
Hospital Addendum 

 
Hospital Addendum v4.0 Healthcare Division  
© Global Loss Prevention, Inc. Global Loss Prevention Page 1 of 12 
   

This addendum is intended for acute care hospitals with more than 50 beds.  For small and rural 
hospitals or critical access hospitals with 50 or fewer beds, please request the Small, Rural and Critical 
Access Hospital Addendum from your broker. 
 

The addendum is also intended for hospitals that provide – at least – Emergency Department and 
Surgical/Anesthesia Services.  If either Service is not offered, please do not complete the addendum. 

 

S1 - Demographic Information 

Q1.1 - Facility Name: 

_________________________________________________ 

Q1.2 - Corporate Name: 

_________________________________________________ 

  Not Applicable  

Q1.3 – Street Address: 

_________________________________________________ 

Q1.4 - City: 

_________________________________________________ 

Q1.5 - State: 

_________________________________________________ 

This form is an addendum to the Hospital application and all applicable areas must be completed. It is 
recommended that the Hospital Risk Manager take responsibility for coordinating the completion of the 
form.  However, it may be most efficient to send the specific sections (e.g., Infection Prevention and 
Control, Obstetrics, ED) to the managers most familiar with the area and who probably have the 
information requested readily available. 
 
This addendum is supplemental to the general application incorporated by reference 
and with this policy issued in reliance therein. 
 
S2 – Administrative and Patient Safety 

Q2.1 - Is your facility “Accredited” by (select one): 

  The Joint Commission – Full Accreditation 

  HFAP (Healthcare Facilities Accreditation Program) AOA (American Osteopathic Association) – Full 
Accreditation 

  DNV Healthcare/National Integrated Accreditation for Healthcare Organizations (NIAHOsm) – 
Accreditation Certificate 

  None of the above 

Q2.2 - Are laboratory services accredited by (select one):  

  College of American Pathologists (CAP)  

  The Joint Commission   

  Neither of the above  

Q2.3 - What percent of the current active medical staff is board certified? Do not include board 
eligible.  

  75 percent or more  

  Less than 75 percent  
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Q2.4 - Is a pharmacist available to review medication orders 24 hours per day/7 days per 
week? 
 
Guidance: 
Pharmacist may be in-house or available remotely via telephone, fax, and/or computer or online system.  

  Yes  

  No  

Q2.5 – Have you implemented rapid response teams?  

  Yes  

  No  

Q2.6 – Is your director of ICU a board-certified physician who is additionally certified in the 
subspecialty of critical care medicine? If there is no ICU, select not applicable.  

  Yes  

  No  

  Not Applicable  

Q2.7 – Has your facility obtained Magnet status from the American Nurses’ Credentialing 
Center (ANCC)? If no, select not applicable.  

  Yes  

  Not Applicable  

 

S3 – Infection Prevention and Control 

S3.1 – Ventilator-Associated Pneumonia (VAP) 

Q3.1.1 – Have you implemented the bundle of care as recommended by the Institute for 
Healthcare Improvement (IHI) for the prevention of VAP? 

  Yes (implemented in all units with ventilated patients) 

  No (not implemented in any units with ventilated patients) 

  Partially implemented (implemented in some units with ventilated patients) 

  Partially adopted (do not use all recommendations in the bundle on all ventilated patients) 

  Not Applicable (no ventilated patients) 

Q3.1.2 – If you answered yes or partially implemented to Q3.1.1, do you routinely monitor 
compliance with the bundle? Select not applicable only if you answered no, partially adopted or 
not applicable to Q3.1.1. 

  Yes  

  No  

  Not Applicable  

Q3.1.3 – If you answered yes or partially implemented to Q3.1.1, have you had a measurable 
decrease in ventilator-associated pneumonia?  Select not applicable only if you answered no, 
partially adopted or not applicable to Q3.1.1 
 
Guidance: 
A measurable decrease is defined as a decrease in the cumulative incidence of ventilator-associated 
pneumonia sustained for at least six continuous months in all critical care units. Data should be obtained 
from Infection Control.  

