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The Joint Commission has announced, with significant enthusiasm and support of many healthcare leadership groups, the approval of the long awaited MS.1.20, now MS.01.01.01. Regardless of perceived value and the time and energy required to become compliant, hospitals are left with a relatively short deadline to accomplish their necessary revisions to medical staff documents. As we have advised in the past surveyors focus on those issues that are new and this will undoubtedly be a focus of surveyor training as we get closer to the implementation date of March 31, 2011. There is also a surveyor comfort zone in objective analysis, and come April 2011 it will be relatively easy to determine if you have made the required changes or not. Therefore our advice is for hospitals to start now. April 2011 may seem like a long way off today, but given the steps involved in changing bylaws and obtaining Board approvals, next April will be upon us very soon. 

Step 1 is to perform your own gap analysis. An excel Gap Analysis Tool is attached to the newsletter containing the proposed MS.01.01.01 EPs for your use.  This should be done element of performance, by element of performance to determine what is missing from either bylaws or rules/regulations or policies. The Joint Commission has very nicely highlighted those elements of performance that are new, however our advice is to double check all 36 elements of performance in this standard, as some may never have been covered by your medical staff documents. When this becomes an area of focus in 2011, long standing gaps may be noticed by your surveyors. The easiest way to conduct this gap analysis is to take the Joint Commission’s published standard and document in the margin exactly where you meet the requirement, what page or sections of existing documents provide your precise match to the requirement, and to create a list of what’s missing from bylaws, rules/regulations or policies. This gap analysis is also not something that should be assigned to the medical staff at large. This is best conducted as a staff analysis, conducted by a content expert at your hospital. This may be someone from the medical staff office, the quality department, or a staff attorney. Their identified gaps should be what is brought forward to the medical staff, along with proposed language to become compliant. If preferred this gap analysis can, of course, be performed by your consultant and we would be happy to assist in this regard. 

Element of performance 3 is likely to be the first identified gap. It is going to require you to develop two definitions, one for “basic steps” and one for “associated details”. The “basic steps” for elements of performance 12-36 must all be in the bylaws, while you may place the “associated details” for elements of performance 12-36 in other documents. This is an important design consideration because you may already have what could be considered “associated details” in your bylaws. You may want to consider moving these details to other documents, simplifying the bylaws and making the future revision process for these details somewhat easier. Remember that element of performance #2 states that amendments to the medical staff bylaws cannot be delegated. Therefore if you have content in bylaws, which can be considered associated details, you are unable to change these details except through a bylaws revision process. If these details had instead been in rules/regulations or policies, the change process would be simpler. 

Element of performance #8 is new and at most hospitals is not going to be a problem. It requires that the organized medical staff has the ability to adopt medical staff bylaws, rules/regulation and policy changes by recommending them to the governing body. Most bylaws clearly stipulate this already, however in some hospitals responsibility had been given to the MEC to perform this function, usurping the rights of the larger medical staff. 

Element of performance #9 is the “civility” EP. It applies only when the medical staff organization has authorized by delegation to the MEC the development of rules/regulations and policies. If your medical staff has not authorized this delegation, then you don’t need to do anything for this EP. However; if your medical staff organization has delegated authority to the MEC to change rules/regulations or policies, then there must be 2 way communication that a change is being proposed. If the medical staff proposes the change, then they must notify the MEC. If the MEC proposes the change in rules/regulations, then they must notify the medical staff organization prior to a vote. If the MEC simply makes a change in policy, it notifies the medical staff organization of the change once it has been approved. This notification process is also a good example of what might be a basic step and what might be an associated detail. The fact that notification will occur might be expressed in bylaws along with the method or how much notice will be provided, and the associated details about who, when, required response, etc might be in other medical staff documents. 

Element of performance #10 is likely to be a gap and require development of a policy to manage conflicts that might arise between the medical staff organization and the MEC relative to the development of rules/regulations or policies. In an organization where good will and cooperation exist between different leadership groups we don’t often think about the eventual need for conflict resolution processes. However this element of performance does require that this be considered and spelled out. There is also a curious sentence in this EP that nothing in the EP is intended to prevent a medical staff member from directly communicating with the governing body about a rule/regulation or policy change being proposed by the medical staff or MEC. This EP further states that the governing body gets to determine how it chooses to be notified by that medical staff member. In the end, this single EP is going to require the development of a conflict resolution process between MEC and medical staff, and this process should be written in rules/regulations or policies and then formal approval of the process by the governing body. You might want to review the leadership conflict resolution process posted with our website resources as a potential model for the process.  Lastly the governing body will need to identify how it wants to hear from lone medical staff members who which to comment on proposed rules/regulations and policies. 

Element of performance #11 is also new and likely to be an identified gap. This EP states that if you have authorized your MEC to propose changes to rules/regulations and policies, then you should also develop a process whereby the MEC can propose and “provisionally” approve these changes and the governing body can “provisionally” approve them. This expedited change process is envisioned to accommodate state or federal regulatory and licensing changes. In such cases of provisional approval, the medical staff must have the opportunity to retrospectively review and comment on the provisional change. If no conflict exists then the “provisional” change is final. If conflict does exist, then you have to implement the conflict resolution process we discussed for EP 10. Now, it should be remembered that nothing would have to be done for EP 10 or 11 if you have not delegated authority to the MEC to make such changes, however not authorizing this delegation may make the process for change too slow. The need to be able to react to environmental changes swiftly may necessitate designing an MEC delegation process and conflict resolution process in the end. 

