[image: image2.png]o

A PATTON HEALTHCARE CONSULTING

CCREDITATION AND PATIENT SAFETY CONSULTANTS





7

JOINT COMMMISSION REQUIREMENTS UPDATE
November 2010

[image: image1.jpg]










Patton Healthcare and C3Partners are co-hosting a Webinar on Tuesday, November 16, 2010 at 1:00 pm Central Standard Time, the link to the webinar can be found below.  The Webinar will discuss the Federal Meaningful Use requirements and some potential tools and links to the accreditation process that may facilitate earning the incentive payments.
-------------------------------------------------------
Topic: HITECH Meaningful Use Requirements and the Links to Accreditation

Event number: 664 665 444

Event password: november

-------------------------------------------------------

To join the online event

-------------------------------------------------------

1. Click here to join the online event.

Or copy and paste the following link to a browser: 

https://pattonhc-events.webex.com/pattonhc-events/onstage/g.php?d=664665444&t=a&EA=jencowel%40yahoo.com&ET=4317e5e722f8ce28e14402a77fd7011e&ETR=cf6dcff95e2a3b0c9b3325a712e30c71&RT=MiM3&p
2. Click "Join Now".

-------------------------------------------------------

To join the teleconference only

-------------------------------------------------------

Call-in toll number (US/Canada): +1-408-600-3600

Access code: 664 665 444










For those of you that missed last month’s teleconference it was recorded and you can view the recording on the web if you want. The website address to view the recording is: 
	 


	https://pattonhc-events.webex.com



Once you go to the website, look over to the right to see the header that says: “view event recordings”. Click on it and it will bring up the October 19th presentation. 
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At this time of year you should be reviewing the new version of the CAMH to check for gray highlights that describe new elements of performance that will begin to be surveyed in 2011. In the November edition of Perspectives there is discussion of two new elements of performance for LD .04 .01 .01. These are EP's 17 and 18. EP 17 requires the hospital to have utilization review plan and EP 18 requires that utilization review activities be conducted in accordance with the plan. There is a note associated with EP 18 that exempts the hospital from performing the utilization review activities themselves providing the hospital has contracted with its QIO to perform this review for them. Utilization review activities have not previously been subject to Joint Commission review however they have been in place in hospitals for many years. Depending on the degree of state oversight this may be a function that is entirely up-to-date, or it may be a function that will require some reinvigoration in your hospital. Our advice is to take a look now and verify that you are compliant with this requirement. In addition we encourage our readers to look at the CMS state operations manual, specifically tag A – 0652 through A – 0658. Based on recent survey reports we have reviewed it is our impression that the Joint Commission's surveyors are becoming very familiar with the specific requirements from the state operations manual. For example tag A – 0654 details survey procedures which include validating that the governing body has delegated to your utilization review committee the authority and responsibility to carry out the UR function. Given that you may have established your UR committee decades ago you may need to search for or create or re-create this specific authorization. This guidance additionally advises CMS surveyors to verify that committee members are not financially involved in hospital ownership, nor are they participants in the development or execution of a patient's treatment plan being reviewed. What appears on the surface to be a simple new requirement may actually require some degree of the examination and, where needed, policy development.
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These new standards will begin to be surveyed in 2011; however the findings from the surveyor’s observations will not be factored into your 2011 accreditation decision. There are three features in the standards we would like to draw your attention to that may require some infrastructure development in order to have your process fully operational by 2012. For example PC.02.01.21, EP 1 requires that the hospital identify the patient's oral and written communication preferences. It is quite likely that existing paper forms or computer data entry screens use the term patient's preferred language. In order to be compliant with this standard you will need to add an additional level of specificity for both oral and written communication preferences. We would also like to call your attention to RC.02.01.01, EP 28 which requires the medical record to identify the patient's race and ethnicity. These two data fields may not exist in paper or computer data entry screens and will need to be added. Similarly we encourage our readers to take a look at  RI.01.01.01 EP 29 which will require policies prohibiting discrimination based on at least 11 factors. These factors include race, age, ethnicity, religion, culture, language, physical or mental disability, socioeconomic status, sex, sexual orientation, and gender identity or expression. We encourage our readers to take a look at existing policies prohibiting discrimination and to add these factors where gaps are identified.


