[image: image2.png]o

A PATTON HEALTHCARE CONSULTING

CCREDITATION AND PATIENT SAFETY CONSULTANTS





14

JOINT COMMISSION REQUIREMENTS UPDATE

May 2010

[image: image1.jpg]



In its April 28th edition of JC Online they announced some EP changes with some C elements of performance switching to A, and the elimination of some MOS requirements for existing C elements of performance. Hopefully you have all gone through your books and edited in the changes. You will see quite a few EC standards eliminated MOS requirements and for the most part they made sense because they were analyzing inspections that get done at infrequent intervals, not really appropriate for MOS measurement. There are two standards changes however where we should all just turn toward Chicago and say: “Thank you Joint Commission”. The first of these is the elimination of the MOS requirement for RC.01.01.01, EP 19 which requires that all entries in the medical record be timed. This is a very frequently scored issue, in fact in 2009 49% of hospitals received an RFI at this standard. Once a hospital received the RFI, they then had to correct the issue and begin 4 months of measurement and achieve at least a 90% compliance level. Many hospitals struggled with this 90% threshold and were at risk of having their accreditation status downgraded to Provisional accreditation. With the elimination of the MOS requirement, all a hospital will have to do is describe the actions taken to improve the process, but no longer will they have to prove through measurement that their actions were successful. The second early holiday gift is RC.02.03.07, EP 4 requiring the authentication of verbal orders within 48 hours. This is another issue that hospitals struggle with prior to survey and during the MOS phase as reaching 90% compliance is often difficult. Again, elimination of the MOS requirement will now allow hospitals to take action, but failure to achieve 90% compliance within 4 months will not result in provisional accreditation. 

While these two changes are very good news, we should avoid getting too delirious because hospitals are still subject to CMS inspections and CMS does not offer any 90% compliance window. They expect all entries in the medical record to be timed, and all telephone orders to be authenticated in 48 hours. Additionally we don’t want to slacken our focus on these issues with Joint Commission either. They have an accreditation decision rule, CON01 that allows them to consider repeat findings from earlier surveys in their decision making that may lead to a Conditional outcome. Also remember that if you were unlucky enough to receive Conditional accreditation from your most recent survey and are anticipating a Conditional follow up survey, all previous RFI’s must clear. That means there can be no let up on authentication of verbal orders or timing of medical record entries. A repeat finding for any RFI that lead to a Conditional decision results in a continuation of the Conditional status, and potentially a downgrading to Preliminary Denial of Accreditation if the problem is not cleared on the second Conditional follow up survey. 

There was also one last small gift that was clarified in the April 21st edition of JC Online. At the beginning of 2010 an old requirement snuck back into IM.02.02.01 for an approved abbreviations list. That had been a Joint Commission requirement until 2004 when it was intentionally deleted. During discussions for the 2009 Standards Improvement Initiative it was reconsidered and intentionally not reinstated. Somehow in worked its way back in 2010. TJC has now explained, ooops, we didn’t mean it, so there is no need to try and recreate these lists of approved abbreviations. 
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UPDATE ON STERILIZATION

This is the bad news section of changes at TJC that we must bring to your attention. Several months ago we saw an interpretation from a former colleague at TJC that looked as if they were taking a stance against the writing of post procedure orders prior to the procedure taking place. It was always clear from the Joint Commission’s perspective that clinicians could not write post procedure notes prior to the procedure’s completion, and in fact they used this as an example of falsification in violation of APR.01.02.01. This made sense because while you assume a routine and satisfactory outcome from a procedure, it is not always the case and noting such prematurely is at least fabrication if not falsification. Given the Joint Commissions decade long encouragement to use clinical practice guidelines and care maps, we did not assume that the presence of post procedure orders would be viewed as negatively. In follow up to the first interpretation, our friend and colleague John Rosing persevered in an email dialogue over a 4 month period with the Standards Interpretation Group and CMS to find out if this was official.  Unfortunately the response from SIG was that post procedure orders, including PACU orders cannot be written prior to the completion of the procedure, the interpretation from SIG stated that : “It would be expected that the organization be able to demonstrate that, for example, an order set for post-operative care had been reviewed, revised, activated and authenticated in a manner that reflects the most current assessed needs of the patient. It would not be acceptable to pre-date, time and authenticate the post-operative orders prior to the surgical procedure.”  The feedback from CMS was similar using the logic that all orders are canceled going into an invasive procedure, and thus all post-procedure orders must be written in recognition of the patients status at the conclusion of a procedure to have validity. 

