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We have spoken with a number of organizations and been to several that are getting caught short by a few subtle changes in the standards and day 1 documents. The Joint Commission did add a few new standards, most of which are part of their alignment with CMS conditions of participation, and they also added a few mandatory documents to the day 1 list. For the purposes of this newsletter we will not discuss those items that moved from NPSG to standards, where the requirement stayed the same. But we will review the standards that are new so that you can make sure you have the required documentation. 
EC.02.04.03, EP 14, A, D – For hospitals that use TJC for deemed status purposes: Qualified hospital staff inspect, test, and calibrate nuclear medicine equipment annually. The dates of these activities are documented. 

Chances are you have a radiation safety officer or physicist that does this, but make sure you have a report, dated within the last 12 months that fulfills this requirement. If you have an invoice for this service make sure it is clear that the service included inspecting, testing and calibrating. 

HR.01.01.01, EP 28, A – For hospitals that use TJC for deemed status purposes: A full time, part time, or consulting pharmacist develops, supervises, and coordinates all the activities of the pharmacy department or pharmacy services. 
This one sounds quite easy and it is. This is a new standard derived from the 1965 Medicare Act that every one of the customers we work with currently fulfills. No action should be needed by anyone. 
IC.01.01.01, EP 4, A, D – For hospitals that use TJC for deemed status purposes: The individual with clinical authority over the infection prevention and control program is responsible for the following: 

Developing policies governing the control of infections and communicable diseases. 

Implementing policies governing control of infections and communicable diseases.
Developing a system for identifying, reporting, investigating and controlling infections and communicable diseases. 
It is likely that your infection control practitioner does these, but note that this requirement has a D for documentation icon. Ask yourself what documentation can be provided to the Joint Commission that demonstrates your compliance. The easiest form of documentation would be a job description with these three bulleted requirements highlighted. Also remember that this is a bulleted A element of performance so you get no credit for meeting 2 out of 3. Another simple way to demonstrate compliance is to put these 3 bulleted requirements into the duties description of the infection control practitioner as described in your infection control plan document. 

IC.01.05.01, EP 7, A – The hospital has a method for communicating responsibilities about preventing and controlling infection to licensed independent practitioners and families. Information for visitors, patients and families includes hand and respiratory hygiene practices. NOTE: Information may be in different forms of media, such as posters or pamphlets. 
The new content here is the specific requirement to be sure to include hand and respiratory hygiene. It’s quite likely that if a surveyor interviews a family member they are not going to recall the advice that may have been provided orally, or even a pamphlet that was given to them. Be sure that the materials are readily visible to the surveyor. Our suggestion is posters and pamphlets in a holder near the elevators or public hallway into each unit. As part of your internal tracer rounds do inspect and verify that the posters remain up, and the pamphlets  remain available. 

IC.02.02.01, EP 1, C – The hospital implements infection prevention and control activities when doing the following: Cleaning and performing low level disinfection of medical supplies and devices. 

EP 2, A – Performing intermediate and high level disinfection and sterilization of medical equipment, devices and supplies. 
These basic requirements have been around for several years, but what is new is the terminology of low level, intermediate and high level disinfection. You might have looked at this and said to yourself you had it covered, but take another look. Do your policies, training and documented staff competencies use and differentiate the new terms? This supporting background content may well need some refinement for 2010. 

IM.02.02.01, EP 2, A, D – The hospital has a written policy that includes the following: Terminology and definitions approved for use in the hospital. Abbreviations, acronyms, symbols and dose designations approved for use in the hospital. 
This is an interesting and concerning new requirement. In 2010 the Joint Commission moved its prohibited abbreviations requirement from NPSG to this IM standard. That should have been an easy transition. Last year this IM standard said “the hospital uses standardized terminology, definitions, abbreviations, acronyms and symbols”. This year you will note the D for documentation is new and the term “written policy” is new. It sounds like they have brought back the old requirement that used to exist for a list of standardized abbreviations. This was eliminated many years ago by the Joint Commission. We know that a list of approved abbreviations was not desired by the internal work groups that were tasked with the Standards Improvement Initiative, and we know that this was not required when SII was first promulgated in 2009, but somehow this has crept back in. We have not seen this issue scored yet in 2010 and given the work involved in recreating a standardized list of abbreviations we are recommending a wait and see strategy. TJC may not realize what they have done and this may get changed before you can create your list of approved abbreviations. 
LD.01.02.01, EP 4, C - For hospitals that use TJC for deemed status purposes: The CEO, medical staff and nurse executive make certain that the hospital wide performance improvement and training programs address problems identified by individual responsible for infection prevention and control and that corrective action plans are successfully implemented. 
Undoubtedly senior leaders will receive feedback about the infection control program and be asked to make certain things happen to improve the program. There needs to be good dialogue and sharing of information as well as agreed upon plans of action to make the program work more effectively. Senior leaders need to know that they will be held accountable for perceived inaction. The term perceived is critical to avoidance of problems with this requirement. The reports that are sent to senior leaders need to be considered and addressed. If the requests are deemed too extensive, overly costly, or unnecessary, there should be dialogue and a paper trail that a full hearing of the issues was provided and a consensus agreement was reached. 
LD.01.03.01, EP 3, A, D – Notes: If emergency services are provided at the hospital, the hospital complies with 42 CFR:482.55
The regulatory reference brings you to CMS requirements for emergency rooms which include a requirement to have a physician supervise the services of the emergency department. The Joint Commission’s 2010 Survey Activity Guide mentions having key departmental tables of organization available, including the one for the emergency department. This is to verify that the ED has a reporting relationship to a physician leader as required by this COP. 