  Yes  

  No  

  Not Applicable 
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S3.2 – Central Line-Associated Bloodstream Infection (CLABSI) 

Q3.2.1 - Have you implemented the bundle of care as recommended by IHI for the prevention 
of CLABSI? 

  Yes (implemented in all patients with central lines) 

  No (not implemented in any patients with central lines) 

  Partially implemented (implemented in some patients with central lines) 

  Partially adopted (do not use all recommendations in the bundle on all patients with central lines) 

  Not Applicable (no patients with central lines) 

Q3.2.2 – If you answered yes or partially implemented to Q3.2.1, do you routinely monitor 
compliance with the bundle? Select not applicable only if you answered no, partially adopted or 
not applicable to Q3.2.1. 

  Yes  

  No  

  Not Applicable  

Q3.2.3 – If you answered yes or partially implemented to Q3.2.1, have you had a measurable 
decrease in central line-associated bloodstream infections?  Select not applicable only if you 
answered no, partially adopted or not applicable to Q3.2.1. 
 
Guidance: 
A measurable decrease is defined as a decrease in the cumulative incidence of central line-associated 
bloodstream infections sustained for at least six continuous months in all critical care units. Data should 
be obtained from Infection Control. 

  Yes  

  No  

  Not Applicable 

S3.3 – Multi-Drug Resistant Organisms (MDROs) 

Q3.3.1 - Do you have a proactive program to identify and manage MDROs which includes the 
following (select all that apply)?  

  Establishing a baseline for the incidence of target MDROs [methicillin-resistant Staphylococcus aureus 
(MRSA) and vancomycin-resistant enterococci (VRE)].  

  Using contact precautions for all patients known to be colonized or infected with MDROs.  

  Performing ongoing surveillance of MDROs to identify cross-transmission in hospitalized patients.  

  Performing active surveillance cultures in high-risk populations and units, as necessary.  

  Incorporating prevention and control practices for MDROs into orientation for all patient care staff.  

  Providing annual education and training on prevention and control practices for MDROs.  

Q3.3.2 - Data on the incidence of MDROs is provided to the Infection Control Committee or 
other appropriate committee(s):  

  Monthly  

  Quarterly  

  Semi-annually or annually  

  Less frequently than annually  

Q3.3.3 - Are updates on MDROs provided to administrative/senior management at least 
annually?  

  Yes  

  No  
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S4 - Obstetrics 

Q4.1 - Do you provide obstetrical services? 
If you answer no, please go to S5 – Emergency Department.  

  Yes  

  No 

S4.2 - Metrics 

In order to calculate several rates related to your obstetric practice, please provide the 
following information using data from the past 12 months. 
 

A. Number of live births: _____ 

B. Number of neonatal deaths (age < 28 days): _____ 

C. Number of maternal deaths: _____ 

D. Number of total* cesarean deliveries: _____ 

* All cesarean deliveries resulting in a live birth in the past 12 months. 

E. Number of primary** cesarean deliveries: _____ 

** Total number of primary (first time) cesarean deliveries resulting in a live birth in the past 12 
months. 

F. Number of live births excluding births from mothers who have ever had a previous cesarean 
delivery***: _____ 

*** This number will be used to calculate your primary cesarean rate; thus the number of live 
births must be adjusted. Please enter the SUM of the number of primary cesarean deliveries and 
the number of vaginal births in mothers who have not had a previous cesarean. 

G. Number of live births with induction****: _____ 

**** Total number of induced deliveries utilizing pharmacologic or nonpharmacologic methods to 
initiate uterine contractions. Include deliveries using pharmacologic (e.g., prostaglandins or other 
cervical ripening agents or pitocin) or nonpharmacologic methods (e.g., membrane stripping). 

S4.3 - Exclusion or Transfer of Services 

Q4.3.1 - If services are limited to Basic Care only, please check the appropriate box if there is a 
written policy for exclusion or transfer of the following patients. If the level of perinatal care 
services is higher than Basic Care, select not applicable. 
  
