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ADVANCED ORTHOPAEDIC 
CERTIFICATION PROGRAM 
STANDARDS FAQS 
 

   
 
 
Advanced Orthopaedic Certification is available to AAAHC-accredited organizations that perform 
total joint replacements and/or spine procedures. The AAAHC Certification program demonstrates 
compliance with higher level quality expectations designed by experts in the field of orthopaedics. 
It is important for facilities seeking advanced certification in orthopaedic procedures to create a 
robust plan and follow specific steps to ensure compliance with the requirements and avoid 
jeopardizing a successful outcome. 
 
AAAHC prepared these Frequently Asked Questions to support clients who seek a higher level of 
recognition. 
 
ADM Administration 

Question Response 
1. Is the Certified 

Perioperative Nurse 
(CNOR) certification an 
acceptable certification 
for an RN? 

The CNOR does not fulfill the intent of the Standard. The certification 
must be specific to the specialty orthopaedic/neuroscience nursing. If 
you perform total joint procedures, the orthopedic nursing 
certifications ONC, ONC-P, or ONC-A are acceptable. If you 
specialize in spine, then ONC, ONC-P, ONC-A, or CNRN certification 
is acceptable. 

2. What 
training/proficiency is 
required? 

Competence and proficiency are determined by training and level of 
licensure. Similar to the assessment in AAAHC Accreditation 
Standards, a surveyor will review the job description and job 
requirements for the level of care and ascertain if the staff is 
competent to perform their job duties based on requirements for 
training and licensure. The appropriate training is to be determined by 
the organization dependent upon the level of complexity of the 
procedures a provider performs. 

3. Who does the training 
analysis, and what is 
the criteria? 

The organization does the Training Needs Analysis (TNA). A TNA 
provides a systematic approach to learning and development. The 
focus of the TNA is on specialty care providers’ learning needs. A 
completed TNA and an action plan from the last TNA are used to 
evidence compliance with this Standard. A meaningful analysis 
identifies gaps based on outcomes data, technology adoption, 
staffing changes, or regulatory updates. It is forward-looking and 
informs the annual training plan rather than serving as a retrospective 
checklist. 
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Question Response 
4. What type of 

continuing education is 
required for physicians 
and is this applicable to 
non-physician Core 
Leaders? 

Physicians are required to have CME Category 1 education and 
CEUs are required for non-physician Core Leaders. 

5. How does AAAHC 
interpret “appropriately 
qualified” when staff 
are cross trained 
across multiple surgical 
services? 

AAAHC recognizes cross training as a practical staffing model in 
multispecialty environments. Compliance is demonstrated when the 
organization can show that staff assigned to the orthopaedic specialty 
possess role-appropriate licensure, targeted specialty orientation, and 
documented competency specific to orthopaedic care—regardless of 
whether they support other services. 

6. How does AAAHC 
evaluate whether 
staffing levels are 
“sufficient” for the 
specialty service? 

Surveyors assess staffing sufficiency through coverage rosters, 
staffing evaluations, and evidence that skill mix and coverage align 
with procedural volume, acuity, and scope of services. Biennial 
staffing evaluations and documented improvements are key 
indicators of compliance. 

7. When specialty 
experience is limited, 
what level of mentoring 
and oversight is 
expected? 

Mentoring must be structured, time-limited, and competency-based. 
Documentation should reflect how proficiency is assessed, who 
evaluates performance, and how readiness for independent practice 
is determined. Informal shadowing alone does not meet intent. 

 
ASG Anesthesia and Surgery 

Question Response 

1. What level of oversight 
is expected once a 
new 
intervention/technology 
is approved? 

Oversight is ongoing and in accordance with the new 
intervention/technology risk assessment. Organizations should 
demonstrate post-implementation monitoring, including outcome 
review, complication tracking, and reassessment of provider 
competency during early adoption phases. 
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Question Response 
2. How should physician 

training criteria be 
determined for new 
procedures? 

Training criteria for new procedures should be determined through a 
structured, evidence-based approach that prioritizes patient safety 
and clinical competency. Criteria must be procedure-specific and 
reflect clinical complexity, rather than relying solely on vendor-
provided training. Acceptable methods may include proctoring, 
simulation, documented case experience, or peer validation, as 
approved by the medical director. Physician training should align with 
manufacturer instructions for use and current practice guidelines. 
Consider minimum case volumes and complexity when setting 
requirements for initial privileges—such as direct and indirect 
proctoring—and for ongoing maintenance, if applicable. 

