FOR YOUR INFORMATION

To Cosign or Not to Cosign: What Managers Need to

Editor’s note: This is the second arti-
cle in a two-part series on government
regulations as they apply to dietetics.
The first, “An Introduction to Govern-
ment Regulations and the Profession
of Dietetics,” appeared in the August
issue of the Journal (2006;106:1156,
1158-1159).

very day, clinical nutrition man-
“agers are asked to make deci-
stons related to staff duties and
responsibilities. Sometimes the an-
swers, and even the sources of infor-
mation needed to formulate answers,
are not readily apparent. Questions
often include: “Do dietetic interns
need to have their clinical notes co-
signed?”, “How should registration el-
igible employees sign their name?”,
and “What level of nutrition care can
dietetic technicians, registered [DTRs|
perform?”

There is usually not one universal
answer to these types of questions.
That's because each clinical facility is
unique due to its geographical loca-
tion, the nature of its services and
corporate culture, the size and exper-
tise of the professional staff, and the
availability and level of technical and
staff support. In addition to applica-
ble federal regulations, which apply
equally across the country to facilities
providing Medicare and Medicaid ser-
vices, the answers may be found in
state-gpecific and local regulations
and in workplace-specific policies and
procedures including medical staff
bylaws.
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Therefore, the clinical nutrition
manager first needs to review and
know the federal regulations to the
extent to which they may apply, then
identify and understand the state oc-
cupational and health care facility li-
censing regulations and his or her fa-
cility’s policies and procedures. In
reviewing these, a broad understand-
ing of more than just the regulations
and policies that apply to the food and
nutrition services department is
gained, which is important because
the department does not work in iso-
lation.

If after studying these documents
an answer is not obvious, a meeting
with those individuals responsible for
regulatory compliance within the fa-
cility may be necessary. Those per-
sons may be working in the capacity
of chief operating officer, compliance
officer, or legal counsel. With ready
access to the Internet, the answers
can often be found online. Clinical nu-
trition managers can begin their in-
vestigation with the applicable fed-
eral and state regulations and the
facility’s procedures and policies. Ad-
ditional resources for guidance in-
clude the facility’s accreditation stan-
dards, if applicable, and American
Dietetic Association (ADA) publica-
tions (1-3). If the answer is still not
clear after a review of these materi-
als, it may also be appropriate to pose
the question to peers or to the ADA.

The purpose of this article is to re-
view information that clinical nutri-
tion managers need to consider when
formulating answers to questions and
policies for their department.

THE “QUALIFIED DIETITIAN"

There are several regulatory docu-
ments that define the qualifications
that a dietitian must possess in order
to provide nutrition care to patients,
as well as the responsibilities of the
qualified dietitian. These documents
include federal regulations and state
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occupational and health care facility
licensing regulations. Workplace pol-
icies and procedures are developed to
ensure safe and quality patient care
and can demonstrate compliance with
applicable regulations. In addition,
along with job descriptions, they can
also outline the facility’s definition of
a qualified dietitian and his or her
associated responsibilities.

Some facilities may choose to pur-
sue voluntary accreditation, in which
case any additional standards needed
for this accreditation will also be in-
corporated into the policies and pro-
cedures. For example, a hospital may
seek voluntary accreditation by the
Joint Commission on Accreditation of
Healthcare Organizations or the
Healthcare Facilities Accreditation
Program of the American Osteopathic
Association, both of which are the
only two accrediting organizations
with hospital “deeming authority.”
This means that hospitals accredited
by these two organizations are
deemed to have fulfilled Medicare’s
Hospital Conditions of Participation,
regulations that must be met for pay-
ment. Accrediting organizations are
not regulatory agencies or bodies, and
as such cannot impose fines or take
other legal actions when a facility is
not in compliance with federal and or
state regulations.

FEDERAL REGULATIONS

The Centers for Medicare & Medicaid
Services (CMS) has defined “qualified
dietitian” for five different types of
health care facilities that provide care
to beneficiaries: hospitals, long-term
care facilities, end-stage renal disease
facilities, hospices, and critical access
hospitals. These definitions are pub-
lished in the appendixes of the CMS
State Operations Manual and apply
to all facilities nationwide that re-
ceive CMS payment for beneficiary
care through both the Medicare and
Medicaid programs (4). These regula-
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tions are what the CMS considers to
be the minimum requirements for
safe and quality patient care. No fa-
cility can provide less than the mini-
mum requirements and still receive
CMS payment.

