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CMS has published its financial report for federal fiscal year 2010 and in that report they have also provided analysis of how the accrediting organizations are doing following CMS validation surveys. The complete report to Congress is available on the web at: https://www.cms.gov/CFOReport/Downloads/2010_CMS_Financial_Report.pdf
The report is quite lengthy and describes in detail the huge federal expenditures made to providers through the Medicare program.  Beginning on page 124 is the section on the CMS Oversight of Accrediting Bodies. In the report CMS is complementary of the accrediting bodies including Joint Commission for making available their schedules, promptly sending in copies of survey results and for making swift changes to the standards as gaps are identified or changes are requested by CMS. In FFY 2010 the Joint Commission reported providing deemed status accreditation for CMS for 3839 hospitals, the American Osteopathic Association for 170 and DNV to 46 hospitals. 

Page 132 of this report begins the section on CMS validation surveys, or “look- behind” surveys where state agency surveyors come after the accrediting body surveyors and perform a validation survey. While the analysis is prepared in FFY 2010, the data is actually from the prior year 2009. On the top of the next page we have pasted the table from this report that displays the analysis of Joint Commission validation surveys. As you will see this table identifies what CMS defines as a disparity rate. This is the rate at which the accrediting body missed scoring a Condition-level finding that was identified in the look-behind survey.  The rate is the number of hospitals where there was a condition-level finding missed over the number of hospitals reviewed. CMS also uses another measure called Disagreement rate, which is the number of TJC surveys where a condition-level finding was missed divided by the number of validation surveys with any condition level findings.  The bottom line is CMS surveyors continue to find more Medicare Condition level findings than does the Joint Commission. As has been reported previously one area of disagreement remains the life safety code, thus we should expect continued emphasis from Joint Commission on expanding the scope and duration of this review. The second most frequently cited performance gap was the failure to find Medicare Condition-level findings for governing body issues. 
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The Joint Commission Hospital Validation Disparity Rates (FY 2000-2009)

Fiscal Total Health and Physical HealthySafety
Year Disparity Safety Environment and Physical
ate CoPs/CfCs only*  CoPs/CfCs only*  Environment
CoPs/CfCs*
2000 27% NA NA NA
2001 24% NA NA NA
2002 22% NA NA NA
2003 26% NA NA NA
2004 27% NA NA NA
2005 28% 4% 13% 11%
2006 25% 0% 18% 8%
2007 40% 7% 29% 4%
2008 3294 1394 13% 6%
2009 36% 10% 20% 4%

*Data not available for FY 2000 through 2004




So the question for our readers is what does this mean for those who are awaiting their next Joint Commission survey?  Thus far in 2011 we are seeing more RFI’s scored at a Medicare Condition level than we have previously. We have also noted the number and diversity of LSC chapter findings to be greater than previously seen. This is logical given the expanded duration of the LSC specialist’s time on site. We also noted with interest training advice given to the surveyors to score LD.04.01.05, EP 4 if requested life safety code documentation is not made available upon request. Scoring this leadership standard, which cross walks to governing body, follows a technique CMS has traditionally used to fault leaders when staff fail to fulfill some requirement. More importantly it provides an opportunity for Joint Commission to cite a Medicare Condition level issue in life safety code and a secondary target in governing body, thus potentially improving their outcome on next year’s validation analysis. 
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UPDATE ON STERILIZATION

Interim life safety code measure requirements or ILSM have been evolving in scope; but subtlety in recent years. The first subtle change is the expectation that ALL defects in the buildings compliance with life safety code be evaluated for the need to implement ILSM. This is an interesting nuance because the language of the standard should have made this requirement clear for many years; however there was a general although incorrect interpretation that we only needed to evaluate construction projects. The Joint Commission has published several excellent articles in its Environment of Care Newsletter in recent years trying to drive home the point that ILSM is not just for construction. ILSM should also be analyzed for any building Life Safety defect. One issue which remains poorly understood is the relationship between ILSM and your self-reported defects on the electronic statement of conditions or the plan or improvement portion (PFI) of your eSOC. In the PFI you are self-reporting defects and committing to correcting those defects by the end of a self-identified timeframe. What remains lacking in many hospitals today is the analysis of each of those self-identified, self-reported defects for the need to implement ILSM.  When you look at your PFI and you see 15 self reported defects, you should ask to see the 15 ILSM evaluations performed, one for each defect. 