LD.04.01.05, EP 3, A, D – For hospitals that use accreditation for deemed status purposes: Identify the full time individual who directs and manages the dietary service. 

The requirement is clear, you just need to make sure that your dietary department is headed up by a full time individual. This can be either a regular employee or a contractor to the hospital, but the individual must be full time. 

EP 8, A – For hospitals that use accreditation for deemed status purposes: The hospital assigns an individual who is responsible for outpatient services. 
There is no additional requirement as to the background of this individual. There just needs to be an identifiable individual responsible for management of the outpatient services. 
EP 9, A – For hospitals that use accreditation for deemed status purposes: The anesthesia service is responsible for all anesthesia administration in the hospital. 
The Joint Commission definition of anesthesia for purposes of this requirement includes all general, spinal, major regional, moderate and deep sedation. Given this requirement you should involve your anesthesia department in the development of safe policies, procedures and qualifications for all those who will utilize some form of anesthesia. The anesthesia department is another one you will want to have the table of organization for with your day 1 documents. Try to display on that table of organization the hospital wide oversight that the department has for safe use of all anesthesia, even when administered by other LIP’s that are not anesthesiologists. 

LD.04.01.07, EP 13,A,D – At least once a year, the hospital provides governance with written reports on the following: For hospitals that use accreditation for deemed status purposes: The determined number of distinct improvement projects to be conducted annually. 
There are two important things to note about this new requirement. The first is that this is a prospective list, meaning you create the list identifying the projects at the beginning of the year, forecasting what will happen, not at the end of the year summarizing what has already taken place. The second important thing to notice is the D for documentation. You want to have some document that you can point to demonstrating that it has been done. 

MM.05.01.09, EP 1, A – Medication containers are labeled when ever medications are prepared but not immediately administered. NOTE: Immediate administration is when staff prepares or obtains, takes it directly to a patient, and administers to that patient without any break in the process. 
This note is the new portion of the EP, not the EP itself. The note is also helpful to explain when staff doing routine administration from an automated dispensing device or unit dose cart needs to include a label. The Joint Commission indicates that if you go from the medication room or cart directly to the patient, the medication would not need a label. We have seen survey reports however where the surveyor observes the nurse drawing up a syringe of medication, leaving the medication room, en route to the patient’s room, but pauses to discuss an issue with a colleague, or pauses to receive a phone call. In these cases the Joint Commission would require that medication to have a label due to the break in the process. The difficulty is that you don’t know if or when you will be interrupted when leaving the medication room. Our advice is to inform your colleague you must give this medication and that you will return momentarily, but do not place the medication down to have this conversation. Alternatively you could also label everything prior to leaving the medication room. The use of COWS make this requirement somewhat easier because of the proximity of the COW to the patient’s 
bedside leaves little time for interruption after drawing a medication.
 MS.01.01.01, EP 8, A – NOTE: When departments of the medical staff do not exist, the medical staff is responsible for the development of policies and procedures that minimize medication errors. The medical staff may delegate this responsibility to the organized pharmaceutical service. 
The key phrase here is when departments of the medical staff do not exist. In most hospitals there are departments of the medical staff so this requirement would not be applicable. In a small and rural hospital without departments this could be a delegated responsibility or more likely it could be a responsibility of the pharmacy and therapeutics committee of the medical staff to develop and approve these policies. 
MS.03.01.01, EP 16, A – For hospitals that use accreditation for deemed status purposes: The medical staff determines the qualifications of the radiology staff who use equipment and administer procedures. 
So far in 2010 this appears to be a very frequently missed new requirement. Since the radiology staff assumedly all have written job descriptions and a qualifications statement our suggestion is to take those to a meeting of the medical staff or MEC and have them formally approved. Retain those meeting minutes in your evidence binders for accreditation in the quality department and the radiology department. 

MS.03.01.01, EP 17, A – The medical staff approves the nuclear medicine director’s specifications for the qualifications, training, functions and responsibilities of the nuclear medicine staff. 
This is very similar to EP 16, and so far in 2010 very frequently missed in preparation. There is one subtle difference however in that this EP also requires medical staff approval of the training for nuclear medicine staff. This might be described in their job description or it might be described in their competency file. Where ever it resides you again want to bring this forward to a meeting of the medical staff or MEC for approval and retain the documentation that it was approved. 
MS.03.01.03, EP 3, A – For hospitals that use accreditation for deemed status purposes: A doctor of medicine or osteopathy manages and coordinates the care of any Medicare patient’s psychiatric condition that is not specifically within the scope of practice of a doctor of dental surgery, dental medicine, podiatric medicine or optometry, chiropractor or psychologist. 
Prior to the addition of this 2010 note the EP already required every patient to be under the care of a doctor of medicine or osteopathy. Chances are you already meet this requirement, but take a look at how psychiatric medical care is managed for dental surgery patients or podiatric surgery patients who have a co-existing psychiatric disorder. 

