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The January 2010 issue of Perspectives published the revised interim staffing effectiveness requirements for hospital and long term care programs.  The new interim requirements are effective July 1 of this year.  While it is disappointing that they replaced the unpopular (and labor intensive) PI.04.01.01 with a set of interim standards that will be revised again, perhaps later this year, the new set of standards should not necessarily require more effort from what your are currently doing to demonstrate compliance.  The new requirements specify that you analyze the adequacy of staffing when you are investigating undesirable quality or safety issues or trends.  In addition, you are required to report the results of this analysis once a year to leaders and  include in this annual report a summary of the actions you implemented to resolve any identified issues.  

We would suggest you look internally to see where you are already analyzing staffing in relation to performance, root-cause-analysis (RCA) and failure modes effects analysis (FMEA) (also known as prospective risk analysis) being two examples.  When conducting RCA you are already looking at the staff involved, their competency, training, and oversight, etc.  Similarly, staff issues are a key process for most FMEAs and are already documented for most hospitals.  If you pulled together and analyzed the results once a year from that aspect of the RCAs and the FMEA and sent it to leadership for their review/direction/action plan, the hospital should be technically compliant with the new standards.   Be sure you place this report on a leadership agenda for review and discussion and be able to point the surveyors to this activity during the onsite survey.    In short, take credit for what you are doing, document it and declare victory on the revised requirements.  More changes are on the way.
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The Joint Commission recently announced an improvement to their agenda process for organizations undergoing an onsite survey.  In particular, they announced that they won’t be sending you one!   Instead you and the survey team will create one at the start of the survey.  This is going to be a big change for some surveyors who have grown comfortable with the formulated agenda they print off prior to showing up onsite.  Until more experience with this new process comes to light, we recommend that you facilitate a smooth process by drafting an agenda that meets your organizational needs.  If you still have it, start with the agenda from your last survey, the survey activities have not drastically changed.  Decide when some of the group activities are best scheduled  to  facilitate attendance from key personnel.  For example, if you want good medical staff attendance at an event, place it at the time of day when you will get most of the staff in-house.  Leadership is another event that can be place on the schedule to fit availability of governing board members and senior executives.
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In mid-December CMS issued an 18 page Survey and Certification memorandum that clarifies and adds new requirements for anesthesia services in Medicare-certified hospitals.  The document may be accessed at http://www.asahq.org/Washington/12-11-09%20RevisedANHospitalInterpretiveGuidelines.pdf  Given the Joint Commission’s requirement to mirror CMS regulation, we should anticipate that TJC surveyors may pick up on these expectations in hospital surveys. (Note: the new rules do not apply to Medicare-certified critical access hospitals or ambulatory surgery centers.)

The new rules make explicit a requirement for there to be a single anesthesia service or department that is responsible for developing policies and procedures for all anesthesia services including sedation and analgesia. This department shall also determine the minimum qualifications for each practitioner permitted to provide anesthesia services of all forms in all locations within the hospital.  Further, the medical staff bylaws or rules and regulations must include criteria for granting anesthesia clinical privileges.

Additionally, the preanesthesia or presedation evaluation must now be performed within (or inside) 48 hours prior to surgery and it has been defined that the first dose of anesthesia or sedation marks the end of the 48 hour period.  The minimum elements of the preanesthesia or presedation evaluation have grown in number to make explicit what has long been implied:

· A review of the medical history including anesthesia, drug and allergy history;

· An interview and examination of the patient;

· A notation of anesthesia risk (e.g., ASA score);

· Identification of potential anesthesia problems that may cause complications or contraindications to the planned procedure (e.g., difficult airway, ongoing infection, limited intravascular access);

· Development of a plan for anesthesia including the type of medications for induction, a plan for maintenance and post-operative care, and discussion of risks and benefits of anesthesia.