Additionally, new techniques and technologies should be 
incorporated into privilege criteria and peer review processes to 
ensure continuous competency. 

3. How does AAAHC view 
emerging technologies 
that fall outside 
traditional Food and 
Drug Administration 
(FDA) approval 
pathways? 

When traditional FDA pathways are not available, organizations 
remain responsible for ensuring patient safety through evidence-
based justification. This includes documenting the clinical rationale, 
reviewing supporting data, and implementing safeguards that uphold 
quality and protect patients throughout the adoption process. 

 
CMC Care Management and Coordination 

Question Response 
1. Does a specialty 

surgeon have to be 
listed on call 24/7? 
Can this be an 
anesthesiologist, 
physician assistant, or 
another physician? 

Yes. A specialty physician of the same orthopaedic specialty or within 
the AOC program must be on call. If on vacation, another surgeon 
may be responsible for taking the calls of that surgeon. Another 
clinician may triage calls, but a physician of the same orthopaedic 
specialty or within the AOC program must be available. 

2. What if the surgeon is 
not board eligible or 
board certified? 

Specialty surgeons are required to be board certified or board eligible. 
Board eligibility may be for four or five years, depending on the 
certification. 

3. What if the patient 
does not have a 
support person 
participating in their 
care? 

The clinical record should reflect that the patient was asked about 
support person involvement and declined. 



AAAHC Advanced Orthopaedics Certification Program Standards FAQs 
Page 4 

 
Improving health care quality through accreditation 

 
3 Parkway North, Suite 201, Deerfield, IL 60015 | 847.853.6060 | info@aaahc.org 

 

Question Response 
4. Being an ASC, we do 

not have care plans. Is 
this Standard 
applicable? 

Yes. The intent of this Standard is to focus on the plan of care 
throughout the continuum of care. Multidisciplinary input can be 
reflected by assessments, referrals, and documentation in the clinical 
record. 

5. If follow-up is 
successful at 24 
hours, are additional 
follow-ups required? 

Yes. All attempts as listed in Standard CMC.530.40.1 should be 
documented. The 90-day post-operative period following major 
procedures is a crucial time to ensure effective management of 
patient’s recovery from device implant surgery. According to the CDC, 
surgical site infections (SSI) can be acquired within 30 days of 
surgery. Further, deep incisional infections may occur within 30-90 
days after an operative procedure. Based on a study published in 
Clinical Microbiology Reviews, 90% of prosthetic joint infections took 
place within 90 days post-operative. 

Further, reasons for aseptic failure require an immediate and specific 
approach. Some reasons include malposition of the implant, 
dislocation of the implant, loosening at the bone-cement interface, 
materials fatigue, etc. 

In addition to monitoring and managing early complications, it should 
be noted that patient outcomes within this period have an impact on 
reimbursement from insurance providers and CMS. Per CDC/NHSN 
definitions, SSIs are monitored for 30 or 90 days after the index 
procedure, depending on the procedure type and depth of infection, 
and many joint replacement payment models similarly define a 90-day 
episode of care for outcomes and reimbursement. The CDC SSI 
definition and surveillance period can be referenced at 
www.cdc.gov/nhsn/pdfs/pscmanual/9pscssicurrent.pdf 

6. What are methods of 
community 
engagement? 

Community engagement starts with understanding the community and 
this can be achieved through partnerships with community centers, 
outreach programs, or local activities set up by the organization. 
Activities may include: 
• Publishing orthopaedic-related articles in newsletters, mailings, 

and newspapers 
• Participation in health fairs 
• Speaker forums, such as presentations at community centers, 

senior centers, school assemblies, church groups, and workplace 
sites 

• Sponsoring events in the community that promote health and 
wellness related to orthopaedic conditions 
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Question Response 
7. How does AAAHC 

view exceptions to 
established pre-
screening exclusion 
criteria? 

Exceptions are permitted when clinically justified, but must be 
deliberate, documented, and supported by approval from two 
physicians. The rationale should demonstrate thoughtful risk 
assessment rather than routine deviation. 

 
CPV Credentialing and Privileging 

Question Response 
1. Does initial 

appointment apply to 
post-residency or 
post-fellowship 

Training cases do not count. The surgeon must have worked on their 
own without supervision for the case to count. 

2. Does physician 
training and/or 
fellowship count as 
required proctoring? 

No physician training and/or fellowship is not included as proctoring. 

3. What documentation 
serves as evidence to 
support the proctoring 
of ortho cases? 

A list of proctored cases with the name of the surgeon proctoring 
evidenced in the credentialing file available at the time of survey. 