The Joint Commission has posted its leading practices database to your hospital’s secure extranet. This is a database of best practices collected by surveyors from organizations across the nation. Previously, Joint Commission Resources controlled this database and it was a proprietary product offered for sale. The availability of this database to hospitals free-of-charge seems like a valuable new service. We would encourage our readers to take a look at this database from your password-protected extranet. We noted one very interesting chart for calculating the expiration date of a multidose vial 28 days in the future. This chart adds 28 days to today's date and displays that corresponding future date for all 30, 31 and 28 day months. In addition we noted there are multiple best practices for FPPE and OPPE that may have value to our readers. There is also a potentially useful Tissue Tracking log sheet in the database. Take a look and print as many as you want to consider. 


(Reprinted from PHC Newsletter, November 2008) At this time of year we often think of decorating patient care areas or hospital offices for the holidays. Then we remember that there are some potential environment of care issues but can’t recall the specifics about what is permissible and what is not. Here is what the National Fire Protection Association says in their 2000 Life Safety Code: 19.7.5.4 “Combustible decorations shall be prohibited in any health care occupancy unless they are flame retardant. Exception: Combustible decorations, such as photographs and paintings, in such limited quantities that a hazard of fire development or spread is not present.” In section 7.1.10.2.1 the NFPA further states: No furnishings, decorations, or other objects shall obstruct exits, access thereto, egress there from, or visibility thereof. The NFPA has another guide, the Uniform Fire Code which provides further guidance in section 10.14.5 which requires any electrical lights used to be UL rated, as well as prohibiting the use of electric lights on artificial metal trees. 

After reading these codes you may still be wondering, so what can I do? It appears that yes an artificial tree is acceptable, providing it is flame retardant, and yes a non metal artificial tree can have lights, providing you purchase lights that are UL rated. Additionally you can’t put your tree up in the hallway or exit pathway where it would block people from exiting. You also can have a few cards displayed, but a wall of cards, a blanket of cards draped across a hallway is not a good idea. Lastly if your hospital still has one of those silver colored metal trees from the 1960’s you probably should just throw it away. But if you decide to hang onto it for sentimental reasons, you can’t string lights on it. It’s also not likely that you will find one of those spotlights with the rotating color wheel from the 1960’s that either still works, or is UL rated. This may provide sufficient justification to again consider just throwing out that old silver tree. Have fun. 





































There is only one new or updated FAQ for the CAMH on the Joint Commission website. This new FAQ deals with documenting adverse tissue reactions (TS.03.03.01) and can be found at: http://www.jointcommission.org/AccreditationPrograms/Hospitals/Standards/09_FAQs/TS/Adverse_Tissue_Reaction.htm
Basically their advice is to develop a policy with two components: 

1. Reporting potential disease transmission from the donor source facility to the patient, and
2. Reporting adverse patient reactions to the donor source facility.


In years past the Joint Commission has permitted hospitals that use the services of a Joint Commission accredited tele-radiology provider  to accept the credentialing and privileging decisions of the accredited tele-radiology group. This was good for the accreditation business and good for hospital customers who purchased this service because it saved them time and effort to duplicate what the tele-radiology provider had already done. In addition there was logic to the approach since both the hospital and the tele-radiology provider were accredited and scrutinized by the Joint Commission, looking for the same rigorous approach to credentialing and privileging. This approach basically allowed the hospital to take comfort in knowing both groups were held to the same standards, and save some work because the tele-radiology provider was also accredited. 

The approach taken by the Joint Commission was never recognized by CMS and CMS had stated that they perceived this credentialing and privileging by proxy to not be compliant with their conditions of participation. Specifically 42 CFR:&482.12(a)(2) requires the governing body of a hospital to make all privileging decisions based on the recommendations of its medical staff after the medical staff has thoroughly examined and verified the credentials of practitioners applying for privileges…

In 2009 Congress removed the special deemed status designation that was only available to the Joint Commission as an act of Congress, and would require the Joint Commission to apply to CMS and be authorized for deemed status like other accrediting bodies. As you know the Joint Commission submitted and had their application and survey process approved by CMS so that they may continue to provide accreditation surveys that meet the requirements of Medicare. However; during this review process CMS and Joint Commission identified many variances in the standards as compared to the COP’s and interpretive guidelines. TJC has changed and continues to change existing standards language when variances are identified. 

One victim in the alignment process between CMS and TJC was the simplified credentialing and privileging process between and accredited hospital and an accredited ambulatory care, tele-radiology provider. CMS and Joint Commission were reported to have discussed this unique relationship, but in the end CMS did not permit it to continue. In late 2009 the Joint Commission promulgated standards that would have formally ceased this relationship effective July 2010. In May 2010 CMS somewhat changed their position and published a notice in the Federal Register announcing proposed regulations that would to some extent permit privileging by proxy between two Medicare certified hospitals. 