Finally, CMS has pinpointed the earliest point in the patient’s recovery that the post-anesthesia evaluation within/inside 48 hours may occur.  Back in 2007, CMS made the subtle change in this regulation to remove the word “inpatient” from the requirement for a postanesthesia recovery evaluation – having the effect of requiring a postanesthesia evaluation for all patients – inpatient and outpatient.  The performance of a postanesthesia evaluation/note has never been particularly problematic for the inpatient and extending this practice to the outpatient did not seem to be a problem initially as anesthesia personnel simply conducted the evaluation as they moved the patient from the procedure suite to the recovery room and handed the patient off to PACU staff.  However, early in 2008 CMS began to instruct surveyors to cite hospitals if the evaluation was documented prior to the patient actually recovering from anesthesia.  In essence, CMS was citing anesthesia personnel for making a premature postanesthesia evaluation, and in some cases, bordered on citing the more serious charge of fabrication of clinical documentation. In the December 2009 S&C memo, CMS stipulated the following:

· The postanesthesia evaluation must be completed and documented within/inside 48 hours of any surgery involving general, regional, or monitored anesthesia (note: this rule does not apply to moderate sedation cases) in both inpatient and outpatient settings;

· The evaluation must be completed by someone qualified to administer anesthesia (i.e., not an RN);

· The 48 hour period begins when the patient is moved into the designated recovery area;

· The evaluation cannot begin immediately upon arrival to the designated recovery area and cannot occur until after the patient has sufficiently recovered from the effects of anesthesia so as to participate in the evaluation (e.g., answer questions and perform tasks such as moving extremities, etc.);

· For outpatients, the evaluation must be completed prior to discharge even if there is time left on the 48 hour clock.

These last two points will likely pose a logistical challenge to any anesthesia service as it would seem the only way to accomplish the evaluation within the time frame that begins with having a “sufficiently recovered patient” and ending “prior to discharge” is to have someone from anesthesia assigned to float within the recovery area.  

Furthermore, the elements of an adequate post-anesthesia evaluation should be clearly documented and conform to current standards of anesthesia care, including: 
· Respiratory function, including respiratory rate, airway patency, and oxygen saturation; 

· Cardiovascular function, including pulse rate and blood pressure; 

· Mental status; 

· Temperature; 

· Pain; 

· Nausea and vomiting; and 

· Postoperative hydration. 

One of our Continuous Accreditation Support clients has devised this simple statement to include on forms or computer screens used to document the postanesthesia evaluation:

"POST ANESTHESIA EVALUATION"
Patient is stable postoperatively and has adequately recovered from anesthesia as described below unless otherwise noted. Patient is determined to have stable airway patency and respiratory function including respiratory rate and oxygen saturation. Patient has a stable heart rate, blood pressure and adequate hydration. Patient's mental status is acceptable. Patient's temperature is appropriate. Pain and nausea are adequately controlled. Refer to nursing notes for vital signs.
Notes:__________________________________________________________________
________________________________________________________________________
________________________________________________________________________
Signature_____________________________________   Date/Time_________________
It would be important that vital signs (via timed nursing notes) be in the record prior to the anesthesia personnel signing and timing this statement so it would be clear to anyone that the anesthesia personnel’s note/conclusion is based on objective vital sign data in the nursing notes.  
This may not be the last word on this subject. The American Society of Anesthesia (ASA) has posted a pointed critique of these new rules on their website (http://www.asahq.org/news/asanews011810.htm) that raises numerous practical and substantial concerns with the new regulations.  Stay tuned!

One of the greatest eye openers and greatest resources you have in maintaining continual compliance is conducting regular mock tracers.  Tracers activity can bog down in any organization for several reasons, not the least of which is staff  becoming overwhelmed and lost trying to assimilate the 1900 EPs in the hospital manual.  Conversely, some staff gain comfort in surveying the same limited set of things over and over.  One of the tools requested frequently by CAS customers is a simple tracer tool that focuses on those issues of greatest importance.  While all the standards are important and can all be scored onsite, the Joint Commission’s scoring history demonstrates that certain of the standards ARE FAR MORE LIKELY TO BE ASSESSED AND SCORED than others.   We suggest that the tracer teams focus their effort on three issues:
1. The National Patient Safety Goals – these are always reviewed, they are the Joint Commission’s published priorities and they are a subject of much surveyor training.