Guidance: 
To view guidelines describing Basic Care services, please refer to American Academy of Pediatrics, 
American College of Obstetricians and Gynecologists, Guidelines for Perinatal Care, 6th Ed. Library of 
Congress Cataloging-in-Publication Data, 2007.  

  Gestation less than 35-37 weeks  

  High-risk pregnancies with select maternal and/or fetal complications  

  Not Applicable – we provide Specialty or Subspecialty Care  

S4.4 - VBAC Services 

Q4.4.1 - Do you offer VBAC services? 
If you answer no, please go to S4.5 – Emergency Cesarean Deliveries. 

  Yes  

  No  
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Q4.4.2 - Does your policy for VBAC address the following (select all that apply)? 

 
Guidance: 
Immediate availability -  
Because of the known potential risk of uterine rupture, the organization should be able to respond with an 
immediate cesarean delivery if needed. ACOG does not specify what number of minutes constitutes 
“immediate”. However, ACOG's specific recommendation regarding “immediate availability” would indicate 
that the “within 30 minutes” timeframe suggested for other emergency situations requiring cesarean 
delivery would not be adequate for this situation. 
 
“Immediate availability” would indicate that there is no delay or wait time for team members 
once the patient is moved into the OR/DR and prepped. (Note: this definition is provided for 
the purpose of this assessment and has no formal citation.) 

  Informed consent  

  Criteria for patient selection  

  Immediate availability of the operative team  

Q4.4.3 - Are all of the following providers required to remain immediately available during a 
trial of labor after cesarean (TOLAC) or VBAC delivery? 

• Obstetric provider 
• Anesthesia provider 
• All nursing members of the operative team 
 
Guidance: 
See “Guidance” under Q4.4.2 for guidance on immediate availability. 

  Yes  

  No  

Q4.4.4 - Select the choice that describes your organization's ability to provide immediate 
availability of the operative team for all VBAC attempts/deliveries (select one). 

  

Guidance: 
All members of the operative team include: 
• Obstetric provider 
• Anesthesia provider 
• Operative nursing staff 
• Dedicated provider privileged to resuscitate newborn 

  There have been NO INSTANCES IN THE LAST 12 MONTHS when all members of the operative team 
were not immediately available for the duration of the VBAC attempt/delivery.  

  There have been ONE OR MORE INSTANCES IN THE LAST 12 MONTHS when all members of the 
operative team were not immediately available for the duration of the VBAC attempt/delivery.  

  Immediate availability is not required for all members of the operative team.  

S4.5 - Emergency Cesarean Deliveries 

Q4.5.1 - Select the choice that describes your organization's ability to provide services for 
emergency cesarean deliveries (select one).  

  There have been NO INSTANCES IN THE LAST 12 MONTHS when an emergency cesarean delivery was 
not initiated within 30 minutes (decision-to-incision).  

  There have been ONE OR MORE INSTANCES IN THE LAST 12 MONTHS when an emergency cesarean 
delivery was not initiated within 30 minutes (decision-to-incision).  

  Decision-to-incision time is NOT monitored.  

 



Hospital Addendum 

 
Hospital Addendum v4.0 Healthcare Division  
© Global Loss Prevention, Inc. Global Loss Prevention Page 6 of 12 
   

 
S4.6 – Elective Cesarean Section or Elective Induction 

Q4.6.1 – Has the OB medical staff established a policy for both elective cesarean section and 
elective induction by establishing processes to determine a gestational age of at least 39 
weeks? 
 
Guidance: 
Answer yes only if the policy includes written criteria to determine a gestational age of at least 39 weeks. 

  Yes, for both elective cesarean section and elective induction 

  Yes, but only for elective cesarean section 

  Yes, but only for elective induction 

  No, we have not established processes to encourage that the fetus is at least 39 weeks gestation for 
elective cesarean section or elective induction 

Q4.6.2 – Select the choice that describes your organization’s performance determining a 
gestational age of at least 39 weeks for elective cesarean section. 