This interpretation has the greatest implications for hospitals that use an EMR with CPOE, where an anesthesiologist might have written the planned post procedure orders electronically for initiation upon arrival in PACU. This saves computer log on time immediately following the procedure, and the time it takes to find the right order set and then to initiate the orders.  Signing, dating and timing a paper version of a preprinted order set takes only a few seconds whereas logging onto a computer system with your secure password, using biometric ID, bypassing any push messages that pop up and getting to the order entry screen may take several minutes.  

This interpretation is also applicable to the traditional paper order environment, however, historically when we’ve not been as riveted on timing all entries the practice of some physicians to complete post operative orders pre-operatively has gone largely undetected.   Looking at a chart retrospectively you could not tell exactly when the order was written.  But with electronic charting every entry is authored, dated, and timed so pre-completion will stick out like a red flag.

This latest interpretation has not yet been officially disseminated on the Joint Commission website, so we encourage you to evaluate its implications and consider potential actions, but not to over react at this time. It is likely that as word spreads about this it will be a subject of continued discussion between TJC and various professional societies that work with them on standards development. 
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Waived testing is a growing component of today’s hospital environment and one that hospitals sometimes grow too casual with. The standards are fairly rigorous and failure to perform quality control checks has been a frequently cited issue for many years. There is a second issue that we are seeing more of lately and that is WT.03.01.01, EP 5. This EP calls for competency validation to be assessed using at least two (2) methods for each person performing waived testing. The two methods can be selected from four (4) choices; testing performance on a blind specimen, periodic observation of work by a supervisor or qualified designee, monitoring of each users quality control performance or use of a written test specific to the waived test performed by that user. When the surveyor identifies names of staff they want to review during the competency assessment session, be sure that your files document the two (2) methods used at your hospital to verify competency. 








































Periodically the Joint Commission posts new and official industry wide interpretations to its public website. There is no announcement to the industry, but these changes are official and score-able. 
The following additions have been posted this spring and are reproduced here for your use. The issue about telemedicine is nearing the July implementation date and many of our clients are using teleradiology providers. In July if not already doing so you will have to privilege those physicians at your hospital to provide that service. While this may be a burden for some organizations, it does not mean you have to reverify information already in the hands of your teleradiology provider if they meet the Joint Commissions definition of a credentials verification organization. Because of the business implications many of these radiology providers are working to make sure that they do meet the CVO requirements. This will somewhat simplify the process in that you will be able to accept credential information passed to you by these providers. You will still have to follow your privileging process, (e.g., department chair/credentials committee/MEC review and recommendation and board approval) but at least not have to go back to re-verifying education and experience. You can also do the same thing if you use another Medicare certified hospital instead of a teleradiology company. 

	Contact precautions: Do gowns need to be worn whenever entering the room?


	

	Q. Do Joint Commission surveyors expect healthcare workers to wear a gown whenever entering the room of a patient on contact precautions?
A. Joint Commission standard IC.01.05.01 EP 1 states: “When developing infection prevention and control activities, the organization uses evidence-based national guidelines or, in the absence of such guidelines, expert consensus.”  The guideline that addresses contact precautions is published by the CDC’s Healthcare Infection Control Practice Advisory Committee (HICPAC), and is available at the following website:
http://www.cdc.gov/ncidod/dhqp/gl_isolation.html
Recommendation V.B.3.b.i. from the HICPAC guideline states, “Wear a gown whenever anticipating that clothing will have direct contact with the patient or potentially contaminated environmental surfaces or equipment in close proximity to the patient. Don gown upon entry into the room or cubicle. Remove gown and observe hand hygiene before leaving the patient-care environment.”

