team members
shal conduct levels I and II hospital/siroke
center reviews, Review team members are
considered out-of-state review team members
if they work outside of (he state of Missouri.
In-state review team members may conduct
levels 11 and IV hospital/stroke center
reviews. Review team members are consid-
ered in-state review team members if they
work in the state of Missouri. In the event
that out-of-state reviewers are unavailable,
tevels T and II stroke center reviews may be
conducted by in-state reviewers from
Emergency Medical Services (EMS) regions
as set forth in 19 CSR 30-40.302 other than
the region being reviewed with the approval
of the director of the department or hisfher
designee, When utilizing in-state review
teams, levels 1 and II hospital/stroke centers
shall have the right to refuse one (1) in-state
review team or cerfain members from one (1}
in-state review team;

(H) Hospitals/stroke centers shalt be
responsible for paying expenses related to the
cost of the qualified contractors to review
their respective hospitals/stroke centers dur-
ing initial, validation, and focus reviews. The
department shall be responsible for paying
the expenses of its representative. Costs of
the review (o be paid by the hospital/stroke
center include:

1. An honorarium shall be paid to each
qualified contractor of the review team.
Qualified contractors of the review team for
levels T and 11 stroke center reviews shall be
paid six hundred dolfars ($600) for the day of
trave! per reviewer and eight hundred fifty
dollars ($850) for the day of the review per

reviewer. Qualified contractors of the review
team for levels IIl and IV stroke center
reviews shall be paid five hundred doMars
{5500y for the day of travel per reviewer and
five hundred dolars ($500) for the day of the
review per reviewer. This honorarium shall
be paid to each qualified contractor of the
review team at the time the sile survey
begins;

2. Airfare shall be paid for each quali-
fied contractor of the review team, if applica-
ble;

3. Lodging shall be paid for each quali-
fied contractor of the review team, The hos-
pital/stroke center shall secure the appropri-
ate number of hotel rooms for the quatified
contractors and pay the hotel directly; and

4, Incidental expenses, if applicable, for
each qualified contractor of the review team
shall not exceed two hundred fifty dollars
(5250) and may include the following:

A. Airport parking;

B. Checking bag charges;

C. Meals during the review; and

D. Mileage to and from the review if
no airfare was charged by the reviewer,
Mileage shall be paid at the federal mileage
rate for business miles as set by the Internal
Revenue Service (IRS). Federal mileage rates
can be found at the website www.irs.gov;

(I) Upon completion of a review, the quali-
fied coniractors from the review team shall
submit a report of their findings to the depart-
ment. This report shall state whether the spe-
cific standards for stroke center designation
have or have not been met and if not met, in
what way they were not met. This report shalt
detail the hospital/stroke center’s strengths,
weaknesses, deficiencies, and recommenda-
tions for areas of hmprovertent, This report
shall also include findings from patient chart
audits and & narrative summary of the follow-
ing areas: prehospital, hospital, stroke ser-
vice, emergency depariment, operating room,
angiography suites, recovery room, clinical
lab, intensive care unii, rehabilitation, perfor-
mance improvement and patient safety pro-
grams, education, outreach, research, chart
review, and interviews. The department shall
have the final authority to determine compli-
ance with the rules of this chapter;

() The department shall return a copy of
the report to the chief executive officer, the
stroke medical director, and the stroke pro-
gram  manager/coordinator  of  the
hospitai/stroke center reviewed, Included
within the report shall be notification indicat-
ing whether the hospital/stroke center has met
the criteria for stroke center designation or has
failed to meet the criteria for the stroke center
designation requested. Also, if a focus review
of the stroke center is reguired, the time
frame for this focus review will be shared
with the chief executive officer, the stroke
medical director, and the stroke program
manager/coordinator of the stroke center
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reviewed;

{K) When the hospital/stroke center is
found to have deficiencies, the hospital/stroke
center shall submit a plan of correction to the
department. The plan of correction shail
include identified deficiencies, actions to be
taken to correct deficlencies, time frame in
which the deficiencies are expected to be
resolved, and the person responsible for the
actions to resolve the deficiencies. A plan of
correction form shall be completed by the
hospital and returned to the department with-
in thirty (30) days after notification of review
findings and designation. If a focus review is
required, then the stroke center shall be
allowed a minimum period of six (6) months
to correct deficiencies;

(L) A stroke center shall make the depart-
ment aware it writing within thirty (30) days
if there are any changes in the stroke center’s
name, address, contact information, chief
executive officer, stroke medical director, or
stroke program manager/coordinator;

(M) Any person aggrieved by an action of
the Department of Health and Senior Services
affecting the stroke ceater designation pur-
suant to Chapter 190, RSMo, including the
revocation, the suspension, or the granting of,
refusal to grant, or failure to renew a designa-
tion, may seek a determination thereon by the
Administrative Hearing Commission under
Chapter 621, RSMo. It shall not be a condi-
tion to such determination that the person
aggrieved seek reconsideration, a rehearing,
or exhaust any other procedure within the
department; and

(N) The department may deny, place on
probation, suspend, or revoke such designa-
tion in any case in which it has reasonable
cause to believe that there has been a substan-
tial failure to comply with the provisions of
Chapter 190, RSMo, or any rules or regula-
tions promulgated pursuant to this chapter. If
the Department of Health and Senior
Services has reasonable cause to believe that
a hospital is not in compliance with such pro-
visions or regulations, it may conduct addi-
tional announced or unannounced site
reviews of the hospitai to verify compliance.
If a stroke center fails two (2) consecutive on-
site reviews because of substantial noncom-
pliance with standards prescribed by sections
190.001 to 190.245, RSMo, or rules adopted
by the department pursuant to sections
190,001 to 190.245, RSMo, its center desig-
nation shall be revoked,

(3) Hospitals seeking stroke center designa-
tion by the department based on their current
certification as a stroke center by the Joint
Commission, DNV-GIL Healthcare or
Healthcare Facilities Accreditation Program
shall meet the following requirements:

{A) An application for stroke center desig-
nation by the depariment for hospitals that
have been certified as a stroke center by the

Joint Comunission, DNV-GL Healthcare or
Healthcare Facilities Accreditation Program
shall be made upon forms prepared or pre-
scribed by the department and shall contain
information the department deems necessary
to make a determination of eligibility for
review and designation in accordance with the
rules of this chapter. The application for
stroke certified hospital designation form,
included herein, is available at the Health
Standards and Licensure (HSL) office, or
online at the department’s website at
www.health.mo.gov, or may be obiained by
mailing a written request to the Missouri
Department of Health and Senfor Services,
HSL, PO Box 570, Jefferson City, MO 65102-
0570. The application for stroke center desig-
nation shall be submitted to the departiment no
less than sixty (60) days and no more than one
hundred twenty (120} days prior to the desired
date of the initial designation or expiration of
the current designation;

(B) Both sections A and B of the application
for stroke certified hospital designation form,
included herein, shall be complete before the
department designates a hospital/stroke cenier.
The department shall notify the hospital/stroke
center of any apparent omissions or errors in
the completion of the application for stroke
certified hospital designation form. Upon
receipt of a completed and approved applica-
tion, the department shall designate such hos-
pital as follows:

1. The department shail designate a hos-
pital a tevel I stroke center if such hospital
has been certified as a comprehensive stroke
center by the Joint Commission, DNV-GL
Healthcare  or  Healthcare  Facilities
Accreditation Program;

2. The department shall designate a hos-
pital a level 11 stroke center if such hospital
has been certified as a primary stroke center
by either the Joint Commission, DNV-GL
Healthcare or  Healthcare  Facilities
Accreditation Program; or

3. The department shall designate a hos-
pital a tevel TIT stroke center if such hospital
has been certified as an acule stroke-ready
center by the Joint Commission, DNV-GL
Healihcare or Healthcare  Facilities
Accreditation Program;

(C) Annually from the date of designation
by the department, submit to the depariment
proof of certification as a stroke center by the
Joini Comunission, DNV-GL Healthcare or
Healthcare Facilities Accreditation Program
and the names and contact information of the
medical director of the stroke center and the
program manager of the stroke center;

(D) Within thirty (30) days of any changes
submit, to the department proof of certification
as a stroke center by the Joint Commission,
DNV-GL Healthcare or Healtheare Facilities
Accreditation Program and the names and con-
tact information of the medical director of the
stroke center and the program manager of ihe

stroke center;

{E) Submit to the department a copy of the
certifying organization’s final stroke certifi-
cation survey results within thirty (30) days of
receiving such results;

{F) Submit to the department a completed
application for stroke certified hospital desig-
nation form every four (4) years;

(G) Participate in the emergency medical
services regional system of stroke care in its
respectlive emergency medical services region
as defined in 19 CSR 30-40,302;

(H) Any hospital designated as a level 11l
stroke center that is certified by the Joint
Commission, DNV-GL Healthcare or
Healtheare Facitities Accreditation Program as
an acute stroke-ready center shall have a for-
mal agreement with a level I or level I stroke
center designated by the department for physi-
cian consultative services for evaluation of
stroke patients for thrombolytic therapy and
the care of the patient post-thrombolytic ther-
apy;

(D) Participate in local and regional emer-
gency medical services systems by reviewing
and sharing outcome data and providing
training and clinical educational resources;

(T) Submit data to meet the data submis-
sion requirements outlined in 19 CSR 30-
40.730(1)(Q);

