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As we begin a new year it is a good time to think of all the responsibilities outlined in the standards for an end of year report, summary evaluation, critique or plan. This is not the evaluations that are done on a patient specific basis or employee specific basis, but rather the plans that should be documented and submitted to an oversight committee, leadership or governance. We recommend that our readers contact the appropriate department heads or responsible individuals if you have not yet received the required documentation. It is also important to remember that existing written plans should be updated and changed based on new information, changing conditions and the critique of last year’s plan. 

ENVIRONMENT OF CARE:

There should be a minimum of 5 written plans for the EOC chapter or one comprehensive plan with at least 5 major content areas. This is somewhat different from the long held belief that there should be 7 plans for EOC, however in essence the same 7 plans should still exist. Remember the emergency operations plan was moved to its own chapter in 2009 and the Joint Commission now permits a safety and a security plan to be combined. The 5 plans for the EOC chapter include safety and security, hazardous materials and waste, fire safety, medical equipment and utilities plans. The requirement for these plans is detailed in EC.01.01.01. Standard EC.04.01.01, EP 15 then calls for each of these plans to have an evaluation every 12 months. Ideally you should establish a timeline for the evaluation to be performed by a set date, and the revised plans to be modified within X days of that evaluation being discussed and approved by your committee. If you use a calendar year instead of a fiscal reporting year you might want to complete your critiques by February and your revised plans by April of each year. Another important aspect of the evaluation is detailed in EC.04.01.05 calling for the hospital to take action on the identified opportunities and to then re-evaluate changes made to determine if the change resolved the problem. This is your classic PDCA cycle. The EOC committee should receive a report detailing these performance improvement results. At a minimum those things you changed in 2009, based on your 2008 evaluation should be re-evaluated in 2010 to determine if the changes you made worked effectively. Hospitals can of course choose to conduct and document these re-evaluations sooner.  Also, please note that standard EC.04.01.01 describes all of the issues and data that should be examined as you prepare for your review of plans. EP 12 and 13 also reference one mandatory technique for evaluation and that is the EOC tours conducted in patient care areas at least every 6 months and in non patient care areas at least once each year. Deficiencies identified during these EOC tours should be factored into the plans. 
EMERGENCY MANAGEMENT:

There should be an emergency operations plan, or EOP. This planning document should be designed to address the likely hazards identified in the hospitals hazard vulnerability analysis or HVA. Standard EM.03.01.01 then calls for at least an annual review of the HVA, the EOP and a review of the inventory of emergency assets. Standard EM.03.01.03 then details in 17 elements of performance the issues that should be evaluated in the review of the EOP. Much like the EOC plans above the Joint Commission calls for the classic PDCA process in EP’s 15, 16 and 17 with the opportunities for improvement being acted upon, the EOP being changed based on these opportunities for improvement and the actions taken being re-evaluated in the next review.
INFECTION CONTROL:

Standard IC.03.01.01, EP 6 calls for an infection control plan on at least an annual basis or as conditions change. The infection control standards detail the content requirements for this plan, but it is important to remember that these details are constructed much like a building, on top of a foundation and the foundation is the infection control risk assessment. Adequate time and attention must be given to compiling a thorough and up to date infection control risk assessment. This prioritized risk assessment must be updated on an annual or as conditions change basis too. 

INFORMATION MANAGEMENT:

Standard IM.01.01.03, EP 1 calls for a written plan for managing interruptions to its information processes, be they paper, electronic or mixed. EP’s 2-4 then details the minimum content requirements for the written plan. EP 5 calls for a test of the plan for effectiveness. 
LEADERSHIP:

Standard LD.03.01.01 calls for the leaders to periodically evaluate the culture of safety using valid and reliable tools. Unfortunately TJC has not defined the term periodically. We suggest doing this on an annual basis and incorporating your oversight to the annual schedule of required evaluations and reports. You can of course use a less frequent interval, however if there are data that are not satisfactory, or if there is a significant change that has not been re-evaluated and acted on, you are vulnerable to being second guessed for not re-evaluating sooner since you made changes. 

LD.04.03.11, EP7 requires that the measurement results of patient flow processes be reported to leaders. EP 5 outlines the list of measures to consider at a minimum.  While it is appropriate to have a performance improvement team or committee managing the data, there should be a report that gets to senior leaders and we suggest doing that on an annual basis. 