Joint Commission surveyors will expect healthcare workers to wear a gown if their “clothing will have direct contact with the patient or potentially contaminated environmental surfaces or equipment in close proximity to the patient”.  The difficulty lies in “anticipating” when this may occur.  For example, it is very probable that a nurses’ aide preparing to perform a bed bath will have contact as described above, and therefore a gown would be expected.  However, one of a large group of residents performing rounds with an attending physician would have a lower likelihood of clothing contamination.

Each organization may decide what guidance to provide to its healthcare workers within the parameters provided by HICPAC.  However, The Joint Commission would encourage organizations to consider the high morbidity and mortality of healthcare-associated infections in our nation when deciding what constitutes “anticipated contact” in each facility.  Additionally, organizations may want to discourage non-essential personnel from entering the rooms of patients on isolation precautions.


	Credentialing and Privileging Consultants


	

	Q. Is it required to credential and privilege consultant practitioners?
A. The answer is specific to how the term consultant is being defined.  The Joint Commission's definition of consultant is exactly that, they consult to the attending.  They do not provide care, direct care or write orders for care.  

As such they do not need to be credentialed and privileged.  In consulting they can examine the patient, and write up their findings and suggested treatment as required at the record of care standard RC.02.01.01 to be signed and placed in the clinical record, but the attending decides whether to provide care, direct care, or write orders for care, treatment or services.

If the consultant in the act of consulting should also provide care, direct care, or write orders for care, or provide interpretations of diagnostics such as radiology, MRI, CAT scans, pathology specimens, Cardiology testing, etc., then they must be appropriately credentialed and privileged for the specific activities they provide.

If your organization's definition of a consultant is that it is another provider of service on the case who has shared or full responsibility for care, treatment or services, including the writing of orders implemented under their name, then they must be fully credentialed and privileged.


	Ongoing Professional Practice Evaluation (OPPE)  



	

	Q.  What is the intent of the requirement for Ongoing Professional Practice Evaluation?
A. 1.  The intent of the standard is that organizations are looking at data on performance for all practitioners with privileges on an ongoing basis rather than at the two year reappointment process, to allow them to take steps to improve performance on a more timely basis.

2.  A clearly defined process would include but not be limited to: 

· who will be responsible for reviewing performance data?  For example, in smaller organizations the department chair or the department as a whole at their department meetings might be able to review all department members.  In larger organizations it could be the responsibility of the credentials committee, the MEC, or a special committee of the organized medical staff. 

· how often the data will be reviewed. The frequency of such evaluation can be defined by the organized medical staff, e.g., three months, six months, nine, months, etc.  However, as noted in the teleconferences during 2007, twelve months would be periodic rather than ongoing. 

· the process to be implemented to use the data to make decision as to whether to continue, limit or revoke privileges.  This could include defining who can make and approve a recommendation for action, e.g., the department chair when no action is required, the MEC and governing body for limitation or revocations.  

· how data will be incorporated into the credentials files. There needs to be a defined process for the data to be in the record and for the review to occur.  This can include storing the data out of the record and making it available with the record at the time of the review.  There is no requirement that the data be continuously stored in the credentials file.

The decision resulting from the review, whether it be to take an action or to continue the privilege would need to be documented along with the supporting data.

3.  The type of data to be collected would need to be defined by individual medical staff departments and approved by the organized medical staff.  The standards require an evaluation for all practitioners not just those with performance issues. The departments will know best what type of data will reflect both good and problem performance for the various practitioners in their departments.  The organized medical staff will then determine if the correct type and amount of data is being collected.

The standard's rationale outlines suggested data that the organization may choose to collect along with the following suggestions for methodologies for collecting information:

· periodic chart review  

· direct observation  

· monitoring of diagnostic and treatment techniques  

· discussion with other individuals involved in the care of each patient including consulting physicians, assistants at surgery, nursing, and administrative personnel. 


While some types of data apply to all practitioners, since performance is different for different practitioner, e.g., cardiologist vs. orthopedists, vs. obstetricians, there may need to be specific data.