(K) The designation of a hospital as a
stroke center pursuant to section (3) shall
continue if such hospital retains certification
as a stroke center by the Joint Commission,
DNV-GL. Healthcare or Healthcare Facilities
Accreditation Programy; and

(L) The department may remove a hospi-
tal’s designation as a stroke center if request-
ed by the hospital or the department deter-
mines that the Joint Commission, DNV-GL
Healthcare or  Healthcare  Facilities
Accreditation Program certification has been
suspended or revoked. Any decision made by
the department to withdraw the designation of
a stroke center that is based on the revocation
or suspension of a certification by the Joint
Commission, DNV-GL Healthcare or
Healthcare Facilities Accreditation Program
shall not be subject to judicial review.
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WA MISSOURI DEPARTMENT QF HEALTH AND SENIOR SERVICES
SECTION OF HEALTH STANDARDS AND LICENSURE

by
e APPLICATION FOR STROKE CENTER REVIEW AND DESIGNATION
SECHONA. . . oo~ -~ e - o e :
(n accordance with the requirements of the Chapter 190 RSMo and the applicable regulations, Designation Level Requested
this application is hereby submitted for review and deslgnation as a stroke center. Please s u TCm v

complete all information applicable to the requested designation level,

loint Commission Certification
[ brimary Stroke Center [} Comprehensive Stroke Center

HOSPITAL INFORMATION ;

Name Of Hospital {Name | a Appear On Designation Certificate ) Telephone Mumber

Address {Street And Number) Clty Zip Code

{ PROFESSIONAL INFORMATION

Chief Executive Ofticer Chaleman/President Of Board OF Trustees
Streke Medical Director Stroke Program Manager
Medical Director of Emergency Medicine Madical Director of Intensive Care Unit o
RESCURCE INFORMATION .
Stroke Caseload stroke Team Activations LT Scan Capabllity MRI Capability
) eutt O Lt
[ parTIAL 3 paRTIAL
] NONE 1 NONE
Neurosurgicat Capability ar 1CU or NICU Bads Stroke Uinit fieds Stroke Rehab
transfar Plan T} weanienT
0 ourrAnENT
Neurplogists Neurosurgeons ‘Meuro Interventionalists Emergeacy Department (ED) Physicians
Anesthesiologists/ Anglography Suites Avg nunber of patlents who | Avg number of patients who received
CRNAs & Als received newo-intervention | thrombolytics in the past 24 months
tnat required for laitia! reviee) (not required for initlal review)

CERTIFICATION

We, the undersigned, hereby certify that the infermation provided i this application fos strake center review and designation is toue and
accurate; and give assurance of the intent and ability of the hospital to comply with regulatons promulgated under the Chapter 199,
RSMo.

Wa harther certify that the hospital witl comply with all recommendatians for improvement contained In the stroke canter site review
raports prepared by the Missourt Department of Health and Senlor Services.

Date of appllcation

Signed Signed .
Chairman/President of 8oard of Trustees, Hospital Chief Executive Officer
Qwner, or ane Partaer of Partnership

Slgned ___ Signed .
Stroke Medical Qirector Birector of Emergency Medicing
0 580 EMS
JOHN R. ASHCROFT (2/28/18) CODE OF STATE REGULATIONS L

Sacretary of State



OSR

19 CSR 30-40—DEPARTMENT OF HEALTH
AND SENIOR SERVICES Division 30—Division of Regulation and Licensure

MISSOQURIDEPARTMENT OF [HIEALTH AND SENIOR SERVICES
SECTION QF HEALTH STANDARDS AN LICENSURI
APPLICATION FOR STROKE CENTER REVIEW AND DESIGNATION

kﬁig_q;g_;a_tpch the following documentation to the application form, Name of Hospital: R
7 Hospltal organizational chart depicting the relationship of the stroke services to other services and defining the
arganizational structure of the stroke service,
{7 Job descriptions and CV for the stroke medical director and stroke coordinator/program manager.
] Anarrative description of the administrative commitment for Lie stroke center, including how stroke center
designation relates to the overall mission of the hospital.
[ A current board resclution supporting the stroke center,
[l Anarcative description of the catchment area for the stroke center.
{1 A narrative description of the prehospital system ingluding the hospital’s participation in medical control, quality
assurance, and education of the emergency medicine personnel.
{1 Hospital diversion policy.
i
{7 List of the stroke medical director and stroke program coordinatar or program manager {core stroke team)
indicating the neuro-cerebrovascular retated continuing education for each over the past three {3} years. (Do not
send continuing education information about the clinlcal stroke team, This should be available at the time of the
review.)
[ Multidisciptinary team policy.
[ List of all neurolegists, neurosurgeons, neuro-interventienalists and emergency department physicians and i
Indicate stroke-related CME for each over the past three {3) years. }
]
1 List of physicians and plan for suparvised relatlonship between Level I and higher tevel stroke center where
stroke patients are admitted for care in a Level Il center if applicable (this fist and plan are only required for Level
I centers with a supervised relationship with a Level 1 or Level 1} center).
C1  Narrative description of the system for notifying/activating stroke team.
3 One-call stroke team activation protocol, :
|
{7} Copies of all transfer agreements pertaining to stroke. '
[ Policy for consultatian for physical medicine and rehabilitation, physical therapy, occupational therapy and
speech therapy.
7 protocels on post-discharge and post-transfer follow-up for stroke patients,
1 A narrative description of the stroke quality improvement {Ql} processes utilized by the hospltal {Do not send
coples of QI minutes or documents. These should be available at the time of review.}
[} Examples of stroke-related educational, outreach, and research projects undertaken by the hespital
7 Summary of source of stroke information for Tabie 1 on next page. Table 1is only required to be filled cut by a
stroke center which is applying for renewal of its designation prier to a validation review. Table 1is not required
to be filled out by a hospital requesting an initial review and designation.
3 verification of Primary or Comprehensive joint Commission certified center {e.g. certificate}.

60

CODE OF STATE REGULATIONS (2/12818) JoHN R. ASHCROFT
Secretary of State



Chapter 40—Comprehensive Emergency Medical Services Systems Regulations

19 CSR 30-40 ﬂSﬂ

MISSOURI DEPARTMENT OF HEALTIL AND SENIOR SERVICES
SECTION OF HEALTH STANDARDS AND LICENSURE
APPLICATION FOR STROKE CENTER REVIEW AND DESIGNATION

e

Table 1. Ischemic Stroke Numbers for Past Two (2} Years
Table 1 is only required to be filled out by a stroke eenter which is applying for renewal of its designation prior to a validation reviaw.

A ’ B T ¢ o E

Stroke cases Stroke cases

Indicate year’
Provide two years of
data

Sirokefésesa
eligible for
Lyﬂcsf’

eligible

8
for NI Stroke deaths®

Raceived NI°

Recelved lytics’

Transfers’

e

53 " 14

"Forexample:

.-z_(_)';,;

Average/Year

! inelude data for the Tast two (2) vears of hospital data. Indicate lime frame in months if it is ather than January lo

Devembser,
2 [nclude all stroke patiems,

EMS transports, admivted patients, and patients 1
of433.01, 433,10, 433,11, 433.21.433.31,433.81.433.91, 434.00. 434,01, 434.11, 434,

3 provide number of all stroke patients transferred to fiis hospital from another hospitat,
* Provide number ol siroke patients eligible For ncuro-intervention (N1).

* provide number of stroke patients that received neuro-intervention (N1).

¢ provide number of stroke patients that wre eligible for thramboiytics.

7 Provide number of stroke patients fhat received thrombalytics. ) ‘
% Include all deaths, ED and inpatient, independent of hospital admission or hospital transfer status,

independent of haspital admission or hosgital transfer status. Fo include walk-ins. transfers,
hat die. Include all struke patients that have ICD-9-principal diagnesis code
91, 436,00, 430.00 and 431.00
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MISSCURI DEPARTMENT OF HEALTH AND SENIOR SERVICES
SECTION OF HEALTH STANDARDS AND LICENSURE
APPLICATION FOR STROKE CERTIFIED HOSPITAL DESIGNATION

:
SECTION A

in accordancs wilh the requiraments of the Chaptar 150, ASMo, and the applicabla regulations,
this applicalion Is harsby submited for designation as a slroke cenler. Plsass complate all

GAGANIZATION'S STROKE IDENTIFIGATION NO.

information.
CURRENT STROWE GERTIFICATION ORQANIZATION
] Thae Jolst Commission 7] pnv-GL Healtheara {1 Hoattheare Facllitios Accreditation Program

CURRENT STACKE GERYIFICATION LEVEL
[ Gomprehensive Stoke Center L3 Primary Stroke Conter [l Acuto Siroke-Ready Center

HOSPITAL INFORMATION
NAME OF HOSPITAL (MAME TO APPEAR ON DESIGNATION CERTIFICATE } TELEPHONE NUMBER

ADDHESS (STREET ANDO NUMBER) Chry ZiP CODE

PROFESSIONAL INFORMATION
CHIEF EXECUTIVE CFFICER

CHAIRMANAPRESIDENT OF BOARD OF TRUSTEES

STROKE MEDICAL DIRECTOR {NAME, EMAIL, AND CONTAGT PHONE NUMEBER) STROKE PROGRAM MANAGER (NANE, EMAIL, AND CONTACT PHONE NUMBER)

SECTION B

Tha following should pe submitted 1o the depariment as Indicated:

[ Proof of stroke ceriflcation with the Jolnt Commisslon, DNV-GL Healthcare or Healihcare Facllities Accredilation Pregram with the
expiration dale of tha certification.