The rules proposed by CMS in May 2010 would permit a Medicare certified hospital to accept the privileging decision of the distant site hospital if:

*The distant site hospital is also Medicare certified. 

* The physician is privileged at the distant site hospital and that hospital     provides the originating site hospital with a copy of the physician’s privileges. 

* The physician holds a license in the state where both the originating and distant site hospitals are located. 

* The originating hospital receives evidence that the distant site hospital is conducting internal review or ongoing professional practice evaluation. 

Both CMS and Joint Commission consider the distant site to be where the tele-radiology provider practices and the originating site to be where the patient resides. 

The public comment period closed on these proposed regulations at the end of July 2010 and it usually takes a substantial amount of time to analyze all the public comments. At this time no conclusion or final rule has been published. 

What is left out of the proposed rule is a mechanism to do something similar for tele-radiology providers that are not part of a Medicare certified hospital. Those organizations that previously had a special status among Joint Commission accredited organizations were not conferred similar status under the proposed rule except in those situations where the tele-radiology provider was part of a Medicare certified hospital. 




















































Both CMS and TJC recognize the valuable services that can be offered by credentials verification organizations. CMS in the proposed rules this past May stated:

“ While hospitals may use third party credentialing verification organizations to relieve the time-consuming burden of compiling and verifying the credentials of practitioners applying for privileges, the hospital’s governing body is still responsible for all privileging decisions”. The Joint Commission then published one of their frequently asked questions on March 24, 2010 that addressed tele-radiology from the perspective of their leadership contracting standard and their medical staff standard for telemedicine. Unfortunately in this FAQ Joint Commission tried to differentiate between telemedicine and tele-radiology, and address contract management standards and address their understanding at the time of the draft regulation from CMS and address the role of a credentials verification organization. The net result was somewhat confusing. The Joint Commission also published a clarification on this subject in their newsletter Joint Commission Online dated March 31, 2010. In this newsletter they discussed a proposed refinement to MS.13.01.01 that would accommodate what CMS was going to propose for Medicare certified hospital to Medicare certified hospital tele-radiology services, and clearly talked about acceptance of credentials information from tele-radiology providers who follow the principles outlined by the Joint Commission for a credentials verification organization. Then in July 2010 Joint Commission published in their newsletter Perspectives an announcement that the standards changes were all delayed until at least March 2011, pending additional discussions with CMS. 

Given the announced delay in changing the standards until at least March 2011, our hospital customers would not be cited by Joint Commission for accepting the credentialing and privileging decisions of a tele-radiology provider, however this privileging by proxy would not be acceptable today by CMS. Thus hospitals worried about the potential for a CMS survey need to implement a solution today, or if you are only anticipating Joint Commission have a solution ready to implement prior to March 2011. 

The solution appears to be to evaluate your tele-radiology provider in the context of the 10 principles for a CVO as outlined in the CAMH glossary. If your tele-radiology provider can demonstrate to the hospitals satisfaction that they adhere to the 10 principles, this will allow the hospital to accept credentialing information from the tele-radiology provider. The hospital will still have to have its medical staff review and evaluate that credentials information and recommend delineated privileges to the governing body of the hospital and have them approved. This solution parses out the difference between credentials and privileges. Credentials are documents that must be obtained to verify that an individual has the appropriate licensure, education, certification, insurance, no record of Medicare exclusions, and National Practitioner databank inquiry that must be done before any privileges can be awarded. These documents can be obtained by a CVO, and a tele-radiology provider can function as a CVO if they adhere to the Joint Commission principles for a CVO. We encourage our hospital readers who utilize tele-radiology services provided by non hospital based groups to evaluate the tele-radiology providers ability to fulfill those 10 principles now. Additionally we recommend that hospitals amend their contracts and performance expectations with the tele-radiology provider to stipulate the expectation of compliance with the principles of a CVO. 

Patton Healthcare Webinar:  November 16, 2010 








Last Minute Standards Addition about Utilization Review


 





Patient Centered Communication Standards








Joint Commission Extranet Changes





Holiday’s Approaching, Reminder about Decorations 





Standards FAQ’s 





Update on Teleradiology





SO WHAT CAN AN ACCREDITED AND MEDICARE CERTIFIED HOSPITAL DO TODAY?
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