  There have been NO INSTANCES IN THE LAST 12 MONTHS when we have performed an elective 
cesarean section for a fetus of less than 39 weeks gestation. 

  There have been ONE OR MORE INSTANCES IN THE LAST 12 MONTHS when we have performed an 
elective cesarean section for a fetus of less than 39 weeks gestation. 

  Not Applicable (we have not established processes to determine a gestational age of at least 39 weeks 
for elective cesarean section) 

Q4.6.3 – Select the choice that describes your organizations’ performance determining a 
gestational age of at least 39 weeks for elective induction 

  There have been NO INSTANCES IN THE LAST 12 MONTHS when we have performed an elective 
induction for a fetus of less than 39 weeks gestation. 

  There have been ONE OR MORE INSTANCES IN THE LAST 12 MONTHS when we have performed an 
elective induction for a fetus of less than 39 weeks gestation. 

  Not Applicable (we have not established processes to determine a gestational age of at least 39 weeks 
for elective induction) 

S4.7 – OB Board Certification 

Q4.7.1 – What percent of the OB medical staff is board certified in obstetrics?  

  75 percent or more  

  50 to 74 percent  

  Less than 50 percent  

  Unknown  

S4.8 – Family Practitioners 

Q4.8.1 – Do Family Practitioners have the following obstetric privileges (select all that apply)?  

  Obstetric privileges  

  Cesarean delivery privileges  

  VBAC privileges  

  Family Practitioners are not granted obstetric privileges  

Q4.8.2 – Does the medical staff have written requirements for education, training, and 
experience for Family Practitioners providing obstetric care, including cesarean deliveries, as 
part of the privileging and credentialing process? If Family Practitioners do not provide 
obstetric care, select not applicable.  

  Yes  

  No  

  Not Applicable  
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S4.9 - Peer Review 

Q4.9.1 - Which of the following provider-specific performance indicators are used for peer 
review in obstetrics (select all that apply)?  

  Rate of primary cesarean delivery  

  Rate of all cesarean deliveries 

  Rate of births with induction  

  Review of any elective cesarean section for fetus less than 39 weeks gestation 

  Review of any elective induction for fetus less than 39 weeks gestation 

  Review of all births with injuries or adverse outcomes  

  Review of all unattended births  

  3 or 4 degree perineal tear  

  Uterine rupture  

  Readmission (mother or baby)  

  Maternal admission to ICU  

  Blood transfusion  

  Return to OR / labor and delivery (mother)  

  Review of any instance of sequential use of either forceps then vacuum, or vacuum then forceps 

Q4.9.2 - Is rate of VBAC delivery used for peer review? If VBAC services are not offered, select 
not applicable.  

  Yes  

  No  

  Not Applicable  

Q4.9.3 - Is rate of births using forceps or vacuum extraction used for peer review? If 
mechanical devices are not used, select not applicable.  

  Yes  

  No  

  Not Applicable  

Q4.9.4 - Is compliance with criteria for performance of cesarean delivery used for peer review? 
If no written criteria, select no.  

  Yes  

  No  

Q4.9.5 - Is compliance with criteria for performance of VBAC delivery used for peer review? If 
no written criteria, select no. If VBAC services are not offered, select not applicable.  

  Yes  

  No  

  Not Applicable  

Q4.9.6 - Is compliance with criteria for induction of labor used for peer review? If no written 
criteria, select no.  

  Yes  

  No  

Q4.9.7 - Is compliance with criteria for augmentation/stimulation of labor using pitocin used 
for peer review? If no written criteria, select no.  

  Yes  

  No  
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Q4.9.8 - Is compliance with criteria for use of mechanical devices used for peer review? If no 
written criteria, select no. If mechanical devices are not used, select not applicable.  

  Yes  

  No  

  Not Applicable  

S4.10 - Electronic Fetal Monitoring 

Q4.10.1 - Do you require Labor and Delivery nursing staff to successfully complete an initial 
training course such as the AWHONN EFM course, or an equivalent course?  