[ Capy of the final stroke survey tesults from the Jofnt Commission, DNV-GL Healthcare or Heallhcare Facililtes Accreditalion Program,

il appiying for Acute siroke-Heady/Leve! It Strake Center dasignation, the foltowing should he submitted to the Department:

[_] Fermal agreament with Lavel | or Level il stroke canter for physlcian consullalive sorvicas for svaluation of siroke palients for thvombelytic
therapy and lhe care of the patlants post-thrombelylic therapy,

CERTIFICATION
Wa, the undersigned, hereby cerlify thal:

A. We will appually and within thidy (30) days of any changes submit to the dapartment proof of slroke cerdiication witit the Joint
Commisslon, OMV-GL Healthcare or Healthcare Fadllilles Accreditatlon Program,
B. Wa will annually and within (hinty (30 days of any changes submit to the department names and conlact information of our medical

direcler ang tha program manager of the slroka center.
C. We will submii 1o tha departmeni a copy of our final stroke certificallon survey resulta from the Joint Commission, DNV-GL Heallhcare or

Haallhoare Facililies Accreditation Pragram within thirty (30) days ot recaiving such resulla,

We will particlpate In the emargency madical setvices reglonat systam of sirake cara in cur respective emergency medical services region

as delined In 19 CSR 30-40,302,

£, We will parlicipate In locat and reglonal emergancy medical sendces systams by reviewing and shasing oulcome data and providing
tralning and clinical educalional resources,

£ Wao will submil dala to mes! 1he data submission requirgments outlined in 19 CSR 80-40.730{1)(Q).

G, We understand thal our designation as a stroke center by the department shall contitwe anly il owr hospital romalns cerlifled as a stroke

center by the Joint Commission, DNV-GL Healthcare or Haallhcare Facliilies Accraditation Program,
S1ONATIRE OF BOSPITAL CHIEF BXECYTIVE CFFICER

(8}

SIGHATURE OF CHARMANPRESIDENT OF O0ARD OF TRUSTEES, OwHEA,
OR ONE PARTHER OF PARTNERSIHS

SIDMATUHE OF STRQXE MEDICAL DIRECTOR SIONATYRE OF DIRECTOR OF £ERGENGY MEDICINE

KA S0-3188 {81
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AUTHORITY: sections 190.185 and 192,006,
RSMo 2016, and section 190241, RSMo
Supp. 2017.% Original rule filed Nov, 15,
2012, effective June 30, 2013. Emergency
amendment filed Ang. 7, 2017, effective Aug.
17, 2017, expired Feb. 22, 2018. Amended:
Filed Aug, 7, 2017, effective March 30, 2018.

¥Original quthority: 190185, RSMo 1973, amended
1989, 1993, 1995, 1998, 2002; 190.24!, RSMo 1987,
amended 1998, 2008, 2016, 2017; and 192.006, RSMo
1993, amended 1995,

19 CSR 30-40.730 Standards for Stroke
Center Designation

PURPQOSE: This rule establishes standards
Jor level I, 11, HI, and IV stroke center desig-
nation.

AGENCY NOTE:

I-R, II-R, III-R, or IV-R after a standard indi-
cates a requirement for level I, II, IIT, or IV
stroke centers respectively.

I-H, -IH, H-IH, or IV-IH after a standard
indicates an in-house requirement for level I,
I, H1, or IV stroke centers respectively.

I-IA, IFIA, HI-IA, or IV-IA indicates an
innnediately available requirement for level I,
I, I, or IV stroke centers respectively.
I-PA, IILPA, HI-PA, or IV-PA indicates a
promptly available requirement for level I, 1,
IiL, or IV stroke centers respectively.

PUBLISHER'S NOTE: The secretary of state
has determined that the publication of the
entire text of the material which is incorporat-
ed by reference as a portion of this rule wonld
be unduly cumbersome and expensive. This
material as incorporated by reference in this
rule shall be maintained by the agency af fis
headguarters and shall be made available to
the public for inspection and copying at no
more than the actwal cost of reproduction.
This note applies only to the reference materi-
al. The entire text of the rule is printed here.

(1) General Standards for Stroke Center
Designation.

(A) The stroke center board of directors,
administration, medical staff, and nursing
staff shalt demonstrate a commitment to qual-
ity stroke care. Methods of demonstrating the
contmitment shatl include, but not be limited
to, a board resolution that the hospital gov-
erning body agrees to establish policy and
procedures for the maintenance of services
essential for a stroke center; assure that all
stroke patients will receive medical care at
the level of the hospital’s designation; com-
mit the institution’s financial, human, and
physical resources as needed for the stroke
program; and establish a priority admission

for the stroke patient to the full services of
the institution, (I-R, II-R, II-R, TV-R)

(B) Stroke centers shall agree to accept all
stroke patients appropriate for the level of
care provided at the hospital, regardless of
race, sex, creed, or ability to pay. (I-R, II-R,
IR, IV-R)

(C) The stroke center shall demonstrate
evidence of a stroke program. The stroke pro-
gram shall be available twenty-four (24)
hours a day, seven (7) days a week to evaluate
and treat stroke patients. (:-R, II-R, TH-R,
IV-R)

1, The stroke center shall maintain a
stroke team that at a minimum shali consist
of—

A. A core team which provides
administrative oversight and includes:

(I) A physician experienced in diag-
nosing and treating cerebrovascular disease
(usually the stroke medical director); and (1-
R, II-R, TII-R, IV-R)

(I} At least one (1) other heaith
care professional or qualified individual cre-
dentialed in siroke patient care {usually the
stroke programt manager/coordinator); (I-R,
II-R, HI-R, IV-R}

B. A stroke call roster that provides
twenty-four (24) hours a day, seven (7) days a
week neurology service coverage. The call
roster identiftes the physicians or qualified
individuals on the schedule that are available
to manage and coordinate emergent, urgent,
and routine assessment, diagnosis, and treat-
ment of stroke patients. A level I stroke cen-
ter call roster shall include, but not be limited
to, the emergency depariment physician,
neuro-interventionalist, neurologist, and oth-
ers as appropriate. A level II stroke center
call roster shall include, but not be limited 1o,
the emergency department physician, a physi-
cian with experience and expertise in diag-
nosing and treating patients with cerebrovas-
cular disease, and others as appropriate. The
level NI stroke center call roster shall
include, but not be lintited to, the emergency
department physician and others as appropri-
ate. A level IV stroke center call roster shall
include, but not be limited to, the emergency
department physician and other gqualified
individuals as appropriate. (I-R, II-R, III-R,
1IV-R)

(I} This coverage shall be available
from notification of stroke patients according
to the response requirements as set out
below—

(a) Level I and 11 siroke centers
shall have this coverage available within fif-
teen (15) minutes of notification of a stroke
patient; and (I-R, TI-R}

(b)y Level Il and 1V stroke cen-
ters shall have a regional networking agree-
ment with a level I or level 11 stroke center
for telephone consult or telemedicine consul-

tation available within fifteen (15) minutes of
notification of a stroke patient; and {III-R,
IV-R)

C. A clinical team appropriate to the
center level designation that may include, but
not be limited to, members of the stroke call
roster, neurologists, physicians with expertise
caring for stroke patients, neuro-intervention-
alists, neurosurgeons, anesthesiologists,
intensivists, emergency department  physi-
cians, and other stroke center clinical staff as
applicable. (I-R, II-R, III-R, IV-R)

2. The stroke center shall have a peer
review system to review stroke cases respec-
tive of the stroke center’s designation. (I-R,
II-R, TII-R, IV-R})

3. The stroke team members shall have
appropriate experience to maintain skills and
proficiencies to care for stroke patients. The
stroke center shall maintain evidence that it
meets the following requirements by docu-
menting the following:

A. A list of aH stroke team members;
(IR, II-R, III-R, IV-R)

B. Position qualifications and comple-
tion of continuing education requirements by
stroke team members as set forth in sections
(1), (2), and {4) of this rule; (I-R, II-R, III-
R, IV-R}

C. Management of sufficient numbers
of stroke patients by the stroke (eam members
in order to maintain their stroke skills; (I-R,
II-R, HI-R, IV-R)

D. Participation by the core team and
members of the stroke call roster in at least
half of the regular, ongoing stroke program
peer review system meetings as shown in
meeting attendance documents. The stroke
medical director shall disseminate the infor-
mation and findings from the peer review sys-
tem meetings to the stroke call roster mem-
bers and the core team and document such
dissemination; (I-R, I-R, III-R, TV-R)

E. Participation by stroke team mem-
bers in at least haif of the regular, ongoing
stroke program performance improvement
and patient safety meetings and documenta-
tion of such attendance in the meeting min-
utes and/or meeting attendance documents.
The stroke medical director shall disseminate
the information and findings from the perfor-
mance improvement and patient safety meet-
ings to the stroke team members and docu-
ment such dissemination. If a stroke team
member is unable to atterd a stroke program
performance improvement and patient safety
meeting, then the stroke team member shall
send an appropriate representative in his/her
place; {I-R, II-R, III-R, IV-R)

F. Maintenance of skill levels in the
management of stroke patients by the stroke
team members as required by the stroke cen-
ter and the stroke medical director and docu-
mentation of such continued experience; (I-R,

JoHN R. ASHCROFT
Sacretary of State

(2/28118)

CODE OF STATE REGULATIONS

63



19 CSR 30-40—DEPARTMENT OF HEALTH

AND SENIOR SERVICES

Division 30—Division of Regulation and Licensura

[-R, LII-R, TV-R)