In addition since most practitioners perform well, there would need to be data on their actual performance as well as those with performance issues. The fact that a practitioner doesn't fall out on pre-defined screening criteria, is not sufficient to meet the requirement for performance data on every practitioner.  

It is also important to remember that zero data is in fact data.  Zero data can actually be evidence of good performance, e.g., no returns to the OR, no complications, no complaints, no infections, etc.

It is also important to know when someone is not performing certain privileges over a given period of time.  It would not be acceptable to find at the two year reappointment that someone has not performed a privilege for two years.  

4.  The information resulting from the evaluation needs to be used to determine whether to continue, limit, or revoke any existing privilege(s) at the time the information is analyzed.  Based on analysis, several possible actions could occur, including but not limited to:

· determining that the practitioner is performing well or within desired expectations and that no further action is warranted 

· determining that issue exist that require a focused evaluation 

· revoking the privilege because it is no longer required 

· suspending the privilege, which suspends the data collection, and notifying the practitioner that if they wish to reactivate it they must request a reactivation 

· determining that the zero performance should trigger a focused review (MS.4.30 EP 5) whenever the practitioner actually performs the privilege. 

· determining that the privilege should be continued because the organization's mission is to be able to provide the privilege to its patients

Evidence of these determinations would need to be included in each practitioner's credentials files at the time of each review of the data.


	Ongoing Professional Practice Evaluation for Medical/Cognitive Specialties


	

	Q. Medical and Cognitive specialties (IM, FP, psychiatry, other med specialties, etc...) are very tough to identify meaningful data that can be evaluated.  Is there any guidance that The Joint Commission can offer to assist organized medical staffs?
A.  Cognitive specialties (IM, FP, med specialties ...) are very difficult to identify meaningful data that can be evaluated.  The most difficult is probably psychiatry due to the confidential nature of psychiatry, if is often not possible to observe the provision off care, treatment, and services by the psychiatrist.

It is important to start with the type of privileges that are granted.  For the medical specialists.  For medical specialties in addition to managing medical conditions, they also often perform procedures.  

The Joint Commission Resources Publication "Credentialing, Privileging, Competency, and Peer Review: Examples of Compliance for the Medical Staff" has some excellent detailed privilege forms for a wide variety of specialties including but not limited to: internal medicine, family practice, OB/GYN, cardiac, cardiovascular disease, clinical psychology, dentistry, emergency medicine, gastroenterology, medical imaging.

As you look at the way the privileges are detailed you can begin to identify data to collect including, but not limited to, numbers of activities, length of stay, complications, management of complications, reasons for readmissions, use of diagnostics, medications or other modalities, etc.

Other data to be considered would include, but not be limited to:

· compliance with The Joint Commission Core Measures (for the applicable practitioners) 

· compliance with organization specific clinical practice guidelines  

· medication prescribing practices, e.g., number of times a drug is prescribed, appropriateness to diagnosis, appropriateness of dosing, appropriateness of medication monitoring practices  

· use of diagnostic, i.e., appropriateness, overuse/underuse, appropriateness of therapeutic interventions in response to diagnostic testing result  

· patient readmissions either inpatient or outpatient for the same diagnosis/problem which may such inadequate or inappropriate initial treatment 

· patient complaints


	Privileging for Tele-interpretive reading or Telemedicine for Deemed Status Organizations


	

	Q. Can a deemed status organization use a Credentials Verification Organization (CVO) when Privileging for Tele-interpretive reading or Telemedicine?
A. Yes.  It is important to understand that tele-interpretive reading is not telemedicine because it does not involve total or shared responsibility for patient care, treatment or services, (as evidenced by having the authority to write orders and direct care, treatment, and services).  This is addressed in the last sentence of the first paragraph of the introduction to the telemedicine standard MS.13.01.01 in the hospital and critical access hospital manuals.  

Tele-interpretive reading is addressed at standard LD.04.03.09 where, effective July 15, 2010 the manual language will be revised to reflect that for organizations using Joint Commission accreditation for deemed status, CMS is requiring full credentialing and privileging.  The use of a contract in lieu of credentialing and privileging, is not acceptable.  