The second part of the ILSM evaluation that is also not well understood today is that concluding “nothing needs to be done” when you have identified a defect in your PFI, is potentially perilous.  Standard LS.01.02.01, EP 3 establishes the requirement to have an ILSM policy. You will note that this EP has a triangle 2, or situational decision rule associated with it. Your policy should clearly stipulate that ILSM are to be applied when necessary to either (1) a construction project, or (2) a PFI.  Then EP’s 4-14 identify 11 things you could do to enhance safety during this period when your building is under construction or a life safety code requirement is compromised. Most organizations develop an Excel spreadsheet tool, where EP’s 4-14 are the safety strategies in columns and the rows identify potential defects by type (e.g., from code deficiencies to construction deficiencies to maintenance and testing deficiencies.) The Joint Commission permits hospitals to develop their implementation policies. In other words you get to design the enhanced safety strategies to implement when the building is compromised. Your action taken must be reasonable, practical and consistent with your ILSM policy. Choosing to “do nothing” when you have identified building defects will often conflict with the stated policy. You could of course choose to conduct risk assessments for each self identified building defect, but again concluding that nothing needs to be done in the face of a known life safety code deficiency is a risky conclusion. If you do an internet search for ILSM you will find many examples of the ILSM matrix. Be sure to pick one created since 2009 when the Joint Commission did its Standards Improvement Initiative and changed EP’s 4-14. These EP’s outline the following safety enhancements you can consider for implementation when your building is compromised. They include:

a. Inspecting exits on a daily basis

b. Providing temporary fire alarm/detection systems

c. Providing additional firefighting equipment

d. Using temporary construction barriers

e. Increasing surveillance

f. Enforcing debris removal, good housekeeping

g. Providing additional training on firefighting

h. Conducting one extra drill per shift/per quarter

i. Inspecting and testing temporary systems monthly

j. Conducting training on hazard awareness

k. Training staff to compensate for impaired building features

You will note that implementing a fire watch was not mentioned in any of these 11 enhanced safety strategies. The fire watch issue has its own EP (EP 1) and the Joint Commission has detailed the conditions as to when it must be implemented. It is important to realize that ILSM implementation does not have to mean performing a fire watch.  When you implement ILSM, pick strategies from your matrix that make sense for the deficiency and can be readily achieved.  Requiring too many measures and then failing to implement them also leads to an adverse decision. Thus you are wise to “choose wisely” by selecting no more or no fewer measures than are necessary to offset the LSC deficiency. 

We would encourage our readers to look at their electronic PFI to identify all known defects in the building. Secondly identify all the construction projects taking place in the building. You should have an ILSM evaluation for each defect and for each construction project. In addition each evaluation should have a conclusion or identified enhanced safety strategy that is implemented

A failure to do this correctly can result in an adverse accreditation decision, identification of the Medicare Condition of Participation for life safety as out of compliance, and the identification of the governing body Condition of Participation as being out of compliance also. Your colleagues in the industry are still getting surprised by this subject matter. Don’t let it happen to you. 
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PFI FOR FIRE AND SMOKE BARRIER PENETRATIONS

We have seen an uptick in Joint Commission survey findings related to the following standards and elements of performance:

MM.03.01.01 EP 6(A): The hospital prevents unauthorized access to medications in accord with policies, law and regulation.  

What is cited: The nuclear medicine isotope delivery person has off-hours access (either escorted by security or in some cases not) to the locked hot lab and medications (e.g., lidocaine) are stored in unlocked cabinets or drawers in the hot lab; housekeepers have keypad or keycard access to a medication storage room in order to clean the room; housekeepers have access to a recently used operating room where medications remain in an unlocked anesthesia cart.

Solution: Add a paragraph to a policy governing medication security, access or handling that says: “Unlicensed staff, such as but not limited to, housekeepers, materials management supply clerks, maintenance staff, security, radioisotope delivery staff, etc., are permitted to have incidental access to areas where medications are stored in order that they may fulfill duties assigned to them within their job description or contract.”