G. Review of regional outcome data
on quality of patient care by the stroke team
members as part of the stroke center’s perfor-
mance improvement and patient safety pro-
cess; and {I-R, II-R, III-R, IV-R)

H. Evidence of a written agreement
between a level 11 stroke center and a level 1
or Il stroke center when a level III stroke cen-
ter has a supervised relationship with a physi-
cian affiliated with a level I or II stroke cen-
ter. A level LI stroke center which provides
lytic therapy to stroke patients may have an
established plan for admitting and caring for
stroke patients under a supervised relation-
ship with a physician affiliated with a level 1
or II stroke center. This supervised relation-
ship shall consist of a formally established
and pre-planned refationship between the
centers in which a physician from a level I or
level I center supervises a physician in a
level III center in the evaluation of a stroke
patient for Iytic therapy and the care of the
patient post-lytic therapy in certain circum-
stances where that level I center does not
fransfer the patient t0 a higher level stroke
center, In this setting, management decisions,
including, but not limited to, administration
of Iytic therapy, transfer or non-transfer of
patient, and post-fytic therapy shali be made
jointly between the supervising and super-
vised physicians. Care protocols and path-
ways for patients that fall into this category
shall be established by both parties at the out-
set of the establishment of the relationship.
This supervised relationship shall be estab-
lished by written agreement and detail the
supervision of patient care, This written
agreement may also include, but not be limit-
ed to, observation of patient care, review of
levet TIT siroke center’s patient encounters,
review of level Il center’s outcomes, evatua-
tion of the level 1I eenter’s process pertain-
ing to stroke patients, and iytic therapy and
guidance on methods to improve process,
performance, and outcomes.

4, The stroke center shall maintain a
multidisciplinary team, in addition to the
stroke team, o support the care of stroke
patients. (I-R, 1I-R, III-R, IV-R)

A. The multidisciplinary team shail
include a suitable representative from hospi-
tal units as appropriate for care of each stroke
patient. The hospital units represented on the
multidisciplinary team may include, but not
be limited to: administration, emergency
medical services, intensive care unit, radiolo-
2y, pharmacy, iaboratory, stroke unif, stroke
rehabilitation, and discharge planning. {I-R,
1I-R, 1II-R, TV-R)

B. The multidisciplinary team mem-
bers or their representatives shall attend at

least half of the stroke program performance
improvement and patient safety program
meetings which shall be documented in the
meeting minutes and/or meeting attendance
documents, (I-R, H-R, III-R, IV-R)

(D) A level I stroke center shall provide the
services of a neuro-interventional laboratory
staffed twenty-four {24) hours a day, seven
{7) days a week.

1. The staff of the neuro-interventionai
taboratory, referred to as the neuro-interven-
tional laboratory team, shall consist of at
teast the following:

A. Neuro-interventional specialist(s);
and (I-R/PA)

B. Other clinical staff as deemed nec-
essary. (I-R/PA)

2. The stroke center neuro-intervention-
al laboratory team shall maintain core com-
petencies annually as required by the stroke
center. {I-R/PA)

3. The hospital credentialing committee
shalt document that the neuro-interventional
specialist(s) have completed appropriate
training and conducted sufficient neuro-inter-
ventional procedures. (I-R/FA)

4. The stroke center neuro-intervention-
al laboratory team shall remain up to date in
their continuing education requirements
which are set forth in section (4) of this rule.
(1-R/PA)

5. Resuscitation equipment shall be
available in the neuro-interventional tab, (I-R)

(E) it is recommended that a tevel I stroke
center meet the volume for stroke patient cases
that is required for eligibility by The Joint
Comumission in its Advanced Certification of
Comprehensive Stroke Centers as posted on
January 31, 2012, which is incorporated by
reference in this rule and is available at The
Joint Commission, One Renaissance Boule-
vard, Oakbrook Terrace, 1L 60181 or on The
Joint Commission’s website at www.jointcom-
mission.org. This rule does not incorporate
any subsequent amendments or additions,

(F) The stroke center shall appoint a physi-
cian to serve as the stroke medical director. A
stroke medical director shall be appointed at
all times with no lapses. (I-R, TI-R, III-R, IV-
R)

1. A tevel I stroke medical director shall
have appropriate quatifications, experience,
and training. A board-certified or board-
admissible neurologist or other neuro-spe-
cialty (rained physician is recommended, If
the stroke medical director is board-certified
or board-admissible, then one {13 of the fol-
lowing additional qualifications shall be met
and documented. If the stroke medical direc-
tor is not board-certified, then two (2) of the
following additional qualifications shall be
met and documented:

A. Completion of a stroke fellowship;
(I-R}

B. Participation (as an attendee or fac-
ulty} in one (1) national or interrational
stroke course or conference each year or two
(2) regional or state siroke courses or confer-
ences each year; or (I-R)

C. Five (5) or more peer-reviewed
publications on stroke. (I-R)

2. A fevel 11 stroke medical director
shall have appropriate qualifications, experi-
ence, and training. A board-certified or
board-admissible physician with training and
expertise in cerebrovascular disease is recom-
mended. If the stroke medical director is
board-certified or board-admissible, then one
(1) of the following additional qualifications
shall be met. If the stroke medical director is
not board-certified, then two (2) of the fol-
lowing additional qualifications shall be met
and documented:

A. Completion of a stroke fellowship;
(11-R)

B. Participation (as an attendee or fac-
ulty) in one (1) national or international
stroke course or conference each year or two
(2} regional or state stroke courses or confer-
ences each year; or (II-R)

C. Five (3) or nwore peer-reviewed
publications on stroke. {II-R}

3. A level Il and IV siroke medical
director shall have the appropriate qualifica-
tions, experience, and training. A board-cer-
tified or board-admissible physician is recom-
mended. If the siroke medical director is not
board-certified or board-admissible, then the
following additional qualifications shall be
met and documented:

A. Complete a minimum of ten (10)
hours of continuing medical education
(CMBE) in the area of cerebrovascular disease
every other year; and (II-R, 1V-R)

B. Attend one (1) national, regionai,
or state meeting every three (3) years in cere-
brovascular disease. Continuing medical edu-
cation hours earned at these meetings can
count toward the ten (10) required continuing
medical education hours. (JII-R, IV-R)

4, The stroke medical director shall
neet the department’s continuing medical
education requirements for stroke medical
directors as set forth in section (4) of this
rule. (I-R, T-R, 1I-R, IV-R)

5. The stroke center shall have a job
description and organizational chart depicting
the relationship between the stroke medical
director and the stroke center services. (I-R,
II-R, HI-R, IV-R}
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6. The siroke medical director is
encouraged to be a member of the stroke call
roster, (I-R, 1I-R, HI-R, IV-R)

7. The stroke medical director shall be
responsible for the oversight of the education
and training of the medical and clinical staff
in stroke care. This includes a review of the
appropriateness of the education and training
for the practitioner’s level of responsibility.
(I-R, II-R, HI-R, TV-R)

8. The stroke medical director shall par-
ticipate in the stroke center’s research and
publication projects. (I-R}

{G) The stroke center shall have a stroke
program manager/coordinator who is a regis-
tered nurse or qualified individual., The
siroke center shall have a stroke program
manager/coordinator at all times with no
lapses. (I-R, li-R, l{I-R, IV-R}

1. The stroke center shall have a job
description and organizational chart depicting
the refationship between the stroke program
manager/coordinator and the stroke center
services. (I-R, TI-R, I1I-R, IV-R)

2. The stroke program manager/coordi-
nator shall—

A. Meet continuing education
requirements as set forth in section {4) of this
rule; and (I-R, TI-R, 1II-R, TV-R)

B. Participate in the performance
improvement and patient safety program. (-
R, II-R, TII-R, IV-R)

(H) The stroke center shall have a specific
and well-organized system to nolify and
rapidly activate the stroke team: fo cvaluate
patients presenting at the stroke center with
symptoms suggestive of an acute siroke. (I-R,
[I-R, III-R, IV-R)

(I) The stroke center shall have a one- (1-)
call stroke team activation protocol, This pro-
tocol shall establish the following:

{. The criteria used to triage stroke
patients shall inciude, but not be limited to,
the time of symptom onset; {I-R, O-R, III-R,
IV-R)

2. The persons authorized to notify
stroke team members when a suspected
stroke patient is in route and/or when a sus-
pected stroke patient has arrived af the stroke
center; (I-R, II-R, 1II-R, TV-R)

3. The method for immediate notifica-
tion and the response requirements for stroke
tcam members when a suspected stroke
patient s in route to the stroke center and/or
when a suspected siroke patient has arrived at
the stroke center; and (I-R/IA, II-R/IA, 11-
RMA, TV-R/IA)

4, All members of the stroke call roster
shall comply with the availability and
fesponse requirements per the stroke center’s
protocols and be in communication within
fifteen (15) minutes of notification of the

patient. If not on the stroke center’s premis-
es, stroke call roster members who are on
call shall carry electronic communication
devices at all times to permit contact by the
hospital. It is recommended that one (1)
member of the stroke team, per stroke center
protocol, be at the patient’s bedside within
fificen (15) minutes of notification of the
patient. (I-R, II-R, HII-R, IV-R)

() The stroke center shall have a fibrinol-
ysis protocol for cases when fibrinolysis is
achievable. (I-R, II-R, LII-R)

(K) The stroke center shall have transfer
apreements between referring and receiving
facilities that address the following:

