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Last May CMS had published draft regulations that would have required hospitals

that utilize telemedicine or teleradiology services to credential and privilege each remote physician using the same process that the hospital uses for local physicians. Until recently it appeared that CMS would implement these requirements as originally drafted. On April 29th HHS secretary Sebelius signed off on a significantly simplified version of the original proposal. The final rule will require the governing body of the hospital that receives telemedicine services to privilege the physicians who provide those services however CMS is going to permit the hospital to “rely on information provided by the distant site hospital.” In other words, the originating site, or the hospital receiving the telemedicine services will be able to use information supplied by the distant site hospital in making its decision about privileges. CMS proposes to create oversight of the process through the development of contracts between the receiver and the sender of the telemedicine service. More importantly this contracting provision is going to be extended to non Medicare certified provider types, including teleradiology providers. The draft regulation, which required the distant site organization to be a Medicare certified hospital if you wanted to utilize the credentialing and privileging flexibility,  has been deleted. CMS will be adding language to the COP’s &482.12(e), that will require the governing body of a hospital, through its written agreement with a telemedicine entity, to ensure that the distant site entity, acting as a contractor of services, furnishes those services in a manner that enables the hospital to comply with all applicable COP’s and standards. The existing and applicable portions of the COP’s are &482.12(a)1-7

CMS also did an extensive review and analysis of the public comments
 received since last year’s initial posting. They continue to recognize and exempt from these requirements what they call “curbside consults,” which are very informal discussions among physicians about a case without any formal reporting or billing taking place. CMS talked about the issue of licensure of the practitioners, but did not take a stance independently on this issue. They require the hospitals and physicians to follow state regulations at the originating site, or the site where the patient resides. These requirements do vary widely among the states as do some definitions of telemedicine and thresholds for requiring licensure, so be sure to check with your own state boards of medicine. 

The hospital receiving telemedicine services or the originating site also has a new responsibility under these requirements to provide feedback to the distant site organization that might be pertinent to their decisions about credentialing and privileging. At a minimum they state this feedback must include “all adverse events that result from telemedicine services provided to the hospitals patients and all complaints the hospital has received about the distant site physician.”  This means in your incident tracking system or your complaint tracking system you will want to track adverse events and complaints about distant site practitioners and to have these incidents or complaints identifiable as being about a remote contracted organizations performance. You will want to be able to affirmatively say we received no complaints or only X complaints during the contract renewal discussion. 

So, what do these proposed changes mean to hospitals today? The Joint Commission has already notified the industry that the anticipated July deadline to credential and privilege all remote telemedicine practitioners is suspended.  Thus, if you were in the process of developing your own credentialing and privileging files on distant site practitioners, you can put this process on temporary hold. You could of course choose to continue down that path, but you would be taking on more work than is mandatory. Instead we recommend that you look at existing telemedicine or teleradiology contracts now, and begin to negotiate new language about compliance with the COP’s and your willingness to share adverse event data and compliant data with your telemedicine provider. You should already have the list of privileges that a distant site hospital or provider may have granted to its physicians and the originating site hospital, or the hospital wishing to utilize telemedicine services should review that list of privileges and make a recommendation to the governing body about privileges which should be awarded at the originating site. Be careful here to only authorize privileges that make sense for a telemedicine provider. Don’t provide a “rubber stamp approval” to all current privileges since some may be procedure based and not provided remotely using a telemedicine link. We would also suggest that as you develop your contracts with telemedicine providers you schedule a review and approval of these contracts by the governing body. 

Lastly, the Joint Commission should be publishing companion standards in response to this new language. It is assumed that these will mirror the CMS regulations, which take effect in 60 days, however we will all want to study the Joint Commission standards once published. 
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PFI FOR FIRE AND SMOKE BARRIER PENETRATIONS

There are a number of standards that contain requirements for the “governing body”, “governance” or “leadership”.  This document summarizes the requirements for Governance and Governing Body.  The Joint Commission defines governance as the group that has ultimate authority and responsibility for establishing policy, maintaining quality of care, and for management and planning at the organization level.  While, the Joint Commission has several requirements related to the hospital’s governing body, not all are contained within the leadership chapter, they are sprinkled throughout the accreditation manual.  This document describes the standards that specify reports the board must see, policies the board must approve in addition to random references where the board is expected to fulfill some specific duty.   The standards in the Medical Staff chapter that define the relationship between the medical staff and the board are not included in the below list.  

It is important to note that in 2010 a few of the CMS CoPs were integrated into the standards in the form of a "note" in an EP or a "note" at the standard level.  The notes that implicate the governing body are included here as well.

LD.04.04.05 EP 13 - This standard is the only one to specify the specific reports that the governing body is to review annually.
· At least once a year, the leaders provide governance with written reports on the following:

· All system or process failures 


· The number and type of sentinel events 


· Whether the patients and the families were informed of the event 


· All actions taken to improve safety, both proactively and in response to actual occurrences 


· The determined number of distinct improvement projects to be conducted annually 


· All results of the analyses related to the adequacy of staffing (See also PI.02.01.01, EP 14

LD.01.01.01 - This standard is a generic requirement that you define roles

· The hospital identifies those responsible for governance.

