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Last month we reported on the clinical contracting standard, LD.04.03.09 and used the phrase: “professional services contracts with licensed independent practitioners are not covered by this standard”. That phrase is actually imprecise as it is of course appropriate to monitor the quality of the services provided by contracted LIP’s. However, you do so by credentialing and privileging them through the medical staff process. That is your quality oversight mechanism for the services of an LIP and neither Joint Commission nor CMS allow for any leeway on the need to credential and privilege those who provide onsite services at your hospital. The phrase “not covered” was only meant to describe that you have it covered already by the credentialing and privileging process. Thanks to one of our Chicago area readers for bringing a follow up question to our attention. 
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UPDATE ON STERILIZATION

You may have noticed that your 2011 Standards Manual in the Accreditation Process section does not include any numerical reference to 2011 screening bands, which some call thresholds. A specific screening band reference for 2011 was also not published in Perspectives at the end of 2010. This omission is interesting when viewed in conjunction with the accreditation decision rules AFS01 and AFS02. Decision rule AFS01 states: “The hospital demonstrates systemic patterns, trends, and repeat findings primarily with direct impact standards”. The decision rule AFS02 reads: “The hospital demonstrates systemic patterns, trends and repeat findings primarily with indirect impact standards”. This is interesting because it implies that above some unstated threshold your outcome may be adverse. Decision rule ADM02 for 2011 does still state that survey reports where there too many direct impact RFI’s above program specific screening bands will be subject to more intensive review, but it does not mention anything about indirect impact standards. Lastly rumors from staff at Joint Commission indicate they have been discouraged from discussing thresholds with accredited organizations as the Joint Commission does not want organizations focusing on the issue.  However, those organizations that have experienced adverse decisions in 2011 are not likely to lose focus on this issue and the lack of clarity is dissatisfying this portion of the customer base.  

Unless we hear differently, we advise organizations to assume that last year’s screening bands are still in effect and when clarification opportunities exist, to complete those clarifications to keep the number of RFI’s down below what may exist as an unpublished threshold. In regard to AFS02, the only advice we can give is to not assume that indirect impact findings don’t count in the decision making process. 
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Historically the Joint Commission’s newsletter Perspectives has been the official source of standards and policy changes. However, it now appears that the weekly online newsletter called Joint Commission Online is becoming increasingly important in announcing new standards and policy changes. We encourage our readers to be sure someone at your hospital is printing these out each week and appropriately disseminating the information. We would also encourage you to retain printed copies on file for future reference. One such important change was announced in the January 12th edition of Online relative to EC.02.03.05, EP 2. Previously hospitals had to test valve tamper switches and water flow devices every 6 months. You quite probably have a scheduled work order to perform this test every 6 months. This has now been changed to every quarter and you will need to begin your track record of compliance immediately as this change will begin being scored July 1. A new EP 25 of this same standard was also announced in this edition of Online which requires the minimum documentation for maintenance, testing, and inspection activities for fire alarm and water based fire protection systems to include:

1. The name of the activity

2. The date of the activity

3. The required frequency of the activity

4. The name and contact information, including affiliation, of the person who performed the test.

5. The NFPA standard referenced for the test or activity

6. The results of the activity







































The January edition of the Joint Commission’s Environment of Care News had a very worthwhile article on pages 6 and 7 about how to request PFI extensions and requests for approval of equivalencies. The request process for a PFI extension is really a very simple process and it can all be done online. The Joint Commission advises using their Standards Interpretation Submission form for this. That may sound odd, but it is correct and we have seen them approved within 24 hours when submitted in this fashion. The Joint Commission advises that you use this form as follows:

1. In the field for subject of the standard, write “other”. 

2. In the field for accreditation manual, write “other”. 

3. In the text box for your question document the original and proposed project completion dates, a brief description of the deficiency, the PFI reference number, the reason for the extension request, confirmation that the PFI item will receive high priority for completion. 

4. Be sure also to include your HCO ID number, the name and location of your hospital, the name, title and contact information for the individual responsible for maintaining the ESOC, and authorization for the SIG engineers to update information on your ESOC. 