At that standard there is no change to being able to use information from a Credentials Verification organization (CVO) that hospitals determine meet the 10 CVO guidelines published in the glossary of the accreditation manuals.

The July 15, 2010 revisions to the telemedicine standard MS.13.01.01 the note giving permission to use credentialing information from a Medicare-participating hospital constitutes blanket approval provided the credentials packet includes a list of all privileges granted to the licensed independent practitioner by the distant site and an attestation signed by the distant site indicating that the packet is complete, accurate, and up-to-date. 

This blanket approval at MS.13.01.01 applies only to Medicare-participating hospitals.  There is no language addressing using information from a non Medicare-participating hospital or other type of healthcare organization.  

There are no changes to hospitals being able to use information from a secondary source, such as a non-Medicare-participating hospital or ambulatory or other types of organizations,  that act as a credentials verification organization (CVO)and that hospitals have determined meet the ten Credentials Verification Organization guidelines in the glossary of the accreditation manuals.


	Querying the National Practitoner Databank Using the "Proactive Disclosure Service" (PDS)


	

	Q. Can organizations use the National Practitioner Data Bank's (NPDB) "Proactive Disclosure Service" (PDS)for reprivileging?

A. Use of National Practitioner Data Bank's "Proactive Disclosure Service" (PDS) by an organization is acceptable for the ongoing NPDB information after the organization obtains an initial NPDB query for each practitioner.  

To demonstrate compliance in this area the organization would need to have record of a baseline query and then share with the surveyors that no updates have been received from the NPDB.  There does not need to be documentation in the record that no further communication has been received.

As with any NPDB information, the orgnaization would review the PDS information received or confirm that no new information had been recieved, whenever they are granting a new privilege or renewing existing privileges.


	Multiple drug-resistant organisms (MDRO)



	

	
Targeted surveillance

Q. Must we perform surveillance on all MDROs, or is targeted surveillance okay?
A. Targeted surveillance is allowable for MDROs.  Please see EP 4, which states, “implement a surveillance program for multidrug-resistant organisms based on the risk assessment.”  Therefore, if an organization’s risk assessment shows that risk is greatest for certain organisms, patient care units or service lines, the surveillance program may be targeted to focus resources on those high-risk issues.


	Privileging for Tele-interpretive reading or Telemedicine for Deemed Status Organizations


	

	Q. Can a deemed status organization use a Credentials Verification Organization (CVO) when Privileging for Tele-interpretive reading or Telemedicine?
A. Yes.  It is important to understand that tele-interpretive reading is not telemedicine because it does not involve total or shared responsibility for patient care, treatment or services, (as evidenced by having the authority to write orders and direct care, treatment, and services).  This is addressed in the last sentence of the first paragraph of the introduction to the telemedicine standard MS.13.01.01 in the hospital and critical access hospital manuals.  

Tele-interpretive reading is addressed at standard LD.04.03.09 where, effective July 15, 2010 the manual language will be revised to reflect that for organizations using Joint Commission accreditation for deemed status, CMS is requiring full credentialing and privileging.  The use of a contract in lieu of credentialing and privileging, is not acceptable.  

At that standard there is no change to being able to use information from a Credentials Verification organization (CVO) that hospitals determine meet the 10 CVO guidelines published in the glossary of the accreditation manuals.

The July 15, 2010 revisions to the telemedicine standard MS.13.01.01 the note giving permission to use credentialing information from a Medicare-participating hospital constitutes blanket approval provided the credentials packet includes a list of all privileges granted to the licensed independent practitioner by the distant site and an attestation signed by the distant site indicating that the packet is complete, accurate, and up-to-date. 

This blanket approval at MS.13.01.01 applies only to Medicare-participating hospitals.  There is no language addressing using information from a non Medicare-participating hospital or other type of healthcare organization.  

There are no changes to hospitals being able to use information from a secondary source, such as a non-Medicare-participating hospital or ambulatory or other types of organizations,  that act as a credentials verification organization (CVO)and that hospitals have determined meet the ten Credentials Verification Organization guidelines in the glossary of the accreditation manuals.


