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PFI FOR FIRE AND SMOKE BARRIER PENETRATIONS

CMS has published a link to their updated state operations manuals for all programs including hospitals and critical access hospitals. These manuals can be found at: https://www.cms.gov/manuals/downloads/som107_Appendicestoc.pdf
We encourage all our readers to download the pertinent manuals for their organization and begin to review the materials. These manuals should catch up on all the survey and certification newsletters we have been discussing since the last version of these manuals were published in June 2009. We have just downloaded them ourselves and will discuss any pertinent findings in a future newsletter.
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On October 14th, CMS published a survey and certification letter disclosing new surveyor tools that are being field tested to evaluate these 3 issues. These new tools have been developed in conjunction with the CDC. The CMS memo states that they will be identifying hospitals to “pre-test” the new tools “whose performance suggests they may be at risk for non compliance with these three COP’s.” It also mentions that several state agencies have volunteered to begin testing the new tools. We have heard that some hospitals have already experienced CMS surveys using these new tools and techniques. CMS further states that any citations issued using these tools will be at the standard level, not the COP level, except for immediate jeopardy findings. In addition any findings issued against a hospital which is accredited by a deemed status accrediting body like the Joint Commission will not have to submit a plan of correction to CMS. The Survey and Certification letter can be found at: https://www.cms.gov/Surveycertificationgeninfo/downloads/SCLetter12_01.pdf
The memo documents that CMS is now committed to “tracer technique and drill downs” which the Joint Commission has been using since 2004. The memo also documents the suggested tracers and interviews to conduct and scripts the team how to divide up the analysis. One interesting feature of the discharge planning tool is it brings in the requirement for medication reconciliation at the time of hospital discharge. The most interesting section of this memo is about the infection control related tools. Here are some highlights:

1.C.2.a – The hospital has a multidisciplinary process in place to review antimicrobial utilization, local susceptibility patterns, and antimicrobial agents in the formulary and there is evidence that the process is followed. (AKA, antimicrobial stewardship)

1.C.2.c – Antibiotic orders include an indication for use. 

1.C.10 – Present on admission infections are identified and logged

2.B.11 – Multidose vials if used for more than one patient do not enter the immediate patient treatment area(OR, patient room, anesthesia cart) If found in the immediate patient treatment area the multidose vial must be dedicated to one patient. 

2.C.3 – Reusable, noncritical items, BP cuffs, pulse oximeter sensors are cleaned and disinfected between each use. 

2.M. 4. – Airborne isolation rooms have documentation of monitoring daily with visual indicators, smoke tube, flutter test, regardless of pressure sensor monitoring. 

3.N.13 – Sedation is lightened daily in eligible patients. 

3.N.14 – Spontaneous breathing trials are performed daily in eligible patients. 

4.L.6 – Cleaning brushes used for scope cleaning are disposable or cleaned and high level disinfected or sterilized after each use. 
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The American Society for Healthcare Engineering, ASHE has posted an announcement that there is consideration and advocacy for revising the current requirement for 8 feet of clear corridor space. This requirement has been in existence since the 1961 life safety code was published. The newsletter discusses the advent of quick response sprinklers and other fire safety measures in place today that were not available in earlier days. There appears to be advocacy to reduce or remove the current requirement.  This will continue to be discussed by various code approval groups in early 2012. That’s the good news. The bad news is CMS regulations use the 2000 edition of NFPA 101 and will lag behind any changes to the code as the specific issue of life safety code to be used on survey is subject to regulatory approval. 



























Because on-call sleeping rooms are unsupervised (in contrast to a patient room) all staff on-call sleeping rooms are required to have a “single station” smoke detector per LS.02.01.34 EP 4.  A single station is in essence what we have in our homes, a 9V battery operated detector, not wired into any other system.  http://www.tpromo.com/fire-bbs/files/smokes2.pdf provides an example. These also need to be tested for sensitivity and audibility every 6 months at which time the battery should be changed.  This finding is attractive to surveyors because it is easily found/or found missing and irrefutable when found missing.


























The November 16th edition of Joint Commission Online mentioned that HR.01.02.01, EP 1, PC.02.01.21 EP’s 1 and 2, RC.02.01.01, EP 28 will not become effective until July 1, 2012. These standards you will remember began to be evaluated on surveys as of January 1, 2011, but the commitment from Joint Commission was that they would “not affect your accreditation decision”. They were initially expected to be fully implemented as of January 2012. The term “does not affect your accreditation decision” is somewhat misleading however. Findings written for these standards did appear in survey reports in 2011. These findings also appeared in the accreditation summary of direct and indirect impact standards. In addition if cited, the organization had to develop and submit an ESC for any findings written against these standards. Since the Joint Commission does not have absolute thresholds any longer, but only screening thresholds for direct impact findings, these RFI’s don’t count officially, however they do appear in the official report. 

Two of these patient centered communication standards appear to be posing a challenge for organizations. The HR standard requiring a documented competency for translators has perplexed many organizations. Remember on this one that the organization is permitted to identify what that competency entails. There is no mandate to obtain certification of translator competency from a third party and to incur that expense. The hospital can identify why a person should be considered as a translator and decide how they will certify them competent. We would encourage our readers to identify potential translators through a volunteer roster. The second step would be to document what might qualify the volunteer as a translator for healthcare interactions. For example a clinician who grew up in a household speaking that language, or a clinician who studied their profession in a foreign country speaking that language in the classroom, or a clinician who attended professional training in the US, but took X years of the foreign language in high school or college and has continued to use their language skills since graduation. An important second step would be to have the potential translator demonstrate competency by reading and translating a hospital form for an evaluator. 

The RC standard requiring documentation of race and ethnicity is also proving challenging for hospitals. Many EMR’s and paper forms do not have appropriate data collection fields for this information. How to collect race and ethnicity by category is also a quandary for many organizations. As previously discussed in this newsletter we encourage our readers to consider the OMB race and ethnicity categories. These can be found on the web at: http://www.whitehouse.gov/omb/fedreg_1997standards/

We would like to thank our readers and consulting clients for a great business year. We have enjoyed working with you and continue to observe, learn, develop and share simple, manageable solutions to complex accreditation and regulatory compliance issues as we work together. Have a healthy, prosperous and successful new year! 
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Here’s hoping your whole 

so you will feel like

Dancing! 

flock is with you this holiday
singing and…

season… 

Regards,

	Kurt A. Patton MS RPh
Kurt@PattonHC.com
	Jennifer Cowel, MHSA

JenCowel@PattonHC.com
	John R. Rosing, MHA
JohnRosing@PattonHC.com


CMS UPDATES STATE OPERATIONS MANUALS





CMS DRAFT SURVEYOR WORKSHEETS FOR INFECTION CONTROL, DISCHARGE PLANNING AND QAPI





CORRIDOR CLUTTER, RELIEF ON THE HORIZON?








PATIENT CENTERED COMMUNICATION STANDARDS DELAYED UNTIL JULY 2012, DOES IT MATTER PRACTICALLY?





HAPPY HOLIDAYS!





Smoke Detector in On-Call Sleeping Rooms
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