Our observation is that this is painless and faster than written correspondence sent either by US mail or Federal Express. Most importantly since the impact of a late PFI six months or more overdue can cause a downgrading of your accreditation status, don’t let these dates slide too far without requesting these extensions. We encourage our readers to check their dates and completion status at least every 6 months to verify you are on schedule. Failure to adhere to commitments to repair identified defects, in addition to downgrading accreditation status, will lead to public disclosure of all RFI’s and quite probably additional RFI’s for leaders’ failure to hold staff accountable. 


PFI FOR FIRE AND SMOKE BARRIER PENETRATIONS

Known fire wall and floor penetrations (LS.02.01.10 EP 9) and/or smoke barrier penetrations (LS.02.01.30 EP 18) that cannot be repaired within 45 days through a work-order process should be submitted as a PFI, according to an article in the December issue of Environment of Care News, but the PFI must specify at least a relative location to minimize the risk of a surveyor determining he/she has found a penetration you were unaware of.  Formerly, many organizations would simply note in a PFI; “Penetrations, Smith Building, fourth floor.”  Now, it is clear that a suitable PFI would identify the building and floor and then add in the comment section: “multiple penetrations on floor 4, west side of corridor above fire door 47.”  Conceivably there is no limit on the number of such comments added to a PFI for a specific building and floor and, in fact, you are wise to be as comprehensive in your assessment as is practical. 

On January 14, 2011 CMS issued a Survey and Certification Memorandum, revising the interpretive guidelines for anesthesia services. The American Society of Anesthesia (ASA) has been announcing the success of their dialogue with CMS and they have identified the pertinent “victories” they believe resulted from this discussion. The CMS memorandum may be found at: 

http://www.cms.gov/SurveyCertificationgeninfo/downloads/SCLetter11_10.pdf
The ASA summary of the perceived victories may be found at: http://www.asahq.org/For-Members/Advocacy/Washington-Alerts/ASA-Regulatory-Victory-Pre-and-Post-Anesthesia-Interpretive-Guidelines.aspx
For our accreditation readers there are three important changes we would like to bring to your attention. CMS tag A-1003 specifically makes note that moderate sedation is not considered to be anesthesia under the regulation. This is important for Joint Commission surveys because the Joint Commission does consider moderate sedation to be anesthesia. Thus the Joint Commission’s standards in the PC chapter are more inclusive and more stringent than the CMS requirement. While it is possible that Joint Commission will modify their standards to correspond to the CMS definitions, readers should be forewarned this has not happened yet. Thus the Joint Commission still expects to see pre-anesthesia/sedation assessments and post anesthesia/sedation assessments for procedures involving moderate sedation. The ASA is similarly involved with Joint Commission and is an active participant in their standards development process, but until we see an announcement in Perspectives or the less official Online publication our recommendation is to continue to treat moderate sedation as anesthesia, and perform the necessary pre-anesthesia/sedation and post-anesthesia/sedation assessments. 

The CMS memorandum also details an interesting relaxation of the requirement for a pre-anesthesia assessment within 48 hours of the administration of anesthesia. CMS is loosening this requirement to be more in line with their requirements for a medical history and physical. CMS will now permit some of the required elements of a pre-anesthesia assessment to be conducted up to 30 days prior to the administration of anesthesia. The elements that can be done earlier include the notation of anesthesia risk, or ASA status, the identification of potential anesthesia problems, analysis of information about the patients history, and development of an anesthesia plan. Then within 48 hours of the provision of anesthesia CMS will require a review of the medical history, an interview with (if possible) and examination of the patient. 

The third significant change in the CMS policy is the post-anesthesia assessment within 48 hours of recovery. They state this need not be the same practitioner who administered the anesthesia; however it should be a provider qualified to administer anesthesia. Additionally CMS will permit this post-anesthesia assessment to be conducted after discharge in the case of day surgery.  This implies that the post-anesthesia assessment for the day surgery patient may be based on a review of recovery area nurses’ notes and recorded data and need not require a face-to-face evaluation by the anesthesia provider prior to the patient’s discharge.

Do read the CMS memo in its entirety and discuss its implications with your anesthesia staff. Also bear in mind that the Joint Commission has not yet announced its plans to modify standards to come into alignment with CMS on these issues. 
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