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Thanks to the east coast reader who noted that the Joint Commission changed the EP type for each of the elements of performance for medication reconciliation from A to C.  As originally posted in Perspectives, January 2011 each of the EP’s was noted to be type A requiring absolute performance. The good news is that in the recently distributed CAMH update these were very quietly changed to type C. Surprisingly; this change was not highlighted in the update pages distributed along with the update. If you search for it in the E-Edition you won’t find NPSG.03.06.01 yet listed, presumably because it is not yet July 2011. In addition to the EP category change, they added the D for mandatory documentation to EP’s 1 and 4, but as we previously described in our April newsletter  thorough documentation can help you on tracers if patients interviewed don’t recall advice you gave to them. In terms of scoring of your survey findings the change from A to C has minimal impact since the only difference is one observation of noncompliance vs 2.  However; in the post survey clarification process this is a major change as it opens up the opportunity to conduct audits to demonstrate 90% or better compliance. 
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PFI FOR FIRE AND SMOKE BARRIER PENETRATIONS

CMS published a new Survey and Certification memo on May 13 that they then updated on May 20th. In this letter they update the State Operations Manual relative to blood transfusions and IV medications, medication errors and adverse drug reactions, and the ordering of rehabilitation or respiratory therapy services. Last year there was a period when CMS was questioning if allied health practitioners were permitted to order rehabilitation or respiratory therapy services. The issue arose because the original CoP’s which are quite old did not specifically authorize allied health practitioners to order these services. This was because the original CoP language predated the frequent use of allied health practitioners and predated the DRG based reimbursement system, thus CMS was in the past at financial risk if the prescribing of these services was too loose. Today’s hospital environment is very different and CMS had made appropriate changes along with Congress in the 2011 hospital reimbursement methodology legislation. With the issuance of this memo, the state operations manual will also be up-to-date. 

The issue about transfusions requiring “special training” had been confusing because hospitals wondered what was special about the training of staff on this routine treatment procedure. The memo from CMS points out that all they are looking for is a documented competency validation for those that transfuse blood products or administer IV medications. 

The change they made to the Pharmaceutical Services regulation about notifying the physician “immediately” about medication errors and adverse drug reactions appears also to be a reasonable explanation of the term “immediate.” The State Operations Manual will now require notification to the physician immediately if the patient has been harmed, or is at risk of harm as a result of the medication error or adverse drug reaction. Most important for our readers is CMS will expect each hospital to develop policies and procedures for notification of physicians about medication errors and adverse drug reactions. You will want to examine your current policies and procedures, your definitions of adverse drug reaction, medication error, and incompatibility, as well as establish timeframes for reporting to the physician and to the hospital’s QAPI program. The CMS memo does state that it will be acceptable to notify a covering physician rather than the attending. 

The complete text of the revised version of this memo can be found at the following address: http://www.cms.gov/Surveycertificationgeninfo/downloads/SCLetter11_28.pdf
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The May issue of Perspectives, and the June issue of EC News both mentioned the concept of second generation tracers. Perspectives mentioned that they had identified 5 high-risk processes that would potentially be subjected to this rigorous review. These included:

1. Cleaning, disinfection and sterilization

2. Patient flow

3. Contracted services

4. Diagnostic imaging

5. OPPE and FPPE

First we should state that the concept of second generation tracers has been floated as a trial balloon to the surveyor workforce several times over recent years.. The first trial balloon was at the 2010 surveyor conference, then again at the 2011 surveyor conference. Many surveyors perceived this concept as nothing more than what they were trained to do for quite a few years now, namely drill-down as part of their tracers into processes and determine the root causes of potential RFI’s (e.g., lack of competency, lack of PI, lack of leadership. Etc/.) We would encourage our readers to not overreact on  issues of flow, and contracted clinical services as these topics have already been the focus of increased attention in recent years. Most organizations we work with have already gotten their flow-analysis process fine-tuned. A smaller, but still significant number of organizations have gotten their contracted services process established. However the cleaning, disinfection and sterilization issue is one worth examining in greater detail. We often find inexplicable variability in techniques used throughout the organization that cannot be attributed to the types of equipment being cleaned, disinfected or sterilized. The May issue of EC News has an interesting article we would encourage you to read about a second generation tracer on this issue. It describes the process the surveyor goes through from the observation to discussion with central sterile supply, to validation (or not) by the biomedical equipment department to the facilities manager to discuss steam availability. The article points out a potential vulnerability where a user department believes or assumes that another department has the expertise and followed through to do the job completely when in fact there was a gap in policy and practice. 

Not discussed in these articles is what the Joint Commission will be doing relative to a second generation tracer in diagnostic imaging. Our belief is that it will involve a drill down into the QAPI efforts to prevent radiation overdoses as were reported in the general media last year. This exploration may involve both diagnostic imaging and therapeutic radiation treatment programs. Our suggestion is to find out what is done in these locations to prevent similar problems to those reported by other hospitals last year. As we visit Patton Healthcare clients to conduct mock surveys we hear  widely diverse answers to questions posed on this subject, from “we have not heard of these problems” to seeing intensive QA logs and internal analysis designed to head off such issues. 

The potential second generation exploration of OPPE and FPPE may prove difficult also. The Joint Commission has been on a multiyear quest to qualitatively enhance the credentialing and privileging process. The development of OPPE and FPPE was part of that effort. But now that everyone is finally “doing something” it may be opportune to explore how well it is working to detect potential problems and prevent issues from arising. On this issue the crystal ball is still cloudy, but if you think you have had a second generation tracer on OPPE and FPPE, please let us know about it so we can share information with others. 







































Scoring for this NPSG starts again July 1. We will be working with our clients to help clarify or correct any RFI’s that get written. We have many additional organizations that read our newsletter that are not clients, but if you receive a finding for medication reconciliation we would encourage you to share it with us. You can do this anonymously, or if you would like help preparing a clarification we always welcome new clients. However there is no pressure to do so, we just want to read what is being scored, how it is being found or detected during survey and then share these observations and techniques in the newsletter so that others can be prepared. 



























To our readers:  Enjoy your summer and please don’t hesitate to contact us if you need assistance in survey readiness, require a mock survey, desire outside assistance in your PPR preparation or need expert help after a survey drafting your clarification or ESC.

Regards,

Kurt A. Patton MS, RPh

Kurt@PattonHC.com
Jennifer Cowel, RN, MHSA

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

JohnRosing@PattonHC.com
Patton Healthcare Consulting
www.PattonHC.com
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CMS SURVEY AND CERTIFICATION LETTER MAY 13/20 2011





HOW CONCERNED SHOULD WE BE ABOUT “SECOND GENERATION” TRACERS?





MEDICATION RECONCILIATION, ONE MORE THING





FOR MORE HELP, CONTACT US: 
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