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During Executive Briefings in the summer of 2009 a trial balloon was floated that perhaps changes could be made to the PPR. One issue under consideration at that time was eliminating the requirement for a transmission of findings to the Joint Commission. The audience seemed enthusiastic about this potential change. However; this did not materialize in 2010. We have heard it was again floated for discussion at the surveyor training program in January 2011. You may have read this past month that the Joint Commission has announced a change has arrived. The PPR will no longer be called the periodic performance review. It will now be called the Focused Standards Assessment, or FSA. APR.03.01.01 has been modified to eliminate the unpopular PPR requirement and establish a new requirement for the FSA including a requirement for transmission. The APR has dropped the term annual submission and the article describing the new FSA indicated that it would only be required at the end of year 1 and year 2 of an accreditation cycle. This will eliminate the occasional transmission of PPR results coinciding with an actual full survey.  This should also eliminate the rare conversation about self scored standards and surveyor scored standards that had not yet completed their implementation period. In theory this overlap could still occur between an FSA and an unscheduled for cause survey, but it will certainly occur less often. The announcement was silent on any continued special handling of self-scored standards during an actual survey. The new FSA has the same options 1, 2 and 3 as did the PPR. 

The article in Joint Commission Online also mentioned with little detail a second initiative called the intracycle monitoring process, or IM. This was an interesting term because intracycle monitoring was a concept from the late 1990’s when Joint Commission had a paper application that was mailed only once every 3 years and they feared losing track of what was going on at its accredited organizations including potential closures, transfer of ownership, or changes in service. With the advent of the online application and the annual PPR the potential to lose track of an accredited organization seems far less. What else will be a part of the IM process has not yet been detailed, but reportedly pilot testing of IM will occur in 2012. 

Also published with the APR for the new Focused Standards Assessment was a new APR.09.04.01, for “immediate threat to life” situations. There actually is nothing new to be too concerned about here. Immediate threat to life was a situation that could potentially be invoked on a survey for years and there has been a decision rule published in the ACC chapter describing this potential. Oddly enough there was never a specific standard to score this broad issue against. It could only be declared after discussion between the surveyor(s) and the president of the Joint Commission and if in agreement a decision rule was triggered. Now there will be a standard to score, which in turn will trigger the decision rule. This is a procedural change only. However for those of you that keep track of how colleagues are doing with CMS surveys you may be hearing and reading of an increased number of what they call “immediate jeopardy” situations. CMS has been pulling this trigger more often than we are used to seeing Joint Commission use it. For a brief period in 2008 Joint Commission seemed to be declaring this with greater frequency, but that then dropped off in 2009 and thereafter. Let’s hope it is not returning to the degree CMS uses it.  If you ever are faced with this situation in a Joint Commission survey remember one thing; you must have your defense ready to try and convince the surveyor it is not appropriate, and you must have your argument thought through in case the President of TJC calls saying he is considering this. This is one part of the Joint Commission process that occurs with alarming speed. There is no time to say “I will get back to you” or “I will investigate that.”  If you hear of anything going significantly wrong during your survey; leaders need to think through why this situation does not warrant a declaration of immediate threat. 
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PFI FOR FIRE AND SMOKE BARRIER PENETRATIONS

The August issue of Perspectives has an article announcing a very significant change to the preliminary denial of accreditation process.  Previously an organization placed in PDA status had to do an in-person appeal and the only argument permitted was to convince the Review Hearing Panel that the PDA decision was not appropriate. These hearing panels may have occurred months after the actual survey, but corrective actions were not formally considered as grounds to prevent the decision. This has changed and any corrective actions taken since the survey are open for discussion and can be used by the panel in determining that a PDA decision is not appropriate. There are also some minor terminology changes with the 2012 panel being called a First Level Review and Appeal. What used to be called a BARC, or board appeal review committee is also being changed to a “Final Review and Appeal.”  There is also one amusing change in that the Joint Commission has announced its intent to circumscribe what attorneys and consultants say during a review hearing panel or First Level Review. Previously consultants or attorneys could serve as spokespersons for the organization. This was actually a fun part of being a consultant – being able to challenge information the Joint Commission staff advised the hearing panel on what a standard really meant, or really required. We don’t anticipate any of our CAS clients to need this service anyway, however it has been a method by which we have met many new organizations and will continue to do so. We will just have to pose our questions or advice as “procedural” in nature. 
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Note to our Continuous Accreditation Support (CAS) hospitals:  We have recently updated a set of tools to aid hospitals as they complete their own PPR or FSA.  The tools have been updated to reflect all standards changes posted in Perspectives this year and contain the new NPSG that will be implemented beginning in 2012.  These tools have been used by PHC CAS hospitals to facilitate the completion of their own internal PPR and facilitate survey preparation activities.  Hospitals can assign completion of these PPR tools to chapter leaders or appropriate subject matter owners.  In addition to recording evidence of compliance these will allow you to monitor your internal compliance and your staff can enter links to files or policies to allow easy reference during an unannounced survey.  These tools are conveniently formatted in an excel spreadsheet which allows you to sort and filter information and standards in an endless number of ways, to suit your internal reporting needs.  

If CAS clients are interested in receiving a copy of these tools please contact Kurt, John or Jennifer.  We will be happy to supply you with these recently updated tools.  




























Those of you who subscribe to the TJC alerts will have noticed a new FAQ on surveillance for UTIs, this new FAQ attempts to clarify the yet to be implemented NPSG.07.06.01.   While the question seemed to be straight forward, the answer was not.  The question: “does a hospital have to do surveillance for UTI if their risk assessment doesn’t identify this as a priority?” was answered with something other than a simple “yes” or “no”.  The newly posted response may be characterized as “not necessarily.”  The FAQ states that you do not need to do CAUTI surveillance if you have a credible risk assessment AND you can find some evidence based guidelines that support your decision to not monitor outcomes. The evidence based guidelines may be a sticky issue.  Also, the new EP 4 under this will require that you monitor adherence with compliance with your prevention efforts, in other words, how well you adhere to your required techniques/procedures.  