The CMS has also published in the
State Operations Manual the respon-
sibilities that it expects of the quali-
fied dietitian. For example, in hospi-
tals:

“A qualified dietitian must super-
vige the nutritional aspects of pa-
tient care. Responsibilities of a hos-
pital dietitian may include, but are
not limited to:

approving patient menus and nu-
tritional supplements;

patient, family, and caretaker di-
etary counseling;

performing and documenting nu-
tritional assessments and evalu-
ating patient telerance to thera-
peutic diets when appropriate;
collaborating with other hospital
services (eg, medical staff, nurs-
ing services, pharmacy service,
social work service) to plan and
implement patient care as neces-
sary in meeting the nutritional
needs of the patients; and

e maintaining pertinent patient
data necessary to recommend,
prescribe, or modify therapeutic
diets as needed to meet the nutri-
tional needs of the patients.”

The CMS expects that the qualified
dietitian, as defined by federal and
state regulations and facility policies,
is the individual who actually pro-
vides the direct patient nutrition
care.
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STATE REGULATIONS

State health care facility licensing
regulations are not required to have
exactly the same definitions as the
CMS, but may consider the federal
regulations as the minimum require-
ments upon which to develop their
own regulations. Therefore, states’
definitions of qualified dietitians in
health care facilities can specify addi-
tional qualifications and responsibili-
ties.

While most states have their own
health care facility licensing regula-
tions, some states choose to use the
CMS regulations exclusively or in
part rather than generating their own
entire set. In the case of hospital li-
censing regulations, some states sim-
ply adopt CMS’ regulations or incor-
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porate sections by reference and
make them part of a rule as if set out
in full. Bach state has the ability to
restate or specify additional qualifica-
tions, such as that the qualified dieti-
tian must be in good standing as a
registered dietitian (RD) with the
Commission on Dietetic Registration
(CDR). In some states, hospital regu-
lations mention only current state li-
censure, registration®, or certification
as a qualification.

Some gtates include a definition for
the qualified dietitian for other kinds
of facilities and programs such as as-
sisted living facilities or home health
services if the RD's services are in-
cluded in the regulations. For exam-
ple, California’s home health licens-
ing regulations define the qualified
dietitian as being an RD. Dietitians in
every state need to investigate the
kinds of facility licensing regulations
that already exist and that are being
proposed to determine whether RD
services are included. These would in-
clude regulations for hospice, home
health, assisted living and rehabilita-
tion facilities and other health care
facilities.

The CMS expects that the qualified
dietitian meets the licensing, regis-
tration®, or certification requirements
of the state(s) in which he or she prac-
tices. Therefore, only those individu-
als who comply with state occupa-
tional regulations may provide
patient nutrition care in the context
of Medicare and Medicaid services.

FACILITY POLICIES AND PROCEDURES

Health care facilities are required to
have policies and procedures that
demonstrate compliance with federal
and state regulations. Beyond that, it
is the facility’s option to seek volun-
tary accreditation and/or to require
additional qualifications of its staff.
For example, a facility may require
certain kinds of credentials, such as
certifications and additional aca-
demic degrees, as well as a level of
experience and competence beyvond
what federal and state regulations
list as the minimum to perform cer-
tain clinical tasks. In some cases,

*In state occupational regulations,
“registration” is terminology of the
state and is not the same as registra-
tion with CDR.

these additional requirements may be
driven by private insurers.

Based on the above. a clinical nu-
trition manager can discern the
meaning of qualified dietitian as it
applies to his or her own workplace.
The definition that is contained in his
or her facility's policy should be based
on state rules or accreditation stan-
dards, whichever are the highest. The
definition contained in the facility’s
policy can also be higher than the
highest of these, but not lower.

Clinical nutrition managers also
may utilize job descriptions to incor-
porate additional qualifications and
to formalize responsibilities and may
propose higher standards of nutrition
care. The clinical nutrition manager
is the leader in the facility for deter-
mining the staffing requirements that
are needed to provide scafe, quality
nutrition care. This means that the
clinical nutrition manager can set
minimum qualifications that may,
when needed, exceed federal and
state regulations. Understanding this
role as part of the facility’s leadership
is as critical and important as under-
standing and complying with man-
dated minimum requirements.