1. A one- (1-) call transfer protocol that
eslablishes the crileria used to triage stroke
paticnts and identifies persons authorized to
notify the designated stroke center; and (I-R,
II-R, TI-R, IV-R)

2. A rapid transfer process in place to
transport a stroke patient to a higher level of
stroke care when needed. (II-R, III-R, IV-R)

(L) The stroke center shail have rehabilita-
tion services that are directed by a physician
with board certification in physical medicine
and rehabilitation or by other properly
trained individuals (e.g., neurologist experi-
enced in stroke rehabilitation). (I-R, II-R)

(M) The stroke center shall have consulis
for physical medicine and rehabilitation, phys-
ical therapy, occupational therapy, and speech
therapy requested and completed when
deemed medically necessary within forty-eigit
{48) hours of admission. (I-R, II-R)

(N) The stroke cemier shall demonstrate
that there is a plan for adequate post-dis-
charge and post-transfer follow-up on stroke
patients, including rehabilitation and repatri-
ation, if indicated. (I-R, H-R, III-R, IV-R)

(0) The stroke cenier shall maintain a
stroke patient log. The log information shall
be kept for a period of five {5) years and
made available to the Department of Health
and Senior Services (department) during
reviews for all siroke patients which contains
the following:

1. Response times; (I-R, H-R, HI-R, IV-
R)

2. Patient diagnosis; (I-R, TI-R, IR,
IV-R)

3. Treatment/actions; (I-R, H-R, III-R,
IV-R)

4. Quicomes; (I-R, 1I-R, IIi-R, IV-R)

5. Number of patients; and (I-R, O-R,
1II-R, IV-R)

6. Benchmark indicators. (I-R, II-R, 1II-
R, IV-R}

(P) The stroke center shall have a heli-
copter landing area, (IR, I-R, III-R, IV-R)

1. Level T and II stroke centers shall
have a lighted designated helicopter landing

area at the stroke center to accommodaie
incoming medical helicopters. (I-R, 11-R)

A. The landing area shall serve solely
as the receiving and take-off area for medical
helicoplers and shall be cordoned off at all
times from the gereral public to assure its
continual availability and safe operation. (I-
R, II-R)

B. The landing area shall be on the
hospital premises no more than three (3) min-
utes from the emergency room. (I-R, II-R}

2. Level III and TV stroke centers shall
have a lighted designated helicopter landing
area that meets the following requirements:

A. Accommodates incoming medical
helicopters; (III-R, IV-R)

B. Serves as the receiving and take-off
area for medical helicopters; (Iil-R, IV-R)

C. Be cordoned off when in use from
the general public; (IH-R, TV-R)

D. Be managed to assure its continual
availability and safe operation; and (III-R,
IV-R}

E. Though not required, it is recom-
mended the landing area be no more than
three (3) minutes from the emergency depart-
ment. {(HII-R, IV-R)

{Q) Stroke centers shall enter data into the
Missouri stroke registry as follows:

1. All stroke centers shall submit data
into the department’s Missouri stroke registry
on each stroke patient who is admitted to the
stroke center, transferred out of the stroke
center, or dies as a result of the stroke (inde-
pendent of hospital admission or hospital
transfer status). The data required to be sub-
mitted into the Missouri stroke registry by the
stroke centers is listed and explained in the
document entifled “Time Critical Diagnosis
Stroke Center Registry Data Elemenis” dated
March 1, 2012, which is incorporated by ref-
erence in this rule and is available at the
Missouri Department of Health and Senior
Services, PO Box 570, Jefferson City, MO
65102-0570 or on the department’s website at
www.health,mo.gov. This rule does not
incorporate any subsequent amendments or
addiiions; (I-R, II-R, II-R, TV-R}

2. The data required in paragraph
(11, above shall be submitted electroni-
cally into the Missouri stroke registry via the
department’s website at www.health.mo.gov;
(I-R, II-R, III-R, IV-R)

3. The data required in paragraph
(1XQ)1. above shall be submitted electroni-
cally into the Missouri stroke registry on at
least a quarterly basis for that calendar year.
Stroke centers have ninety (90) days after the
quarter ends to submit the data electronically
into the Missouri stroke registry; (I-R, II-R,
TII-R, IV-R)

JOHN R. ASHCROFT
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4, The data submitted by the stroke cen-
ters shall be complete and current; and (I-R,
H-R, 1I-R, IV-R)

5. The data shall be managed in comphi-
ance with the confidentiality requirements
and procedures contained in section 192.067,
RSMe. (I-R, II-R, II-R, IV-R)

{R) A stroke center shall maintain a diver-
sion protocol for the stroke center that is
designed to- allow best resource management
within a given area. The stroke center shall
create criteria for diversion in this diversion
protocol and shall detall a performance
improvement and patient safety process in the
diversion protocol to review and validate the
criteria for diversion created by the stroke
center, The stroke center shall also collect,
document, and maintain diversion informa-
tion that includes at least the date, lengih of
time, and reason for diversion. This diversion
information shall be readily retrievable by the
stroke center during a review by the depart-
ment and shall be kept by the stroke center
for a pericd of five (5) years. (I-R, II-R, III-
R, IV-R)

(2) Medical Staffing Standards for Stroke
Center Designation,

(A) The stroke center’s medical staff cre-
dentialing committee shall provide a delin-
eation of privileges for neurologists, neuro-
surgeons, and neuro-interventionalists, as
applicable to the stroke center. (I-R, TI-R)

(B) The stroke center shall credential and
shall have the following types of physicians
available as listed below:

1. A neurologist shall be available for
consultation within fifieen (15) minutes of
patient notification; (I-R)

2. A physician with experience and
expertise in diagnosing and treating patients
with cerebrovascular disease shall be avail-
able for consultation within fifteen (15) min-
utes of patient notification; {II-R)

3. A neurosurgeon as follows:

A. Neurosurgeon and back-up cover-
age on the calf roster; (I-R/PA}

B. Neurosurgeon and back-up cover-
age on the call roster or available within two
(2) hours by transfer agreement if not on
staff; and (II-R/PA)

C. The neurosurgery staffing require-
meni may be fulfilled by a surgeon who has
been approved by the chief of neurosurgery
for care of stroke patients and shall be capa-
ble of initiating measures to stabilize the
patient and perform diagnostic procedures;
(I-R, TI-R)

4. A neuro-interventional specialist; (I-
R/PA)

5. An emergency department physician;
(I-R/TH, II-R/TH, HI-R/H; IV-R/IA)

6. An internal medicine physician; (I-
R/PA, TI-R/PA, HI-R/PA)

7. A diagnostic radiologist; and (I-R/IA,
IE-RAA, TTI-RAA)

8. An anesthesiologist. (I-R/PA, II-
R/PA)

A, Anesthesiology staffing require-
ments may be fulfilled by anesthesiology res-
idents, certified registered nurse anesthetists
(CRNA), or anesthesia assistants capable of
assessing emergent sitvations in stroke
patients and of providing any indicated treat-
ment including induction of anesthesia, When
anesthesiology residents or CRNAs are used
to fulfill availability requirements, the staff
anesthesiologist on call will be advised and
promptly available and present for all opera-
tive interventions and emergency airway con-
ditions. The CRNA may proceed with life
preserving therapy while the anesthesiologist
is in route under the direction of the neuro-
surgeon, including induction of anesthesia.
An anesthesiologist assistant shall practice
only under the direct supervision of an anes-
thesiologist who is physically present or
immediately available as this term is defined
in section 334.400, RSMo. (I-R, II-R)

(3) Standards for Hospital Resources and
Capabilities for Stroke Center Designation,
{A) The stroke center shall meet emergen-
cy department standards listed below, (J-R,
II-R, NNI-R, IV-R})
1. The emergency department staffing
shall meet the following requirements:

A. The emergency department in the
stroke center shall provide immediate and
appropriate care for the stroke patient; (I-R,
H-R, III-R, TV-R)

B. A level I stroke center shall have a
medical director of the emergency deparl-
ment who shall be board-certified or board-
admissible in emergency medicire by the
American Board of Medical Specialties, the
American Osteopathic Association Board of
Osteopathic Specialists, or the Royal College
of Physicians and Surgeons of Canada; (I-R)

C. A level II stroke center shall have
a medical director of the emergency depart-
ment who shall be a board-certified or board-
admissible physician; (II-R}

D. A level IIT and IV stroke center
shall have a medical director of the emergen-
¢y department who is recommended to be a
board-certified or board-admissible physi-
cian; (ILi-R, TV-R}

E. There shall be an emergency
department physician credentialed for stroke
care by the stroke center covering the emer-
gency depariment twenty-four (24) hours a
day, sevent (7) days a week; (I-R/IH, II-R/IH,
IN-R/IH, IV-RAA)

F The emergency department physi-
cian who provides coverage shall be current
in continuing medical education in the area of
cerebrovascular disease; (I-R, II-R, 1II-R, IV-
R)

G. There shall be a written policy
defining the relationship of the emiergency
department physicians to other physician
members of the stroke team; (I-R, IR, ITII-R,
IV-R)

H. Registered nurses in the emergen-
¢y department shall be current in continuing
education requirements as set forth in section
(4) of this rule; (I-R, II-R, III-R, IV-R)

I. All registered nurses assigned to
the emergency department shall be deter-
niined to be credentialed in the care of the
stroke patient by the stroke center within one
(1} year of assignment and remain current in
continuing education requirements as set
forth in section (4) of this rule; and (I-R, -
R, TII-R, IV-R)

J. The emergency department in
stroke centers shall have written care proto-
cols for identification, triage, and treatment
of acute stroke patients that are available to
emergency department personnel, reviewed
annually, and revised as needed. (I-R, II-R,
II-R, TV-R)

2. Nursing documentation for the stroke
patient shall be on a stroke flow sheet
approved by the stroke medical director and
the stroke program coordinator/manager. (I-
R, II-R, MM-R, IV-R)

3. The emergency department shall have
at least the following equipment for resuscita-
tion and life support available 1o the unit:

A, Alrway control and ventilation
equipment including:

(I} Laryngoscopes; (I-R, II-R, HI-
R, IV-R} .