So, while you don't need to perform surveillance you must be prepared to defend your decision not to do surveillance to your survey team, and show what you are measuring and describe the evidence based guidelines you are following.   We suggest that if you are in a situation where your UTIs do not seem to be a problem, instead of not monitoring CAUTI at all we recommend that you monitor on some periodic basis just to confirm that UTIs remain stable and in control and are truly not a problem.   As with most data collection requirements, you can pick the location for surveillance and the frequency.   We also recommend that hospitals assess compliance with their CAUTI procedures, whether that is a medical record assessment to look for a checklist or an assessment of some other aspect of their expectations.














We have been seeing a high number of requirements for improvement resulting from either the process or the physical environment used for scope cleaning and sterilization. Task 1 is to make sure staff in these areas can precisely describe the process they use to disinfect and sterilize these scopes. When interviewed by the surveyor you don’t want them to say I use 1 or 2 pumps of enzymatic cleaner and I soak the device for 5 or 10 minutes, then if I have time I brush the scope, then I give it a rinse before  placing it in the sterilizer. You want this interview portion of the tracer to be precise and exacting, not high level and general so that they surveyor believes there is variability in your process. The easiest way to achieve this level of precision is to post your procedure in steps directly on the wall near where staff performs this process. As you conduct mock tracers staff should point their interviewer to their posted process and describe how they adhere to it, precisely. 

We are also seeing a more critical evaluation of the physical environment by the Joint Commission’s surveyors. One consistent theme is clear separation of duties and clear separation of clean and dirty equipment. Many scope cleaning areas we see are physically quite cramped. You want to be able to demonstrate a process that prevents water droplet splashing from the dirty side onto now cleaned scopes. Cleaned scopes should be removed and hung to dry in an area that will not lead to contamination or dust collection. There is also a standards change in 2011 that was little noticed for EC.02.06.05 that now refers to the 2010 Guidelines for Design and Construction of Healthcare Facilities. Your 2010 CAMH still referenced a 2001 edition of that guideline. These  guidelines for new construction or renovated space call for a negative pressure environment in the scope processing area to properly ventilate chemicals used, and a positive pressure environment in endoscopy procedural areas. The endoscopy procedural area should have at least 10 air exchanges per hour. The bronchoscopy procedural area is different with a recommendation for negative pressure and 12 air exchanges per hour. 

Bottom line advice is to be aware that this is an area of vulnerability where we believe TJC will continue enhance surveyor training and awareness leading to greater scrutiny. We do have access to both infection control and environmental content experts if any of our clients want onsite consultation in this area. 



























The Joint Commission has posted to its website the pre-publication version of the revised telemedicine standards. We had discussed the revised CMS COP’s in our May newsletter. The revised Joint Commission standards at LD.04.03.09 and MS.13.01.01 are very consistent with what we discussed from CMS in May. When you look at LD.04.03.09 you will note a new element of performance 23 with language which you will want to incorporate into contracts you might have with any telemedicine providers. MS.13.01.01 then details the methods by which you can credential and privilege those practitioners of telemedicine services to your hospital. Just like CMS stated you can use the credentialing and privileging information from the distant site, or you can redo the entire process and fully credential and privilege those practitioners independently of any information from the distant site. Practically speaking we would assume that most organizations will choose to use the efficiency of relying on information from the distant site, but you are not required to do so. It is just easier to do so. There is one nuance that is different between the Joint Commission and CMS requirements. The Joint Commission standards call for the distant site to be Joint Commission accredited if the originating site plans to rely on the distant sites credentialing and privileging information. If they are not Joint Commission accredited you will have to go through your own full and independent process for credentialing and privileging. 

The outcome from all these changes is that organizations should find these revised processes to be less cumbersome than we feared in May 2010 when CMS first published their proposal. We do advise some action items though for clients or readers that utilize telemedicine services and intend to rely on the distant site information to make your credentialing and privileging decisions. You will want to:

1. Modify contracts so that you clearly stipulate the distant site will be Joint Commission accredited and follow a credentialing and privileging process that corresponds to the Joint Commission’s MS.06.01.03-MS.06.01.13 requirements for hospitals or HR.02.01.03 process for ambulatory care organizations. 

2. Obtain a list of verified credentials and privileges issued by the distant site for all practitioners performing services at your hospital. 

3. Insert contract language offering to report quality information from your hospital to the distant site if adverse outcomes are noted as a result of telemedicine services. 

4. Make sure you document Board approval of privileges for telemedicine providers regardless of which technique used to establish those privileges. 

A ROSE BY ANY OTHER NAME WOULD SMELL AS SWEET





CHANGES TO REVIEW AND APPEAL PROCEDURES





NEW PPR/FSA TOOLS AVAILABLE





NEW CAUTI FAQ FOR 2012





DISINFECTION AND STERILIZATION OF FLEXIBLE SCOPES IN PROCEDURE AREAS





DRAFT TELEMEDICINE STANDARDS









[image: image3.jpg]


6740 W. Deer Valley Rd.  Glendale, AZ 85310  Ph: 623.572.8487  Fax: 928.415.4677  www.PattonHC.com
[image: image1.jpg]
Patton Healthcare Consulting, LLC

6740 W. Deer Valley Rd.  Glendale, AZ 85310  Ph: 623.572.8487  Fax: 928.415.4677  www.PattonHC.com