2.  The Top 25 Scored standards – in past years the Joint Commission published the Top 10 scored standards.  This was in the day when the average hospital received 4 or 5 RFIs.  Last year, the average number of RFIs jumped to 12.5 standards scored out.  This breaks down to 4.1 Direct Impact and 8.4 Indirect Impact.    With the increase in the number of standards scored out of compliance, the Joint Commission began publishing the Top 25 scored standards.  .  

3. Issues that can lead to an Immediate Threat to Life Decision (ITL) – Some of these issues are not seen often, certainly not Top 25, but if seen once in your organization they can lead to disastrous results.  

Attached to this newsletter is a simple one page tracer tool that combines all three of the key focus areas, the NSPGs, the Top 25 scored standards and some of the ITL issues seen by surveyors.  The tool offers the tracer staff a quick reference to provide focus.  The tool is set up in three columns. The first column contains the NPSGs.  The third column is set up in the logical order of a patient tracer, particularly a tracer involving an invasive procedure.  Some of the NPSGs and the UP are contained here.  In this column you really do expect to see each of the bulleted expectations in each patient record.  Finally, the middle column contains a mix of top scored standards, some orphan issues as well as an environmental check list to be used when doing the tour of the unit.  

On our website, we have a number of additional tools that offer more detail or different views or focus areas.  This tool is frequently used by staff pretty familiar with the standards and is used to provide a fluid but thorough patient tracer.  See our CAS secure page for more tools; each tool has been updated for the 2010 release of the standards.

We have long understood that performance monitoring of any process that requires staff to perform in a certain manner without requiring documentation of the event in the medical record often presents a dilemma for the PI professional because we must rely on direct observation of staff performance in order to score their compliance.  By its very nature, direct observation as a PI monitoring technique is highly subject to the “Hawthorne Effect” where staff may fool you into thinking all is well when in fact they only raise their level of performance for the particular task because they know you are watching them.  

Many of Joint Commission’s National Patient Safety Goals and Standards carry this vulnerability.  For instance, direct observation is the customary method of monitoring the use of two identifiers prior to medication administration or meal tray pass, read-back of telephone orders or critical results, hand-off at shift report, hand hygiene, or even the rigor with which the time-out occurs prior to surgical incision. 

Another complicating factor is the failure to “spread” a particular performance-related policy or process hospital-wide.  Often, with good intentions, we inadvertently design a policy or process to fit a major-user department without making adequate concessions for how the process might need to work differently in a smaller department. So staff in the smaller department develops work-arounds or short-cuts to account for the misfit elements of the policy that they deploy each day but may be tempted to mask from you when they know you are there to monitor their performance.

When faced with this monitoring dilemma it may prove fruitful to augment the direct observation PI method with a focus-group technique.  In this approach you periodically gather a group of like-staff together in a non-punitive/no questions asked session and begin by briefly reviewing the policy in question, and then ask them open-ended questions such as: When might you not follow the policy?  What variables (time of day, day of week, the type of patient, the type of medication, etc.) cause minor or major variation in how the process works in real life? What gets in the way of flawless performance of this policy?  What work-arounds have crept into the process? What is your chief complaint about this policy?  Is your having too little time ever a reason to think about employing a work-around?  Is this “right thing to do” indeed the “easiest thing to do” or is a short-cut the easier thing to do?

 As you consider and aggregate the responses you receive from staff think of ways to introduce forcing functions to make the process more fool-proof, less variable, and more consistently safe.  Employing the focus-group method as an additional tool in your PI quiver will likely improve reliability and flawless implementation of performance-related processes in your organization.
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