THE AMERICAN DIETETIC ASSOCIATION
As a professional association, ADA is
committed to providing its members
with the resources that support them
in delivery of quality nutrition care
services (2,3). For example, ADA’s
Standards of Practice in Nutrition
Care and Standards of Professional
Performance for RDs and DTRs are
important guidance resources (5).
These documents provide explanation
of the way in which the DTR (techni-
cal role) under the supervision of the
RD (professional role) works within
the nutrition care process (6). ADA is
able to assist members with the reg-
ulatory process and point them in the
right direction with contact informa-
tion for state resources.

What Is the Role of Technical Staff?

Generally speaking, support staff
(such as the DTR or a nonregistered,
nonlicensed individual) can assist the
qualified dietitian by conducting
screens, gathering data, and perform-
ing other tasks that do not require
clinical judgment. When the respon-
sibilities of the qualified dietitian are
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performed by others such as technical
and other support staff, there are two
concerns: 1) potential noncompliance
with federal and state rules, and 2)
misplaced accountability for safe and
quality patient care.

The expectation is that direct pa-
tient care is provided by the qualified
dietitian as defined by federal, state
and facility rules and policies. Sup-
port staff may provide technical assis-
tance to the qualified dietitian within
the parameters of appropriate regula-
tions and policies.

Who Can Chart?

The purpose of the medical record is
to communicate patient progress and
care interventions. The facility is re-
sponsible for ensuring that informa-
tion is kept confidential, and is legibly
entered and maintained. If something
is not charted or documented cor-
rectly, this can raise concern that the
care was never given or that an error
in care may have occurred.

It is the professional who provides
the care, including qualified consult-
ants, who must document that care in
the chart. Clinical nutrition manag-
ers need to investigate and strictly
follow federal and state regulations,
facility policies and procedures, and
other requirements related to chart-
ing by students and other nonemploy-
ees. The facility expects that direct
patient care is delivered by the qual-
ified individual or under the supervi-
sion of the qualified individual. Facil-
ities should have policies regarding
charting by nonemployees such as
volunteers, students, and faculty
from outside institutions. Nonem-
ployee errors can put a facility in jeop-
ardy and can be viewed as a liability.

Regarding cosigning medical chart
entries by dietetic interns, students,
or other individuals who may not pos-
sess appropriate credentials or be
privileged by the facility, it is also
important to be aware of the details of
the facility’s contracts with third-
party payers. Contracts may specify
the qualifications of the person who
must provide the nutrition care. In-
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surers may require that the nutrition
care is both provided and documented
only by the individual with the qual-
ifications specified in the contract. In
these cases, cosignature for services
provided and documented by an in-
tern or student would not be adequate
to receive payment.

How Should a Registration-Eligible—
Employee Sign His or Her Name on the
Chart?

The term registration-eligible applies
only to individuals who have received
from the Commission on Dietetics
Registration a confirmation that they
can take the exam. New graduates
who have not received this confirma-
tion are not considered registration-
eligible. There is no official professional
credential for individuals (outside of
the DTR) who have not yet taken the
dietetics registration exam. There-
fore, non-RDs should use a title that
accurately reflects their position in
the facility and is not misleading. The
Commission on Dietetics Registration
advises that acronyms such as RDE
{used to indicate registered dietitian
eligible), which have the appearance
of professional credentials and are po-
tentially deceptive and confusing to
the public, should not be used.

How Do | Determine Whether a Practice Is
Allowed in My Facility? Or when RDs
Must Cosign Clinical Notes? Or How
Registration-Eligible Employees Should
Sign Their Names at My Facility?

First, every clinical nutrition man-
ager should review and know the fa-
cility’s policies and procedures, the
state’s facility licensing and occupa-
tional regulations, and the federal
regulations for the kind of facility in
which he or she works. If uncertain as
to how to find or interpret any of this
information, a manager should con-
sider a health care facility adiminis-
trator as a good first contact.

If the issue is related to charting,
the clinical nutrition manager should
speak with the manager of medical
records. If it’s related to other tasks,

it is advisable that the dietitian meet
with the individual(s) responsible for
risk management, quality manage-
ment, or regulatory compliance, but
only after the regulations and policies
have been reviewed and understood.

Another resource is the ADA’s
Scope of Dietetics Practice Frame-
work along with supporting materials
on the ADA member-only Web site,
under a subnavigation tab called
“Practice.” The Practice tab is located
on the left side of the home page and
leads to the Scope of Dietetics Prac-
tice Framework and related materi-
als mentioned in this article (3). Ad-
ditional information can also be found
under the “Advocacy and the Profes-
sion” tab.
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