PC.02.02.03, EP 22, A, D – For hospitals that use accreditation for deemed status purposes: A current therapeutic dietary manual approved by the dietician and medical staff is available to all medical, nursing and food service staff. 
Think of this as the formulary for diets in the hospital. You should note the D for documentation, so having this clinical knowledge as known expertise in your dieticians is not sufficient. This should be a hospital specific document, shown to be approved by your dietician. There are several state manuals available on the web including one model from California that is quite extensive. http://www.dds.ca.gov/Publications/docs/DDSDietManual.pdf
PC.03.01.07, EP 10, A – For hospitals that use accreditation for deemed status purposes: In accordance with the hospitals policy and state scope of practice laws, anesthesia is administered only by the following individuals:


An anesthesiologist


A doctor of medicine or osteopathy other than an anesthesiologist


A doctor of dental surgery or dental medicine

A certified registered nurse anesthetist, supervised by the operating practitioner except as provided in 42 CFR 482.52 c, regarding the state exemption for supervision
An anesthesiologist’s assistant supervised by an anesthesiologist

A supervised trainee in an approved educational program. 

The chances are good that you are already compliant with this newly identified Joint Commission standard. This requirement is consistent with state regulations and a traditional CMS expectation. 

RI.01.02.01, EP 1, A – The hospital involves the patient in making decisions about his or her care, treatment and services, including the right to have his or her own physician promptly notified of his or her admission to the hospital. 
The new content in this standard is underlined and this language may not be clear in your existing rights brochures, or standard consent to treatment. This new language may require some hospitals to slightly modify existing documents to make it clear that your patients do have this right. 

RI.01.07.01, EP 18, C, D – For hospitals that use accreditation for deemed status purposes: In its resolution of complaints, the hospital provides the individual with a written notice of its decision, which contains the following:


The name of the hospital contact person


The steps taken on behalf of the individual to investigate the complaint


The results of the process


The date of completion of the complaint process
It is likely that your complaint processes already touched on these 4 content points, but remember that all 4 must be addressed in your written correspondence. You may want to consider a response template clearly highlighting all 4 required content items, so that existing or new staff are always reminded to address the minimum information. Also remember that the Joint Commission will be examining your complaint logs and timeliness of the resolution process in their review of day 1 documentation. It is quite likely they will migrate from review of logs to review of specific responses as they conduct tracers. 
EC.02.04.03, EP 14, A, D – For hospitals that use accreditation for deemed status purposes: Qualified hospital staff inspect, test, and calibrate nuclear medicine equipment annually. The dates of these activities are documented. 
Even though this is new to the standards, it is probably something your radiation safety officer or physicist has already been doing. Add it to your checklist of mandatory documentation and ticklers to make sure you always have a report that is within the annual expectation. 
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The Joint Commission’s Survey Activity Guide lists the mandatory documents that must be immediately available the first morning the Joint Commission arrives. We do encounter many organizations that start to gather these documents on day 1, or go to identified people that have specific content that is needed. We encourage all our clients to have these documents in binders, on a rolling cart, updated at least quarterly and ready to provide to the surveyors immediately. You don’t want to be searching for documents that first morning as it can start things off on the wrong footing. Additionally, do also take a look to verify that what you plan on providing, actually meets the requirement. For example the patient lists should include patient names, locations, ages, diagnosis and length of stay. Do look at your column headers to be sure you have all this information. Many times diagnosis is missing or length of stay and the surveyors want to use this information to select their tracers. 
The SAG also says you should provide a “map of the organization” which is somewhat of a confusing term. We see organizations that have a nice travel map, showing the exits onto and out of the grounds of the organization, but what the surveyors are really looking for is a simple logistical diagram that shows them inpatient units, departments and other patient care buildings that they must visit. These need not be detailed engineering diagrams. You just need to show them the locations that they must go to. 

You should also know that your surveyors may ask for more detailed organization charts to help them validate compliance with some of the previously mentioned new Medicare linked standards. They will want to see the physician leadership in the ED, physician leadership over the respiratory therapy department, and nursing leadership over all nurses that work in the organization. 

Last and perhaps most confusing is the MOS data requested for the PPR. You are supposed to show them the numbers you obtained when you did measurement. There is no need to show them your self-reported RFIs, just the data that demonstrates you measured performance when an MOS was actually associated with the element of performance scored out of compliance. If you did not hit 90%, while not a good thing, it will  not automatically lead to an RFI. The surveyors still have to conduct their tracers to see if they find non compliance. 

Since the Survey Activity Guide does get revised periodically, we suggest checking at least once each quarter to verify that you have the most up to date list of documents. 
DAY ONE DOCUMENTS


 





IT’S MARCH, BUT ARE YOU REALLY READY FOR THIS YEAR?
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