The remaining elements of performance, 12-36 must all be described with at least the basic steps in medical staff bylaws. Only EP’s 17, 19, 24, and 25 are new, however in your gap analysis we strongly advise that you verify all of the other EP’s are currently addressed in your bylaws. Again, in your gap analysis you should list the precise page and section where each of these mandatory issues are addressed. Also be sure to qualitatively evaluate your language against the language of each EP. Too often we see obscure references that somewhat address the Joint Commission requirement, but the manner in which it is addressed is too obscure to meet the requirement precisely. 

EP 17 states that the medical staff bylaws must describe which members of the medical staff are eligible to vote. It is quite likely that your bylaws do have this spelled out, but do verify. 

EP 19 states that the bylaws should identify all officer positions for the medical staff. Again, although this was never clearly stipulated as needing to be in bylaws, in most organizations we find it already does reside in bylaws. 

EP 24 requires that the bylaws describe the process for amending the bylaws. Again, although this was never mandated by the Joint Commission, it is our experience that this is usually in bylaws documents already. 

EP 25 requires that the bylaws describe the process for amending medical staff rules/regulations and policies. This is an issue that often is not described in bylaws, but rather in those companion documents. Thinking back to your definition of basic steps, those basic steps will now need to be included in the bylaws. A good place to start on this is of course to look at the rules and regulations documents and summarize the basic steps that are already spelled out there and include those basic steps in the bylaws. 

After you complete your gap analysis the next very important step is to develop your project management plan and timeline. You need to identify who is going to do what, when they are going to complete it and all these actions conclude with Board approval prior to March 31, 2011. Some specific steps in the project management timeline will include:

1. XXXX will perform the gap analysis by May 31, 2010

2. XXXX will brief the medical staff and governing body on the anticipated process that must take place between now and March 31, 2011. 

3. XXXX will brief the medical staff on the issues relative to the role and authority of the MEC and ask them to develop a preferred approach, either delegation or no delegation. 

4. If the medical staff chooses to delegate authority to the MEC, then the conflict resolution process must be developed. 

5. If the medical staff chooses to delegate authority to the MEC, then the process for provisional adoption of amendments and medical staff review must be developed. 

6. XXXX will analyze the existing medical staff bylaws to determine the already approved method for revising the bylaws. The steps called for in the bylaws must be woven into the timeline and project plan and adjustments made accordingly to the anticipated timeline. 

7. XXXX will draft a starting definition for “basic steps” and “associated details”. 

8. XXXX will identify the content that must be added to the bylaws based on the gap analysis and present this information to the medical staff. 

9. XXXX will identify the associated details that currently reside in bylaws that can be moved to rules/regulations or policies making future refinement potentially easier. 

10. The medical staff shall discuss and consider if it wants to move any of the identified “associated details” out of bylaws and into other documents. 

11. A draft of the additions and potentially deletions to bylaws should be completed and presented to the medical staff for consideration and approval using the process defined in bylaws. 

12. A draft of the additions to the rules/regulations and policies should be presented to the medical staff for their consideration and approval process. 

13. The medical staff using its approved processes approves all the content changes and presents these changes to the governing body for their review and approval prior to March 31, 2011. 

When you first read MS.01.01.01 it may not seem like a major project to make these changes, but once you begin your gap analysis and project plan you will identify far more than these 13 steps. One other issue to consider is how to avoid more politically charged or controversial issues from being thrown into the mix. Once you start the process of revising the medical staff bylaws and other documents, it is likely that issues will arise that are far more unique to your hospital and far more controversial that could possibly derail the successful completion of this project prior to March 31, 2011. You may want to consider how to manage this process and keep the group focused on what must be added in order to be in compliance with the standards. If more controversial changes arise, you may want to consider a two phased approach, a focused and sort timeline phase on the mandatory changes and a longer timeline phase for the more local and controversial issues. If this risk of derailing the project exists at your hospital you may want to propose a two phased approach at the start. 
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The Joint Commission has posted its proposed changes to the medication reconciliation safety goal. The proposal looks simpler; and what was previously 4 standards or safety goals and potentially 4 RFI’s, is now changed to one standard with 5 elements of performance. We encourage our readers to send feedback to the Joint Commission for its field review. One issue that has us concerned is the Joint Commissions History Tracking Report and the use of the phrase: “Concept in current NSPG 08 is covered in the following standards and EP’s”. The phrase “is covered” is potentially concerning because it may mean that what was previously a very exacting requirement in the medication reconciliation safety goal, is now dropped from medication reconciliation, but now part of a more expansive interpretation of an existing standard. This could give the appearance of change, without actually leading to a simplification of the requirements. We encourage our readers to go slowly on discontinuing any portions of their existing medication reconciliation practices until the final goal is published and FAQ’s are revised to explain the requirements. 
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Reportedly CMS is reconsidering its requirement to have respiratory care orders written by a physician’s assistant countersigned by a licensed physician. Refinement of the requirement is being discussed for inclusion in 2011 Hospital Inpatient Prospective Payment regulations. Stay tuned for more details as this moves forward.  
MEDICATION RECONCILIATION


 





MS.01.01.01 APPROVED, TIME TO GET READY NOW
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