· The governing body identifies those responsible for planning, management, and operational activities.

· The governing body identifies those responsible for the provision of care, treatment, and services.
LD.01.03.01 – This standard defines the duties of the governing body.  These duties include:

· The governing body defines in writing its responsibilities. 

· The governing body provides for organization management and planning.

· The governing body approves the hospital’s written scope of services. 

· The governing body selects the chief executive responsible for managing the hospital.

· The governing body provides for the resources needed to maintain safe, quality care, treatment, and services. 

· The governing body works with the senior managers and leaders of the organized medical staff to annually evaluate the hospital’s performance in relation to its mission, vision, and goals.

· The governing body provides a system for resolving conflicts among individuals working in the hospital.

· The governing body provides the organized medical staff with the opportunity to participate in governance.

· The governing body provides the organized medical staff with the opportunity to be represented at governing body meetings (through attendance and voice) by one or more of its members, as selected by the organized medical staff.

LD.01.05.01 - This standard defines the governing body’s role in defining the organization of the medical staff

· The governing body approves the structure of the organized medical staff.

· The organized medical staff is accountable to the governing body.

LD.01.07.01 - The hospital is expected to orient and train the governing body

· Individual members of the governing body, senior managers, and leaders of the organized medical staff are oriented to all of the following:  

· The hospital’s mission and vision 


· The hospital’s safety and quality goals

· The hospital’s structure and the decision-making process 


· The development of the budget as well as the interpretation of the hospital’s financial statements

LD.02.01.01 - This requires the governing body create the mission, vision, goals

· The governing body, senior managers, and leaders of the organized medical staff work together to create the hospital’s mission, vision, and goals.
LD.02.02.01 - This standard requires the governing body to define conflict of interest

· The governing body, senior managers, and leaders of the organized medical staff work together to define in writing conflicts of interest involving leaders that could affect safety and quality of care, treatment, and services.

· The governing body, senior managers, and leaders of the organized medical staff work together to develop a written policy that defines how conflict of interest involving leaders will be addressed.
LD.02.03.01 - This standard, at the standard level, requires that the governing body and leaders discuss quality and safety issues and define when these issues are to be discussed.  See the two EPs below.

· Leaders discuss issues that affect the hospital and the population(s) it serves, including the following: 

· Performance improvement activities 


· Reported safety and quality issues

· Proposed solutions and their impact on the hospital’s resources 


· Reports on key quality measures and safety indicators 


· Safety and quality issues specific to the population served 


· Input from the population(s) served

· The hospital establishes time frames for the discussion of issues that affect the hospital and the population(s) it serves

LD.02.04.01 - This standard expects the governing body to approve a process for managing conflict among leaders.

· Senior managers and leaders of the organized medical staff work with the governing body to develop an ongoing process for managing conflict among leadership groups.

· The governing body approves the process for managing conflict among leadership groups.
PI.01.01.01 - This standard expects the governing body to approve the frequency of data collection for the performance improvement initiatives.  

· The leaders identify the frequency for data collection.  Note: For hospitals that use Joint Commission accreditation for deemed status purposes: The leaders that specify the frequency and detail of data collection is the governing body.

LD.04.01.03 - The governing body must approve the budget

· The governing body approves an annual operating budget and, when needed, a long-term capital expenditure plan.

RI.01.07.01 - The note for EP 1 states the governing body is responsible for the complaint resolution process, but may delegate this responsibility

· The hospital establishes a complaint resolution process. (See also LD.04.01.07, EP 1; MS.09.01.01, EP 1)  Note: The governing body is responsible for the effective operation of the complaint resolution process unless it delegates this responsibility in writing to a complaint resolution committee.

LD.04.03.09 - The note in EP 4 requires the governing body to oversee clinical contracts, the note goes on to describe credentialing for telemedicine.
· Leaders monitor contracted services by establishing expectations for the performance of the contracted services.  Note 3: For hospitals that use Joint Commission accreditation for deemed status purposes: The leaders who monitor the contracted services are the governing body. All licensed independent practitioners who are responsible for the patient’s care, treatment, and services via a telemedicine link are credentialed and privileged to do so at the originating site 

[image: image3.jpg]



The Joint Commission has shipped the CAMH update and you should have received, reviewed and updated your comprehensive accreditation manual by this time. This is a task that is often delegated and it is a task that is often left undone. It is very common for organizations to lose confidence that they have the most up to date information, so they more frequently purchase the refreshed core than should be needed. We encourage our readers to review the summary shipped with the update and to take a look at the standards changes. For the most part many of these updates are the CMS additions first posted to the Joint Commission website in January 2011. In addition they also replaced the safety goal for medication reconciliation with the new requirements. We would also like to point out they added two documentation icons for MS.08.01.01, EP’s 3 and 5. The language of these two elements of performance previously implied that documentation was needed, however when we spoke about this in our educational sessions, many organizations reported that this did not have clear documentation for these requirements.  The standard deals with FPPE and EP 3 requires documentation of the process for criteria for performance monitoring, a method for establishing a performance plan and a method to determine the duration of the performance monitoring. EP 5 requires the triggers that indicate the need for performance monitoring to be clearly defined. Many organizations have left these two elements of performance to case by case, or ad hoc decision making. We encourage our readers to make sure they have the structure for these requirements spelled out in policy. 













































The May edition of Perspectives updated the entire year 2010 most frequently scored standards, but the tables displayed at only the standard level rather than the more specific EP level.  Fortunately the EP listing and the programmatic issues have been obtained from a Joint Commission educational program. There are few surprises here, but it is still good advice to take a look at your own organization and your vulnerability for these so called “easy hits.” It is recommended that accredited organizations learn from the mistakes commonly made by other organizations, and pro-actively fix or prevent these from being seen at your organization. 