4. How does AAAHC 
evaluate whether 
specialty-specific 
privileging criteria are 
sufficiently objective? 

When traditional FDA pathways are not available, organizations 
remain responsible for ensuring patient safety through evidence-based 
justification. This includes documenting the clinical rationale, reviewing 
supporting data, and implementing safeguards that uphold quality and 
protect patients throughout the adoption process. 

5. Does initial 
appointment apply to 
post-residency or 
post-fellowship? 

Training cases do not count. The surgeon must have worked on their 
own without supervision for the case to count. 

6. What distinguishes 
peer review that 
supports privileging 
from routine case 
review? 

Peer review supporting privileging is evaluative, comparative, and 
documented. It assesses performance against defined criteria 
(approved by the Governing Body) and directly informs privileging 
actions, rather than serving as informal discussion or quality 
surveillance alone. 
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EMG Emergency Management 

Question Response 
1. What is the intent for 

educating patients and 
support persons on 
clinical deterioration? 

This Standard requires that both the patient and support person is 
educated on how to recognize and manage clinical deterioration while 
they are in your ASC and when they return home. 

For example, in the ASC, if the patient’s foot starts to tingle, press the 
assistance button. When they are discharged, if they experience signs 
of infection such as fever, nausea, or hot incision site, who do they 
call? 

 
GOV Governance 

Question Response 
1. Who are Core 

Leaders and what is 
their role? 

The Core Leaders are designated by the governing body and include 
a minimum of two individuals: a medical director and a clinical 
resource person. If the medical director is not an orthopaedic or 
neurosurgeon, then an orthopaedic or neurosurgeon must be 
appointed as a physician champion for the program and be part of the 
core team to ensure that specialty care is delivered according to the 
AAAHC Advanced Orthopaedic Certification Standards. 

The Core Leaders are involved in the development and review of 
specialty policies. They act as a resource for staff, providers, and 
patients. Additionally, they participate in the review of the specialty 
program, which extends to quality improvement activities and 
consumer and community engagement. 

2. What distinguishes 
effective Core Leader 
engagement from 
nominal designation? 

Effective engagement is reflected in participation, decision-making, 
and follow-through. AAAHC evaluates evidence of influence, not just 
titles. 
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Question Response 
3. How is target 

population defined? 
Understanding community health needs is critical to the planning and 
delivery of health care to populations. There are three components to 
a community health needs assessment:  
1) condition/disease incidence and prevalence 
2) effectiveness and cost effectiveness, and  
3) existing services 

Epidemiology is one way to identify target population by looking at the 
occurrence of disease in terms of time, place, and person. A locality-
based needs assessment means the organization has a greater 
advantage through local knowledge and contact with local health 
authorities. National census data on disease prevalence is another 
method of collecting data to support a needs assessment. 

4. What are strategic 
partnerships? 

Strategic partnerships have the capacity to bridge gaps in care and 
deliver positive impacts on patient outcomes. Strategic partners build 
improvement capability and form a community that works together to 
advance patient outcomes, for example, physical therapy. If an 
organization does not employ physical therapy, this is considered a 
gap and contracts or partnerships with physical therapy centers may 
be required to assure optimal levels of care are provided to the 
patient. 

This partnership is evaluated at least once within the certification cycle 
to ensure patient satisfaction and quality of care. 

5. What should be 
included in 
documentation of 
strategic 
partnerships? 

Evidence of compliance with strategic partners may be evidenced 
through documentation, for example a list of strategic partners, 
completed evaluations, memorandums, or, minutes from meetings. 

 
QUA Quality 

Question Response 
1. How many quality 

improvement (QI) 
studies per year are 
required? 

The organization must perform at least one QI study per year 
focusing on orthopaedic patient outcomes. 
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Question Response 
2. What is the best 

registry to participate 
in? 

ASCs must complete their due diligence in the search for a registry 
that best meets their needs. Points to consider when engaging in a 
registry: 

• Are they a specialty registry (specific to spine/total joints)? 
• Do they provide national benchmarking of ASCs (not just 

physicians)? 
• Do you receive access to your data? 
• Do they collect patient-reported outcomes? 

3. How does AAAHC 
distinguish meaningful 
quality improvement 
from data collection 
alone? 

Meaningful QI demonstrates analysis, intervention, and 
reassessment. Data without action, or action without outcome 
evaluation, does not meet the spirit of continuous improvement. 

 