LD.04.04.05, EP13 calls for a report to governance at least once a year summarizing all system and process failures. This report should include data about the number and type of sentinel events, whether or not patients or families were informed about the sentinel event, what actions have been taken either proactively or in response to an actual occurrence. 
MEDICATION MANAGEMENT:

Standard MM.01.01.03, EP 5 calls for a report of losses and abuses of controlled substances to the pharmacy director and “as appropriate” to the CEO. The term “as appropriate” is not defined but we can assume that each missing dose does not have to be reported to the hospital CEO. We can apply a significance threshold to the reporting process for the CEO. Another approach is to prepare a summary report for the CEO detailing numerically what is unaccounted for and what steps have been taken. We suggest not preparing a separate report on controlled substance losses, but rather to include a paragraph or two about controlled substance losses into a more comprehensive evaluation of the MM process as described in MM.08.01.01

MM.08.01.01 does not mandate a written report however we suggest that accredited organizations consider preparing an annual report using the 8 elements of performance as content headers in the report. Too often we see flaws in the medication management system identified by Joint Commission, and then additional RFI’s in MM.08 because there has not been a formal evaluation of the medication management process. The findings from surveyors sometimes refer to unsuccessful searches for minutes, searches for documentation to prove an evaluation has been done. It is actually easier and protective of secondary RFI’s to prepare a written evaluation for this standard. Remember a written report is optional, however the evaluation that includes the criteria detailed in the 8 elements of performance are not optional. It is safer to write up a few pages of formal evaluation in a written report than to try and find minutes or a study where the issue was explored. 
NPSG:

Safety goal 2 calls for an evaluation of the timeliness of reporting critical results of tests and diagnostic procedures. Many times surveyors will ask to see this evaluation either during initial document review or during a special issue resolution period after conducting tracers. A written evaluation should be available and we caution our readers to make sure that the evaluation documents that you are meeting your goals. Some organizations document that they continue to fail in meeting turnaround times for reaching physicians, but don’t have the documentation of additional actions taken to correct the problem. 

The new portions of safety goal 7 that took effect in 2010 call for 3 additional risk assessments. These should include a risk assessment for MDRO, CLBSI and surgical site infections. Additionally EP 5 of NPSG.07.03.01 calls for and evaluation of the educational program provided to staff and licensed independent practitioners. Hospitals may find it easier to include this evaluation in their annual review of the infection control plan rather than creating a separate evaluation for this one issue. 
PERFORMANCE IMPROVEMENT:

PI.01.01.01 requires that an organization evaluate its fall reduction program including the assessment process, interventions and education. Remember that this evaluation is not just data, but rather data that is combined with an analysis that details satisfaction with the data, goals or changes planned based on the data. 

PI.04.01.01, EP 14 was discussed in the PHC January Newsletter; this is the written report and analysis of staffing effectiveness. As we suggested last month, don’t make this one more report, but rather, by including a discussion of staffing in the root cause analysis or proactive risk assessment (what we used to call FMEA) processes and the summary reports you create will at the same time be meet LD.04.04.05. EP 10 of this PI standard that calls for an annual report to leaders on the status of sentinel events and actions taken to resolve problems. Again, this content from an RCA or PRA fits nicely with the report already being prepared for LD.04.04.05. 

PROVISION OF CARE:

PC.01.01.01, EP 4 identifies one of the more frequently overlooked written plans. The EP calls for a written plan to define care, treatment and services or a referral process for individuals with emotional illness, alcoholism or substance abuse disorders. 

[image: image2.png]
If you look in your 2008 CAMH under EC.5.40, EP 12 you will note that it required all portable fire extinguishers to be inspected at least monthly. The 2009 rewrite after the standards improvement initiative modified this requirement, adding a sentence to state that “completion dates of inspections are documented”. This subtle change is actually more consistent with the requirements of NFPA. However the Joint Commission included 3 notes to help explain the element of performance and note 1 stated: “There are many ways to document the inspections, such as using bar coding equipment, using check marks on a tag or using an inventory”. It has been a common practice to document inspections using a check mark next to a month on a tag, without a specific date. In late 2009 we saw some survey reports where RFI’s were issued for failure to include a specific date documenting when the fire extinguisher had its monthly check. One organization sought help clarifying this RFI and the RFI was removed by Joint Commission based on the conflicting detail requirement in the EP and in note 1. We have reviewed materials used to train the surveyor workforce for 2010 and the Joint Commission has instructed its surveyors to look for month, day and year as well as the inspector’s initials on portable fire extinguisher tags. While it would be nice to see an FAQ from the Joint Commission explaining this evolving requirement it is our advice to make sure your process meets the more detailed expectation including a date the fire extinguisher is checked. 
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The Word table attached to this newsletter has been prepared as a checklist and tracking tool to help you keep up to date with required reports. You can use it as is or modify it as needed to meet your needs, this is also saved on our secure CAS page on our website for future reference. 

EVOLVING REQUIREMENTS FOR CHECKING FIRE EXTINGUISHERS


 





Annual reports, written plans, risk assessments and evaluations


 








Summary Table of Reports, Evaluations, Written Plans and Risk Assessments
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