1. RC.01.01.01; dating and timing of chart entries 65%

2. LS.02.02.20; cluttered hallways, missing or dark exit signage and locked doors in a path of egress 51%. 

3. LS.02.01.10; penetrations and improper fire door closing

4. EC.02.03.05; failure to test fire alarms, sprinklers, fire extinguishers, tamper switches, etc. 42%. (Here, don’t forget to have an inventory listing everything that has been tested, not just an invoice saying you did a test.)

5. LS.02.01.30; failure to label or secure hazardous areas and existence of roller latches 40%

6. RC.02.03.07; failure to authenticate telephone orders using signature, date and time of authentication 33%

7. MM.03.01.01; improper storage in refrigerators and warmers, failed implementation of medication security per hospital policy 31%

8. PC.01.02.03; H+P failures late, old or missed update, late assessments 31%

9. IC.02.02.01; failure to disinfect or sterilize medical equipment properly 29% (This one is fascinating how scoring has grown from 1% in 2008 to 29%. We encourage our readers to look at every location, both inpatient and outpatient that is performing high level disinfection and sterilization and make sure it is being done according to manufacturers requirements in each location. Mock survey results we have seen indicate a high degree of variability with this one.)

10. MM.04.01.01; failure to implement policies for medication orders, usually a failure to follow policy for range orders, PRN indications, or complete orders with a dose, frequency, route, etc 28% ( We also have noted in increase in scoring MM.05.01.01, EP 8 relative to therapeutic duplication, which is in essence a “range” of medication which can be given to a patient, but there is no specificity or definition when to give medication A vs Medication B )



























Just this week the Joint Commission announced the new national patient safety goals for the 2012.  There is only one new NPSG for 2012 and it is applicable only to hospitals and critical access hospitals.  The new NPSG addresses catheter-associated urinary tract infections (CAUTI) and lacks much of the specificity and detail we saw in the implementation of MDRO, CLBSI and SSI.  In fact, for 2012 and there is only one EP that you will be required to implement.   EP 1 requires you to plan for full implementation of the NPSG by 2013. While this is similar to the one-year ramp-up you were afforded for SSI, MDRO and CLBSI, it differs in the degree of flexibility you are given for this preparation year.  The first EP suggests in a note that planning may include assigning responsibility, creating a work plan and pilot testing.
In addition to the one EP scored in 2012 that requires you to plan, there are three additional published EPs.  The last 3 EPs define the meat of the new NPSG and specify those pieces that will be required for full implementation starting in January 2013.  Full implementation in 2013 has three expectations.  The first is that you insert an indwelling urinary catheter according to evidence-based guidelines.  Second, that you manage indwelling urinary catheters according to established evidence-based guidelines and finally, the third EP for 2013 full implementation requires you to measure and monitor CAUTIs.  Here you are required to select measures that capture both processes and outcomes for CAUTIs.   In addition to selecting measures, you are expected to monitor compliance and evaluate the effectiveness of your prevention efforts.  You have all of 2012 to fully implement evidence based practices for CAUTIs.



























Those of you that have signed up for the Joint Commission alerts will have noted that there have been a number of new FAQs posted to the Joint Commission’s website recently.  We would like to call your attention to two of these that you will want to read in detail and forward to the chapter leader responsible for the Human Resource chapter.  These new FAQs can be found at:  http://www.jointcommission.org/standards_information/jcfaq.aspx 
Use of unlicensed persons acting as scribes 
If your hospital or one of the physicians working in your hospital hires an unlicensed individual to enter orders or other information into the medical record or otherwise assist the LIP in navigating the electronic medical record they are considered to be performing the functions of a “scribe.”  You will want to read this FAQ carefully.  This FAQ articulates the standards that would be applicable to an individual acting in the role of a scribe.  In addition, the Joint Commission clarifies that scribes cannot take verbal orders and that when a scribe enters an order it is not considered a verbal order.  They clarify that any order entered by a scribe requires a physician signature before the order can be acted on.  For those implementing CPOE this may offer detail that is relevant in your EMR and CPOE plans.
Volunteers and Contractors

This second new FAQ pertaining to the Human Resource chapter deals with the standards applicable to volunteers and contracted personnel.  While the contents summarized in this FAQ are not new or inconsistent with previous published information, what is different is the amount of detail.   We do recommend that the contents of this FAQ be sent to your chapter leader so they can review your policies and practices as they relate to both contractors and volunteers to ensure your continued compliance with this new, and more detailed summary of expectations.
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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