  Yes  

  No  

Q4.10.2 - Select the choice that describes your organization's ongoing competency training in 
EFM (select one).  

  No program for ongoing training with competency  

  Training and competency less than annually  

  Training and competency annually  

  Training and competency more frequently than annually  

S4.11 - Obstetric Drills 

Q4.11.1 - Please check if emergency mock/practice drills are completed at least annually for 
the following obstetrical emergencies (select all that apply).  

  Shoulder dystocia  

  Emergency cesarean delivery  

  Neonatal resuscitation  

  Maternal resuscitation  

  Infant abduction  

  Maternal hemorrhage 

 
 

Remainder of page intentionally left blank 
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S5 - Emergency Department 

Q5.1 - Which of the following performance measures do you routinely monitor and review 
within the ED (select all that apply)?  

  Number of unexpected deaths within 72 hours of an ED visit  

  Percent of patients leaving without being seen/against medical advice  

  Discrepancies in x-ray interpretations  

  Discrepancies in EKG interpretations  

  Worked hours per patient visit (include ED nursing staff/management/ED tech or nursing 
assistants/clerical staff)  

  Median time from ED arrival to ED departure for admitted patients 

  Time patient presents to time seen by practitioner 

  Response time of specialists  

  Ancillary service delays  

  Documentation  

  Complaints  

Q5.2 - What is the median time from ED arrival to ED departure for admitted patients (select 
one)?  

  Less than 2 hours  

  2 to 4 hours  

  4 to 6 hours  

  More than 6 hours  

  Unknown  
 
Q5.3 – What is the median time from ED arrival to ED departure for discharged ED patients 
(select one)? 

  Less than 2 hours  

  2 to 4 hours  

  4 to 6 hours  

  More than 6 hours  

  Unknown 

Q5.4 - Which of the following clinical practice guidelines do you use (select all that apply)?  

  Trauma  

  Children with fever  

  Chest pain  

  Abdominal pain  

  Headache  

  Head trauma  

  Intoxicated or impaired mental status  

  Spinal injury  

  Stroke  
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Q5.5 - Which of the following provider-specific performance indicators are used for peer review 
in the ED (select all that apply)?  

  Unanticipated return to the ED within 72 hours  

  Returns within 72 hours resulting in admission  

  Unexpected death within 72 hours of an ED visit  

  X-ray discrepancies requiring a change in patient management  

  EKG discrepancies requiring a change in patient management  

  Response time of specialists  

  Compliance with evidence-based clinical practice guidelines (if used)  

Q5.6 - Are on-call responsibilities defined in the medical staff bylaws that address the following 
(select all that apply)?  

  On-call specialists are required to respond to assist in the care of emergency patients within 
reasonable established time limits 

  Response time defined in minutes 

  Arrangement of follow-up care for all patients who require such care 

Q5.7 – Are RNs required to be certified in the following within an established timeframe (select 
all that apply)?  

  ACLS 

  PALS 

Q5.8 – Do nurses receive competency-based training for the following high-risk clinical 
protocols (select all that apply)?  

  Trauma 

  Children with fever 

  Chest pain 

  Abdominal pain 

  Headache 

  Head trauma 

  Intoxicated or impaired mental status 

  Spinal injury 

  Stroke 

Q5.9 – Which of the following do you use to determine the correct dosage and equipment for 
pediatric patients (select all that apply)?   

  Color-coded tape for dosing pediatric medications and infusions 

  Color-coded “crash cart” that includes pediatric equipment sizes 

  Neither of the above 

Q5.10 – Are all patients who present with behavioral emergencies evaluated by a qualified 
mental health worker prior to final disposition?  
 
Guidance: 
Examples of behavioral emergencies may include, but are not limited to, acute psychotic disturbances, 
manic episodes, major depression, bipolar disorder and substance abuse. 

  Yes 

  No 

Q5.11 – Are nursing staff and security personnel trained in violence prevention/de-escalation 
techniques?  