(I Endotracheal tubes; (I-R, H-R,
III-R, TV-R)

(II) Bag-mask resuscitator; (I-R,
II-R, IM-R, IV-R)

(IV) Sources of oxygen; and (I-R,
II-R, III-R, IV-R) .

(V) Mechanical ventilator; (I-R, II-
R, INI-R)

B. Suction devices; (I-R, 1I-R, III-R,
IV-R)

C. Electrocardiograph (ECG), car-
diac monitor, and defibriitator; {(I-R, IL-R,
11I-R, IV-R)

D. Centrat line insertion equipment;
(I-R, II-R, III-R)

E. All standard intravenous fluids and
administration devices including intravenous
catheters and intraosseous devices; {I-R, 1
R, III-R, TV-R}

E Drugs and supplies necessary for
emergency care; (I-R, I-R, III-R, IV-R)
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G. Two- (2-) way communication link
with emergency medical service (EMS) vehi-
cles; (I-R, II-R, 1I-R, IV-R}

H. End-tida} carbon dioxide monitor;
and (IR, 1I-R, TII-R, TV-R)

1, Temperature control devices for
patient and resuscitation fluids. (I-R, I-R,
III-R IV-R)

4. The stroke center emergency depart-
ment shall maintain equipment following the
hospital’s preventive maintenance schedule
and document when this equipment is
checked. (I-R, II-R, 11I-R, IV-R}

(B) The stroke center shall have a designat-
ed intensive care vt (ICU). (I-R, II-R)

1, The intensive care unit shall ensure
staffing to provide appropriate care of the
stroke patient. (I-R, II-R}

A. The stroke center intensive care
unit shall have a designated intensive care
unit medical director who has twenty-four
(24) hours a day, seven (7) days a week access
to a physician knowledgeable in stroke care
and who meets the siroke call roster continu-
ing medical education requirements as set
forth in section (4) of ihis rute, (I-R, II-R)

B. The stroke center intensive care
unit shall have a physician on duty or avail-
able twenty-four (24) hours a day, seven (7)
days a week who is not the emergency depart-
ment physician, This physician shali have
access to a physician on the stroke call roster.
(I-R/IA, 11-R/IA)

C. The stroke cenler intensive care
unit shall have a one to one (1:1} or one to
two {1:2) registered nurse/patient ratio used
for critically ill patients requiring intensive
care unit level care. {I-R, II-R)

D. The stroke center intensive care
unit shall have registered nurses in the inten-
sive care unit who are current in continuing
education requircments as set forth in section
(4) of this rule. (I-R, 1I-R)

E. The stroke center intensive care
unit shal! have registered nurses in the inten-
sive care unit who meet at least the following
core credentials for care of stroke patients ont
a yearly basis:

(I) Care of patients after throm-
bolytic therapy; (i-R, II-R)

(II) Treatment of blood pressure
abnormalities with parenteral vascactive
agents; (I-R, II-R)

(I1I) Management of intubated/ven-
tilated patients; (1-R, I-R)

(V) Detaited neurologic assess-
ment and scales {e.g., National Institutes of
Health Stroke Scale, Glasgow Coma Scale);
{I-R, 1I-R)

(V) Care of patients with intracere-
bral hemorrhage and subarachnoid hemor-

rhage at ali leve!l I centers and all level I cen-
ters with neurosurgical capability; (I-R, II-R}

(VD) Function of ventriculostomy
and external veniricular drainage apparatus in
all Tevel I centers and all level IF centers with
neurosurgical capability; and (I-R, 1L-R)

(Vi[) Treaument of increased
intracranial pressure in all level I centers and
ail Tevel 11 centers with neurosusgical capabil-
ity. (I-R, II-R)

2. The stroke center intensive care unit
shall have written care protocols for identifi-
cation and treatment of acute stroke patients
which are available to intensive care unit per-
sonnel, reviewed annually, and revised as
needed. (I-R, 1I-R)

3. The stroke center intensive care unit
shall have intensive care unit beds for stroke
patients or, if space is not available in the
intensive care unit, the stroke center shall
make arrangements to provide the compara-
ble level of care until space is available in the
intensive care unit. (I-R, II-R)

4. The stroke center intensive care uni
shall have equipment available for resuscita-
tion and to provide life support for the stroke
patient. This equipment shail include at least
the following:

A. Airway control and ventilation
equipment including laryngoscopes, endotra-
cheal tubes, bag-mask resuscitator, and a
mechanical veniilator; (i-R, II-R)

B. Oxygen source with concentration
controls; (I-R, 1I-R)

C. Cardiac emergency cart, including
medications; {I-R, II-R)

D. Telemetry, ECG capability, cardiac
monitor, and defibrillator; (I-R, II-R)

E. Electronic pressure monitoring and
pulse oximetry; (I-R, II-R)

E. End-tidal carbon dioxide monitor;
(I-R, II-R)

G. Patient weighing devices; (I-R, H-
R)

H. Drugs, intravenous fluids, and
supplies; and (I-R, II-R)

1. Intracranial pressure monitoring
devices. (I-R, II-R)

5. The intensive care unit shall check all
equipment according to the hospital preven-
tive maintenance schedule and the stroke cen-
ter shall document when it is checked. (I-R,
H-R)

(C) Level I and level TI stroke centers shall
provide a stroke unit. A level 1 stroke centex
that has an established plan for admitting and
caring for stroke patients under a supervised
relationship with a level T or II stroke center
pursuant to subparagraph (13(C)3.H. above
shall also provide a stroke unit. (I-R, IR,
I-R)

1. The stroke center shall have a desig-
nated medical director for the stroke unit who
has access to a physician knowledgeable in
stroke care and who meets the stroke cail ros-
ter continuing medical education require-
ments as set forth in section (4) of this rule,
(I-R, II-R, 1II-R}

2, The stroke center siroke unit shall
have a physician on duty or available twenty-
four (24) hours a day, seven (7) days a week
who is not the emergency depariment physi-
cian, This physician shall have access to a
physician on the stroke call roster. (I-R/IA,
11-RAIA, TH-R/A)

3. The stroke center stroke unit shall
have registered nurses and other essential
personnel on duty twenty-four (24) hours a
day, seven (7) days a week. (I-R, O-R, NI-R})

4. The stroke center stroke unit shall
have registered nurses who are current in
continuing education requirements as set
forth in section (4) of this rule. (I-R, H-R,
1I-R)

5. The stroke center stroke unit shall
annually credential registered nurses that
work in the stroke unit, (I-R, II-R, llII-R)

6, The stroke center stroke unit shall
have written care protocols for identification
and treatment of acute stroke patients {e.g.,
lytic and post-lytic management, hemorrhag-
ic conversion according to current best evi-
dence) which are available to stroke unit per-
somnel, reviewed annually, and revised as
needed. (I-R, II-R, III-R)

7. The stroke center stroke unit shall
have equipment to support the care and resus-
citation of the stroke patient that includes at
least the following:

A. Airway conirol and ventilation
equipment inciuding:

{I) Laryngoscopes, endoiracheal
tubes of all sizes; (I-R, H-R, III-R)

(I} Bag-mask resuscitator and
sources of oxygen; and (I-R, 1I-R, III-R)

() Suction devices; (I-R, IR,
1II-R)

B. Telemetry, electrocardiograph, car-
diac monitor, and defibrillator; {(I-R, I-R,
HI-R)

C. All standard intravenous fluids and
administration devices and intravenous
catheters; and (-R, II-R, ITI-R)

D. Drugs and supplies necessary for
emergency care. (I-R, II-R, HI-R)

8. The stroke center siroke unit shall
maintain equipment foltowing the hospital
preventive maintenance schedule and docu-
ment when it is checked. (I-R, 1I-R, IlI-R)

(D) The stroke center shall provide radio-
logical and diagnostic capabilities. (I-R, II-R,
HI-R)

Jonn R. ASHCROFT
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1. The radiclogical and diagnostic capa-
bilities shall include a documented mecha-
nism for prioritization of stroke patients and
timely interpretation to aid in patient manage-
ment. {I-R, II-R, T1I-R)

2. The radiological and diagnostic capa-
bilities shall include the following equipment
and staffing capabilities:

A, Angiography with interventional
capability available twenty-four (24} hours a
day, seven (7) days a week; (I-R/PA)

B. Cerebroangiography technologist
on call and available within thirty (30) min-
utes for emergent procedures, and on call and
available within sixty (60} minutes for routine
procedures, and available twenty-four (24)
hours a day, seven (7) days a week; (I-R)