	Central line-associated bloodstream infection (CLABSI)



	

	
Whole-house surveillance

Q. Must we perform surveillance on all central lines, or is targeted surveillance okay?
A. Infection surveillance must be performed on all central lines; these lines carry significant risk of morbidity and mortality regardless of circumstances.  Limiting surveillance to certain types of lines, patient care units or service lines is not allowable under NPSG.07.04.01.


Documentation

Q. Please explain the documentation icons for EPs 6 and 12. What will surveyors expect to see?
A. EP 6 requires use of “a catheter checklist and a standardized protocol for central venous catheter insertion” The checklist or protocol is not required to be a part of the patient’s medical record.  A simple indication that the checklist or protocol was completed, perhaps via a checkbox or brief note, is sufficient.
EP 12 requires use of a “standardized protocol to disinfect catheter hubs and injection ports before accessing the ports”. This is not a patient-specific documentation requirement.  Surveyors will ask to see each organization’s protocol; this may be in the form of a policy, protocol, etc.


	Surgical site infection (SSI)



	

	
Targeted surveillance

Q. Must we perform surveillance on all surgical procedures, or is targeted surveillance okay?
A. Targeted surveillance is allowable for SSIs.  Please see EP 4, which requires an organization-specific risk assessment  Therefore, if an organization’s risk assessment shows that risk is greatest for certain procedures or settings, the surveillance program may be targeted to focus resources on those high-risk issues.



	Using Data from Outside Organizations to Accomplish the Ongoing Professional Practice Evaluation/Low Volume Practitioners


	Q. Can organizations use data from outside organizations in lieu of collecting their own data to accomplish the Ongoing Professional Practice Evaluation (OPPE)?  Can outside data be used for low volume practitioners?

A.  For practitioners who have been granted clinical privileges at an organization,  every organization must collect data for the ongoing professional practice evaluation (OPPE) related to performance within its own organization.  OPPE would not apply if the practitioner has membership only with no clinical privileges.

Any information received from another organization can only be used as supplemental information and not in lieu of collecting organization specific data or evaluating performance within the organization.

Prior to sharing such information between organizations, even with the practitioner’s consent, organizations should obtain legal advice on whether such sharing would affect the protections provided by any applicable State peer review statute. 

The OPPE standard will not fully address the issue of the low or no volume practitioner.  Organizations must collect data, even data showing zero performance.  At each review point, e.g. quarterly or every six months, the medical staff and governing body would use the data, however, limited, to determine whether to continue, limit, or revoke any existing privileges.  

At the two year reappointment if the organization determines it has insufficient practitioner specific data, then per standard MS.07.01.02 EP 2 "Upon renewal of privileges, when insufficient practitioner-specific data are available, the medical staff obtains and evaluates peer recommendations."


	Verifying Affiliations/Privlege or Work History at other Healthcare Organizations


	

	Q. Are organizations required to verify affiliations at other health care organizations, and if yes, for how many years back must the verifications be done?
A. There is no standards requirement to verify hospital/other healthcare organization affiliations or privileges/clinical responsibilities or work history for any applicant.  The hospital MS.06.01.05 and MS.06.01.13 and the HR.02.01.03 requirements are to evaluate:

· voluntary or involuntary relinquishment of any license or registration 

· voluntary or involuntary termination of medical staff membership 

· voluntary or involuntary limitation, reduction, or loss of clinical privileges


Simply verifying affiliations would not meet these requirements.  
 
If you ask the questions of the applicant, usually in the application, and the applicant's answers do not conflict with the information obtained when you query the NPDB, then there is no need to contact the other facilities or licensing/registration bodies.  You would only need to contact them if the information conflicts.
 
In addition a statement indicating that a practitioner is in "good standing" without knowing the criteria for someone being placed in "good standing or bad standing" would be meaningless information.  In many organizations practitioners can have numerous performance issues and the organization would never indicate that the individual's status is anything other than in "good standing".


Some Scoring Relief from the Joint Commission


 





Pre-charting of post procedure orders, prior to the procedure





Waived testing weaknesses





Frequently asked questions 
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