  Yes 

  No 
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S6 - Surgery and Anesthesia 

Q6.1 - Which of the following performance measures do you routinely monitor and review 
within surgery and anesthesia (select all that apply)?  

  Compliance with The Joint Commission Universal Protocol for preventing wrong site/wrong 
procedure/wrong person surgery.  

  Wrong implant precautions included in the time-out.  

  Preventive maintenance of electrosurgical units and other OR equipment based on manufacturer 
specifications.  

  Near misses for wrong site/wrong patient/wrong procedure surgery.  

  Labeling of all medications - medication containers (e.g. syringes/medicine cups/basins) - other 
solutions on and off the sterile field in perioperative and other procedural settings to include anesthesia 
medications.  

Q6.2 - Which of the following unexpected occurrences do you routinely monitor and review 
within surgery and anesthesia (select all that apply)? 

  Unscheduled admissions following ambulatory surgery  

  Readmission within 30 days of surgery 

  Unscheduled returns to the OR  

  OR/PACU deaths  

  Deaths within 24 hours of anesthesia  

  Cardiac arrests in OR or PACU  

  Occurrences of wrong site/wrong patient/wrong procedure surgery  

  Number of occurrences of unintentionally retained foreign body (e.g. instrument/sharps/sponges)  

  Injuries from OR or anesthesia  

  Injuries from equipment (e.g. burns/pressure ulcers) 

  Change in procedure from planned procedure 

  Pathology report normal or unrelated to diagnosis  

Q6.3 - Are unplanned ICU admissions from the OR routinely monitored and reviewed within 
surgery and anesthesia? If there is no ICU, select not applicable.  

  Yes  

  No  

  Not Applicable  

Q6.4 - Which of the following provider-specific performance indicators are used for peer review 
in surgery and anesthesia (select all that apply)?  

  Surgical complication rate  

  Surgical deaths  

  Surgical site infection rate  

  Unscheduled return to the OR  

  Pre and post-operative tissue diagnosis  

  Anesthesia complications or injuries  

  Anesthesia deaths  

Q6.5 – Are patients screened for potential obstructive sleep apnea using ASA Guidelines? 

  Yes 

  No 
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Q6.6 - Please check if formal simulation training or drills are completed at least annually for 
the following (select all that apply).  

  Malignant hyperthermia  

  Adult cardiac resuscitation  

  Pediatric cardiac resuscitation 

  Fire 

  Evacuation  

Q6.7 - With respect to compliance with surgical fire prevention methods, which of the following 
do you routinely monitor (select all that apply)?  

  Delay draping patients until all flammable preps have fully dried.  

  Questioning the need for 100% O2 for open delivery to the face (e.g. when using a nasal cannula)--
use air or +/- 30% O2 for open delivery consistent with patient needs.  

Q6.8 - During oropharyngeal surgery, is compliance monitored with the following surgical fire 
prevention method: 

Wet any gauze or sponges used with uncuffed tracheal tubes to minimize leakage of gases into 
the oropharynx, and keep them wet. 
 
If oropharyngeal surgical services are not offered, select not applicable. 

  Yes  

  No  

  Not Applicable  

Q6.9 - During electrosurgery, is compliance monitored with the following surgical fire 
prevention method: 

Place the electrosurgical pencil in a holster when it is not in active use. 
 
If electrosurgical services are not offered, select not applicable. 

  Yes  

  No  

  Not Applicable  

Q6.10 - During laser surgery, is compliance monitored with the following surgical fire 
prevention method: 
Place the laser in standby mode whenever it is not in active use. 
 
If laser surgical services are not offered, select not applicable. 

  Yes  

  No  

  Not Applicable  

Q6.11 – Which of the following are included in special training (select all that apply)?  

  Proper use of fire-fighting equipment  

  Proper methods for rescue and escape  

  Identification and location of medical gas/ventilation/electrical systems and controls including 
when/where/how to shut off these systems  

  Use of the hospital alarm system and system for contacting the local fire department  

 
Information provided by: 
 
 
_________________________________________________ 
Signature 
 
_________________________________________________ ___________ 
Title Date 
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