C. In-house computerized tomogra-
phy; (I-R/A, H-R/IA, HI-R/AA)

D. Compulerized tomography perfu-
sion; (I-R/IA)

E. Computerized tomography angiog-
raphy; (I-R/1A)

F. Computerized tomography technol-
ogist; (I-R/TH, II-R/IH, HI-R/IA)

G. Magnetic resonance imaging; (I-
R, II-R}

H. Magnretic resonance angio-
grany/magnetic resonance venography; (IR,
I£-R)

1. Magnetic resonance imaging tech-
nologist on call and available within sixty
(60) minutes, twenty-four (24) hours a day,
seven {7) days a week; (I-R, 1I-R)

J. Extracranial ultrasound; {I-R, II-R)

K. Equipment and clinical staff to
evaluate for vasospasm available within thirty
(30) minutes for emergent evaluation, and
available within sixty (60} minutes for routine
evaluation, and available twenty-four (24)
hours a day, seven (7) days a week; (I-R)

L. Transthoracic echo; (I-R, H-R)

M. Transesophageal echo; and (I-R,
1I-R)

N. Resuscitation equipment available
to the radiology department. (I-R, II-R, 11I-
R)

3. The radiological and diagnostic capa-
bilities shall include adequate physician and
nursing personnel available with monitoring
equipment to fully support the acute stroke
patient and provide documentation of care
during the time the patient is physically pre-
sent in the radiology department and during
transportation to and from the radiology
department. (I-R, II-R, ITI-R}

4. The tadiological and diagnostic capa-
bilities shall include the stroke center main-
taining all radiology and diagnostic equip-
ment according to the hospital preventive
maintenance schedule and documenting when
it is checked. (I-R, II-R, TI-R)

(E) All level T stroke centers shall have
operating room personnel, equipment, and
procedures. Those level II stroke centers with
neurosurgical capability shall also meet oper-
ating room personnel, equipment, and proce-
dure requirements. {I-R, II-R)

i, Operating room staff shall be avail-
able twenty-four {24) hours a day, seven (7)
days a week. (I-R/PA, 1I-R/PA)

2, Registered nurses shall annually
maintain core competencies as required by
the stroke center.

3. Operating rooms shall have at least
the following equipment:

A. Operating microscope; (I-R, TI-R)

B. Thermal control equipment for
patient and resuscitation fluids; (I-R, 1I-R)

C. X-ray capabitity; (I-R, 1I-R}

D, Instruments necessary to perform
an open craniotomy; (I-R, TI-R)

E. Monitoring equipment; and (I-R,
II-R}

F. Resuscitation equipment available
to the operating room. (I-R, II-R)

4, The operating room shall maintain all
equipment according to the hospital preven-
tive maintenance schedule and document
when it is checked. (I-R, II-R)

() All fevel I stroke centers shall meet
post-anesthesia recovery room (PAR) require-
ments listed below. Those level IT stroke cen-
ters with neurosurgical capability shall also
have a post-anesthesia recovery room and
meet the requirements below—

1. The stroke center posi-anesthesia
recovery room shall have registered nurses
and other essential personnel on call and
available within sixty (60) minutes twenty-
four (24) hours a day, seven (7) days a week;
(IR, II-R)

2. The stroke center post-anesthesia
recovery room’s registered nusses shall annu-
ally maintain core competencies as required
by the stroke center; (I-R, II-R)

3. The stroke center post-anesthesia
recovery room shall have at least the follow-
ing equipment for resuscitation and to pro-
vide life suppori for the stroke patient:

A. Airway control and ventilation
equipment including taryngoscopes, endotra-
cheal tubes of ali sizes, bag-mask resuscita-
tor, sources of oxygen, and mechanical venti-
lator; (I-R, 1I-R)

B. Suction devices; (I-R, II-R)

C. Telemetry, ECG capability, car-
diac monitor, and defibrillator; (I-R, II-R)

D. All standard intravenous fluids
and administration devices, including intra-
venous catheters; and (I-R, II-R)

E. Drugs and supplies necessary
for emergency care; and (I-R, II-R)

4, The stroke center post-anesthesia
recovery room shail maintain all equipment
according to the hospital preventive mainte-
nance schedule and document when it is
checked. (I-R, 1I-R)

(G) The stroke cemter shall have clinical
laboratory services available twenty-four (24)
hours a day, seven (7) days a week that meet
the following requirements:

1. Written protocol to provide timely
availability of results; (I-R, I-R, III-R, IV-R}

2. Standard analyses of blood, urine,
and other body fluids; (I-R, II-R, II-R, IV-
R)

3. Blood typing and cross-matching; {I-
R, II-R, IR}

4. Coagulation studies; (I-R, II-R, III-
R, IV-R)

5. Comprehensive blood bank or access
to a community central blood bank and ade-
quate hospital blood storage facilities; {I-R,
1I-R, HI-R})

6. Blood bank or access to a community
central blood bank and adequate hospital
blood storage facilities; (IV-R)

7. Blood gases and pH determinations;
{I-R, II-R, HI-R, IV-R)

8. Blood chemistries; and (I-R, II-R,
1II-R, 1V-R)

9, Written protocol for prioritization of
the stroke patient with other time critical
patients. (I-R, II-R, IIi-R, IV-R)

(1) The stroke center shall have support
services to assist the patient’s family from the
time of entry into the facility to the time of
discharge and records to document that these
services were provided. (I-R, II-R, HI-R, IV-
R)

(D) The stroke center shall have a stroke
rehabilitation program or a plan to refer those
siroke patients that require rehabilitation to
another facility or community agency that can
provide necessary services. (I-R, II-R, 1II-R)

(4) Continuing Medical Education (CME)
and Continuing Education Standards for
Stroke Center Designation,

(A) The stroke center shall ensure that
staff providing services to stroke patients
receives required continuing medical educa-
tion and continuing education and document
this continuing medical education and contin-
uing education for ¢ach staff member. The
department shal allow up to one (1) year
from the date of the hospital’s initial stroke
center designation for siroke center staff
members to complete all of the required con-
tinuing medical education and continuing
education if the stroke center staff complete
and document that at teast half of the required
continuing medical education and/or continu-
ing education hours have been completed for
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each stroke center staff member at the time of
on-site initial application review. The siroke
center shall submit documentation to the
department within one (1) year of the initial
designation date that all continuing medical
education and continuing education require-
ments for stroke center staff members have
been met in order to maintain the siroke cen-
ter’s designation. (I-R, II-R, HI-R, IV-R)

(B) The stroke call roster members shall
complete the following continuing education
requirements:

1. Level I core team members of the
stroke call roster shall complete a minimum
of ten (10} hours of continuing education in
cerebrovascular disease every year, and it is
recommended that a portion of those hours
shall be on stroke care. All other members of
the stroke call roster in level | stroke centers
shall complete a minimum average of ten {10}
hours of continuing education in cerebrovas-
cular disease every year. This continuing edu-
cation shall be reviewed for appropriateness
1o the practitioner’s level of responsibility by
the stroke medical director; (I-R)

2. Level II core team members of the
stroke call roster shall complete a minimum
of eight (8) hours of continuing education in
cerebrovascular disease every year, and it is
recommended that a portion of those hours be
in siroke care. All other members of the
stroke call roster in level I stroke centers
shall complete a minimuin average of eight
(8) hours of continuing education in cere-
brovascular disease every year. This continu-
ing education shall be reviewed for appropri-
ateness to the practitioner’s level of responsi-
bility by the stroke medical director; and (11-
R)

3. Level NI and TV stroke call roster
members shall complete a minimum average
of eight (8) hours of continuing education in
cerebrovascular disease every two (2) years,
This continuing education shall be reviewed
for appropriateness to the practitioner’s level
of responsibility by the stroke medical direc-
tor. (III-R, IV-R)

(C) The stroke medical director shal com-
plete the following continuing medical educa-
tion requirements:

1. Level I stroke medical directors shall
complete a minimum of twelve (12) hours of
continuing medical education every year in
the area of cerebrovascular disease; (I-R)

2. Level I stroke medical directors shall
complete a minimum of eight (8) hours of
continuing medicat education every year in
the area of cercbrovascular disease; and (II-
R)

3. Levet 11l and 1V stroke medical direc-
tors shall complete a minimum of cight (8)
hours of continuing medical education every

two {2) years in the area of cerebrovascular
disease, (I-R, IV-R}

{D) The stroke center’s stroke program
manager/coordinator shall complete the fol-
lowing continuing education requirements:

1. Level 1 program managers/coordina-
tors shail:

A. Complete a minimum of ten (10)
hours of continuing education every year in
cercbrovascular disease, This continuing edu-
cation shal be reviewed by the stroke medical
director for appropriateness to the stroke pro-
gram manager/coordinator’s level of respon-
sibility; and (I-R)

B. Attend one (1) national, regional,
or state meeting every two (2) years focused
on the area of cerebrovascular disease. If the
national or regional meeting provides contin-
uing education, then that continuing educa-
tion may count toward the annual require-
ment; (I-R}

2. Level I program managers/coordina-
tors shall-—

A. Complete a mininmm average of
eight (8) hours of continuing education every
year in cerebrovascular disease. This contin-
uing education shall be reviewed for appro-
priateness by the stroke medical director to
the stroke program manager/coordinator’s
level of responsibility; and (II-R)

B. Attend one (1) national, regional,
or state meeting every three (3) years focused
on the area of cerebrovascular disease. If the
national, regional, or state meeting provides
continuing education, then that continuing
education may count toward the annual
requirement; and {i{I-R)

3. Level ITI and IV center program man-
agers/coordinators shall complete a minimum
average of eight (8) hours of continuing edu-
cation in cercbrovascular disease every two
(2) years. This continuing education shall be
reviewed by the stroke medical direclor for
appropriateness to the stroke program manag-
erfcoordinator’s level of responsibility. (T1I-
R, IV-R)