MM.04.01.01 EP 2(A)/EP 13(C): The hospital has a policy that defines the elements of a complete medication order and (EP 13) follows this policy.

What is cited: The surveyor is observing the start of a procedure using moderate sedation in the GI lab, cardiac catheterization lab, or interventional radiology and he/she overhears the physician call out to the nurse “give 2 and 50” and the nurse, after obtaining the Versed and fentanyl from the ADM or locked cabinet administers 2 mg of Versed IV and 50 mcg of fentanyl IV without having first written down this verbal order, clarifying in active voice as he or she does, “clarifying, do you mean 2 mg of Versed IV and 50 mcg of fentanyl IV?” and waiting for verbal confirmation from the physician of this now complete, verbal order prior to administering the medication.

Solution: In the cozy confines of these dedicated procedure settings sometimes physicians and nurses get too comfortable engaging in “at-risk behaviors” where corners are cut such as those described in this example.  Ending these potentially unsafe behaviors often requires a difficult-to-achieve but nonetheless imperative change in department culture for one or both parties

EC.02.03.03 EP 3(A): Life support equipment is inspected, tested (documented) and maintained.

MM.03.01.01 EP 2(A): Emergency medications are readily accessible.

PC.03.01.03 EP 8(A): Resuscitation equipment is available for high risk/operative procedures and those involving anesthesia/sedation.

What is cited: One or more of the above standards could be cited when the surveyor asks to see the weekend case log for the PACU, GI lab, cath lab, or interventional radiology area to see when was the last date and time an emergency case was handled in any of these areas where staff were called in to perform the case.  The surveyor then goes to the crash cart and checks the inspection/testing log sheet to see if anyone checked the cart prior to the start of the STAT procedure to ensure the tamper-tell seal was intact signaling the integrity of the medications and supplies within the cart and whether the defibrillator was tested per hospital policy.  A finding will be noted if the inspection or test was skipped.

Solution: Make it clear in these areas that the inspection and testing of the emergency medications, supplies and equipment goes hand-in-hand with turning on the lights in preparation for the STAT case.  Note: Normally hospital policy will specify a defibrillator testing frequency recommended by the defibrillator manufacturer, though we sometimes see policies that require testing frequencies in excess of manufacturer recommendation.  If the requirement is for a weekly test and this is always performed on, for instance, Monday, then in the circumstance of the STAT case on Saturday staff would only need to inspect the integrity of the emergency medications and supplies, and would not need to test the defibrillator.

EM.02.01.01 EP 5(A) The Emergency Operations Plan defines the process for initiating and terminating the response and recovery phases of the plan, including the circumstances where these phases are activated.

What is cited: The EOP is found to not include a description of circumstances that would lead to the initiation and termination of the response and recovery phases of the plan.

Solution: This EP is sometimes overlooked when creating the EOP as it is felt the incident commander will simply make the decision based on circumstances on the ground at the time of the incident.  But you need more structure than that.

For example, consider criteria for initiation of the response phase to include:

1) What happened?

2) What is the likely impact on the facility, staffing, and other key assets?

3) Can the impact be managed through daily operations and management practices?

4) Is this an event involving the media?

Possible criteria to initiate termination of response phase:

1) The number of incoming patients is declining to a manageable level using normal staffing patterns and resources

2) There is no secondary rise in patient volume expected

3) Other responders are beginning their demobilization

4) Other critical community infrastructure returns to normal operations


Patton Healthcare Consulting CAS Clients:  Please visit our members only website if you if you haven't done so recently.  You will note that all of our tools have been updated for 2011.  Many new tools have been added based on customer requests and others retired that were no longer useful.  Appended to the end of this newsletter you will find the table of contents for the members-only tools and resources.  Our site has grown along with the sophistication of our customers; there are over 50 accreditation tools and over 15 presentations now on our website.  We are enthused to bring you these tools as an additional way to help you prepare your staff for a smooth and successful survey.  Please also scan the accreditation related PowerPoint slide sets addressing such issues as top scored standards, clarification tips, tracer techniques for staff, conducting a risk assessment and survey success strategies for staff.   You can use these for your own internal staff education efforts or ask one of us to conduct custom onsite education at our next visit.   