(E) Emergency department personnel in
stroke centers shall complete the following
continuing education requirements:

1. Emergency department physicians in
stroke centers shail complete—

A. Level I and II emergency depart-
ment physicians providing stroke coverage
shall complete a minimum average of four (4)
hours of continuing medical education in
cerebrovascular disease every year; or (I-R,
I-R)

B. Level Tl and IV emergency depart-
ment physicians providing stroke coverage
shall complete a minitmum average of six (6)
hours of continuing medical education in

cerebrovascular disease every two (2) years;
and (III-R, IV-R)

2. Registered nurses assigned to the
emergency departments in stroke centers
shall compiete—

A, Level 1 and IT registered nurses
shall complete a minimum of four (4) hours
of cerebrovascular disease comntinuing educa-
tion every year; (I-R, II-R)

B. Level HI and TV registered nurses
shall complete a minimum of six (6) hours of
cerebrovascular disease continuing education
every two {2) years; and (III-R, IV-R)

C. Registered nurses shall maintain
core competencies in the care of the stroke
patient annually as determined by the stroke
center. Training to maintain these compelen-
cies may count toward continuing education
requirements, (I-R, II-R, TII-R, IV-R)

(F) Registered nurses assigned to the inten-
sive care unit in the stroke centers who care
for stroke patients shall complete the follow-
ing continuing education requirements:

1. Level I intensive care unit registered
nurses shall complete a minimum of ten (10)
hours of cerebrovascular related continuing
education every year; {I-R}

2. Level 11 intensive care unit registered
nurses shall complete a minimum of eight (8)
hours of cerebrovascular related continuing
education every year; and (II-R)

3. The stroke medical director shall
review the continuing education for appropri-
ateness to (he practitioner’s level of responsi-
bitity. (I-R, II-R)

(G) Stroke unit registered nurses in the
siroke centers shall complete the following
continuing education requirements:

1. All level I stroke unit registered nurs-
es shall complete a minimum of ten (10)
hours of cerebrovascular disease continuing
education every year; (I-R)

2. All level 11 stroke unit registered
nurses shall complete a minimum of eight (8)
hours of cerebrovascular disease continuing
education every year; (1I-R)

3. All fevel 11 stroke centers caring for
stroke patients under an established plan for
admitting and caring for stroke patients under
a supervised relationship with a physician
affiliated with a level 1 or 1 stroke center
shall require registered nurses in the stroke
unit complete a minimum of eight (8) hours
of cerebrovascular discase continuing educa-
tion every two (2) years; and (II-R}

4, The siroke medical director shall
review the continuing education for appropri-
ateness to the practitioner’s level of responsi-
bility. (I-R, II-R, [II-R}

{5) Standards for Hospital Performance
Improvement and Patient Safety, Outreach,
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Public Education, and TFraining Prograns for
Stroke Center Designation.

(A) The stroke center shall maintain an
ongoing performance improvement and
patient safety program designed to objective-
ly and systematically monitor, review, and
evaluate the quality, timeliness, and appropri-
ateness of patient care; resolve problems; and
improve patient care. (I-R, 1I-R, III-R, 1V-R}

i. The stroke center shall collect, docu-
ment, trend, maintain for at least five (5)
years, and make available for review by the
departinent at least the following data ¢le-
ments:

A. Door-to-needle time; (I-R, II-R,
HI-R)

B. Number of patients presenting
within the treatment window; and (I-R, [i-R,
1Ii-R)

C. Number of eligible patients treated
with thrombolytics. (I-R, 1I-R, 1II-R}

2, The stroke center shall at least quar-
terly conduct a regular morbidity and mortal-
ity review meeting which shall be document-
ed in the meeting minutes and/or the meeting
attendance documents. (I-R, II-R, 1II-R, IV-
R)

3. The stroke center shall review the
reports generated by the depariment from the
Missouri stroke registry. (I-R, I-R, [I-R,
IV-R)

4. The stroke center shall conduct
monthly reviews of pre-hospital stroke care
including inter-facility transfers. {I-R, 1I-R,
II-R, IV-R)

5. The siroke center shall participate in
the emergency medical services regional sys-
tem of stroke care in its respective emergency
medical services region as defined in 19 CSR
30-40,302. (I-R, II-R, MM-R, TV-R)

6. The stroke center shall document
review of its cases of siroke patients who
received U.8. Food and Drug Administration-
approved thrombolytics and who remained at
the referring hospital greater than ninety (90)
mimues prior fo transfer. {I-R, II-R, TII-R}

7. The stroke center shall document its
review of cases of stroke patients who did not
receive U.S. Food and Drug Administration-
approved thrombolytics and who remained
greater than sixty (60) minutes at the refer-
ring hospital prior to transfer. (II-R, TII-R,
IV-R)

8. The stroke center shall review and
monitor the core competencies of the physi-
cians, practitioners, and nurses and document
these core competencies have been met. (I-R,
II-R, III-R, IV-R)

{B) The stroke center shall establish a
patient and public education program to pro-
mote stroke prevention and stroke symptoms
awareness, (I-R, II-R, III-R, IV-R)

(C) I is recommended that level I, TE, and
11 stroke centers establish a professionat edu-
cation outreach program in catchment areas
to provide (raining and other supporis to
improve care of stroke patients. (I-R, II-R,
II1-R)

{D) Each stroke center shall establish a
training program for professionals on caring
for stroke patients in the stroke center that
includes at least the following:

1. A procedure for training nurses and
clinical staff to be credentialed in stroke care;
(I-R, II-R, TI-R, TV-R)

2. A mechanism to assure that all nurses
providing care to stroke patients complete a
minimum of required continuing education as
set forth in section (4) of this rule to become
credentialed in stroke care; and (I-R, [I-R,
III-R, IV-R)

3. The content and format of any stroke
continuing education courses developed and
offered by the siroke center shall be devel-
oped with the oversight of the stroke medical
director. (I-R, II-R, III-R, IV-R)

(E) The stroke center shall provide and
monitor timely feedback to the emergency
medical service providers and referring hos-
pital, if involved. This feedback shall
include, at least, diagnosis, treatment, and
disposition of the patients. It is recommended
that the feedback be provided within seventy-
two {72) hours of admission to the hospital.
When emergency medical services does not
provide patient care data on patient arrival or
in a timely fashion (recommended within
three (3) kours of patient delivery), this time
frame shall not appty. (I-R, IE-R, HI-R, JV-R)

(F) Stroke centers shall be actively
involved in local and regional emergency
medical services systems by providing train-
ing and clinical educational resources. (I-R,
II-R, UI-R, IV-R}

(6) Standards for the Programs in Stroke
Research for Stroke Center Designation.

(A) Level I stroke centers shall support an
ongoing stroke research program as evi-
denced by any of the following:

1. Production of evidence-based reviews
of the stroke program’s process and clinical
outcones; (I-R}

2. Publications in peer-reviewed jour-
nals; (I-R)

3. Reports of findings presented at
regional, state, or national meetings; (I-R)

4. Receipt of grants for study of stroke
care; (I-R)

5. Participation in muiti-center studies;
and (I-R)

6. Epidemiological studies and individu-
al case studies. (I-R}

{B) The stroke center shall agree to coop-
erate and participate with the department in
developing stroke prevention programs. (I-R,
II-R, NI-R, TV-R}

AUTHORITY: section 192.006, RSMo 2000,
and sections 190.185 and 190.241, RSMo
Supp. 20i2.% Original rule filed Nov. 15,
2012, effective June 30, 2013.

*Original authority: 192,006, RSMo 1993, amended
1995; 190,185, RSMo 1973, amended 1989, 1993, 1395,
1998, 2002; and 190.241, RSMo 1987, amended 1998,
2008.

19 CSR 30-40.740 Definitions and Abbre-
viations Relating to ST-Segment Elevation
Myocardial Infarction (STEMI) Centers

PURPOSE: This rule defines termiinology
related to STEMI cemters.

(1) For the purposes of 19 CSR 30-40.750
and 19 CSR 30-40.760 the following terms
shall mean:

(A) Acute—an injury or iliness that hap-
pens or appears quickly and can be serious or
life-threatening;

(B) Anesthesiologist assistant (AA)—a
person who—

i. Has graduvated from an anesthesiolo-
gist assistant program accredited by the
American Medical Association’s Committee
on Allied Health Education and Accreditation
or by its successor agency;

2, Has passed the certifying examination
administered by the National Commission on
Certification of Anesthesiologist Assistants;

3. Has active certification by the
National Commission on Certification of
Anesthesiologist Assistants;

4. Is currently licensed as an anesthesi-
ologist assistant in the state of Missouri; and

5. Provides health care services delegat-
ed by a licensed anesthesiotogist;

{C) Board-admissible/board-eligible—a
physician who has applied to a specialty board
of the American Board of Medical Specialties,
the American Osteopathic Association Board
of Qsteopathic Specialists, or the Royal Col-
lege of Physicians and Surgeons of Canada
and has received a ruling that he or she has
fulfilled the requirements to take the exami-
nations. Board certification is generally
obtained within five (5) years of the first
appointment;

(D) Board-certified—a physician who has
fulfilled all requirements, has satisfactorily
completed the written and oral examinations,
and has been awarded a board diploma in a
specialty field by the American Board of
Medical Specialties, the American Osteo-
pathic Association Board of Osteopathic
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