Newsletter Only Subscribers:  For those of you who subscribe to the newsletter but are not currently a PHC client, these tools are designed as a value-added aspect of our all ready competitive continuous support-consulting package.  Clients who engage us to help them be continually compliant with accreditation standards through mock surveys and periodic support are given access to these resources.  If you are interested in more information about our services, please contact one of us, we will be happy to provide information on how we can help you prepare and stay prepared.

PHC Clients who may have forgotten their login or password are encouraged to contact Kurt, Jennifer or John and we will send you the information.  

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
Survey Readiness Tool Kit 

· Survey Day 1- Documents for Survey or Review 

· Patient Tracer Tool - one page tool with the top scored standards

· NPSG Tracer Questions & Issues  

· Procedure Area Checklist 2011 

· System Tracer Sample Questions: 

- Leadership 

- Emergency Management 

- Environment of Care 

- Infection Control 

- Data Use 

- HR & Competency 

- Credentialing 

- Medication Management 

· Patient Tracer Sample Questions 

· Tracer Tool - Patient Communication and Education 

· Tracer Tool - Staff Orientation, Training, HR Files 

· Ambulatory Care Patient Tracer Sample Questions 

· Tracer Tool - EOC Document Review 

· Department Walkthrough Checklist for Staff on EC/LS Hot Spots

· Tracer Tool - Emergency Management 

· Tracer Tool - Medical Staff Files 

· NPSG Tracer Tool 

· NPSG Self Assessment Tracer Tool  
· Dialysis Tracer 

· CT Lab Survey Tracer

· Code of Conduct - Culture of Safety 

· Conflict Resolution 

· Hospital Risk Assessment Tool 

· Infection Control Risk Assessment 

· Physician Pocket Guide - Key Issues for a Key Audience

· 2011 Mock Finding Form 

· Open Medical Record Review Data Collection Tool

· Invasive Procedure Checklist 

· Tracer Strategies 

· CMS Requirements for Informed Consent 

· CDC Recommendations for Hand Hygiene 

· Hand Hygiene Monitoring Tool 

· Top 10 Joint Commission Findings for Hospitals 2010 

· 2010 Universal Protocol Checklist Poster 

· Annual Summary Report Checklist 

· MS.01.01.01 Gap Tool 

· Tissue Tracking Spreadsheet 

· Staff Readiness Pocket Guide 

· ESC Team Tool 

· Home Care Top 30 Tracer Tool 

· List of Required Policies 

· HR Vendor-Volunteer-Contractor Tracer Tool 

· Low Hanging Fruit Tips 

· Surveyor Escort Documentation

· Management Rounds 101

· Five Step Plus One ACHE July August 2010 

· 5 Step (Plus One) Process 2011 

5 Step Sustained Execution Poster 
Presentations

· EC-LS for Clinical Managers 

· New for 2011- Top 25-NPSGs Success Strategies 

· Tele-radiology and MS Requirements 

· Tips on Clarifications and ESCs 

· Home Care Top Scored Standards and NPSGs 

· HR RC IM  - Standards Highlights

· Medical Staff Chapter Highlights  

· Focused Professional Practice Evaluation (FPPE) and Ongoing Professional Practice Evaluation (OPPE)  

· Immediate Threat to Life 

· Leadership Standards  

· 2009 RC IM PC  - Standards Highlights

· Strategies for a Successful Survey 

· Conducting a Risk Assessment 

· Using Tracers to Help You Evaluate Progress 

· Medical Staff Chapter Highlights 

· Medication Management Tracer 

· Provision of Care Including Old Restraint Standards - Highlights
CMS FINANCIAL REPORT AND ACCREDITING ORGANIZATION VALIDATIONS FEDERAL FISCAL YEAR 2010


 





DON’T GET STUNG BY A FAILURE TO ANALYZE OR IMPLEMENT ILSM





UP AND COMING FREQUENTLY CITED STANDARDS





NEW ACCREDITATION AND MOCK TOOLS FOR 2011
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