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PFI FOR FIRE AND SMOKE BARRIER PENETRATIONS

The October issue of the Joint Commission publication, Environment of Care News has a very helpful article called Asked and Answered that handles some common survey problems. 

Cardboard Shipping Containers:

The first issue deals with cardboard shipping containers and theoretical prohibitions on storing them in patient care areas. The article clearly states that the containers are not automatically prohibited by Joint Commission, however due to contamination during shipping it may be appropriate to prohibit them from patient care areas. As with many grey areas in the standards manual they suggest conducting a risk assessment if you want to store cardboard shipping containers in patient care areas. They also mention that while they don’t have any specific standards on the issue, some states may have regulations that exclude these cartons from storage in patient care areas. They also reference other professional groups that may have location specific advice about cardboard shipping containers such as AORN and AAMI that should be considered in your risk assessment. 

The 18” Rule:

The second common and difficult survey issue is the so called 18 inch rule for storage. They have included a diagram that clearly explains what is acceptable and what is not. The diagram shows a room with perimeter shelving that is not directly below a sprinkler head. The perimeter shelving is above the 18 inch line and the advice here from the Joint Commission is that this is acceptable according to the NPFA code. However the diagram also shows shelving that is in the middle of the room that is less than 18 inches below a sprinkler head and this is clearly labeled as unacceptable. If you have access to the original article print it and save it for your next survey in case you are incorrectly scored on this issue.  In spite of the technical allowance for storing items less than 18 inches from the ceiling around the perimeter of the room, many hospitals aiming to “keep it simple” decide to nonetheless enforce an 18 inch rule in all areas of a room; this also serves to help minimize the risk of injury from handling items above one’s head.

Under-sink Storage:

This same article also addresses the mystery of under-sink storage. There is a common perception that this is prohibited, but in fact there is no Joint Commission standard that would do so. However the caveat is again to do a risk assessment. For example would a leak or condensation in any way contaminate the product? We have seen many organizations create a permanent solution for this issue by screwing the doors shut under the sink, thus prohibiting anyone from storing something inappropriate under there. Clearly you would not want to store food products or sterile supplies under the sink, but if you wanted to store cleaning supplies, there is no prohibition. Before you do this though, be sure to document the aforementioned risk assessment, reaching a conclusion that the product to be stored there is safe to be stored there. We have seen organizations receive RFI’s for a failure to formalize approval for an issue where a risk assessment is needed. 

If you have or can obtain a copy of this article we would encourage you to do so. 
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EC.02.03.05 EP 25 is a new, CMS-mandated Joint Commission element of performance affecting both the acute care hospitals as of July 2011, and critical access hospital as of January 2012. This requirement is already being scored and is likely to garner increased attention in upcoming surveys. Why? Because it is new so TJC will be testing to see if you have been paying attention, it is easily detected during a survey through simple observation of documentation (e.g., “please show me the name and contact information of the person who performed the annual main drain test”), and easily scored if the hospital is unable to produce written documentation that answers the question (an irrefutable compliance gap).  

EC.02.03.05 is the standard that calls for testing and inspection of fire safety protection equipment and building features.  The new EP is this:

	
	25.  
	For hospitals that use Joint Commission accreditation for deemed status purposes: Documentation of maintenance, testing, and inspection activities for fire alarm and water-based fire protection systems includes the following:
- Name of the activity
- Date of the activity
- Required frequency of the activity
- Name and contact information, including affiliation, of the person who performed the activity
- NFPA standard(s) referenced for the activity
- Results of the activity
Note: For additional guidance on documenting activities, see NFPA 25, 1998 edition (Section 2-1.3) and NFPA 72, 1999 edition (Section 7-5.2). 



This means the binders for each test (e.g., fire alarm system, fire pump, tamper switches, etc.) should have some of the above bulleted requirements included on the test/inspection documentation itself (e.g. date of activity, name and contact information including affiliation of person performing, result of activity) with the remaining bulleted requirements gathered together under a reference tab in the binder (e.g., name of activity, required frequency, NFPA reference standard.)  Any deficiency cited in a test or inspection “result of activity” should be acted on ASAP with a clear date-driven paper-trail proving what was done when, including whether consideration of interim life safety measures was evaluated and implemented as indicated by the noted system failure.
If you use a contracted vendor to perform any of these fire safety tests for your organization you will need to get them to bring their report format into compliance with this requirement immediately. Many vendors are aware of this changed requirement, but not all have modified their reports as yet. Since life safety code surveyors commonly look at a full 12 months of data you will want to be in compliance as soon as possible to avoid having a track record problem on your next survey. 
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In the November 9th JC Online issue the Joint Commission announced a revision to standard IC.02.04.01 which is effective in hospitals, critical access hospitals and long term care organizations on July 1, 2012.   The enhanced requirements mandate an annual flu vaccine program; education of the staff and LIPs on the program; inclusion of flu vaccine program goals in your annual infection control plan; establishment of incremental flu vaccine goals consistent with eventually achieving a 90% rate; an annual evaluation of the reasons cited for declining the vaccine; a written description of your method for calculating the vaccine rates; improve your rate according to your stated annual goals and share your vaccine rates to key stakeholders at least annually.  As many of you are in the midst of your fall flu vaccine program, you may want to review these new requirements now. 

The prepublication version of these changes will be available next month in the January issue of Perspectives.  While these changes are effective next summer in the hospital program, there will be a phased implementation of this standard into some of the other programs, such as ambulatory care, home care and behavioral healthcare.  



























CMS has published draft changes to the Hospital and Critical Access Hospital Medicare Conditions of Participation. At the bottom of this article is the link to review the full text of the proposed changes. The comment period is open now for those that wish to submit comments to CMS. There are many changes that hospitals will welcome as they appear to help decrease micromanagement of hospital processes and bring the COP’s into the 21st century. You will also note that CMS has identified some potential cost savings that will accrue to hospitals if the changes are implemented. The good news is there may genuinely be some savings. The bad news is these anticipated savings may be used at a future time to calculate prospective reimbursement changes as a result of the changes. We encourage our readers to go to the full text and to share it with colleagues in your hospital and to submit any comments you have about the proposed changes to CMS. Below is a brief summary of some of the changes we noted as being of potential interest to our readers. 

1. Governing Body/Multihospital System: Formerly required each CCN (Medicare provider number) hospital within a multihospital system to have a distinct and separate governing body/board.  The proposed change would allow a single governing body to be legally responsible for one or more hospitals making up a multihospital system even if each hospital has a unique CCN.

2. Patient Rights/Reporting of Deaths Occurring While in Restraint or Seclusion: Hospitals will no longer need to report by telephone to the regional CMS office by the next business day any patient deaths occurring when the patient is in soft two-point wrist restraints (e.g., the ICU patient in soft two-point restraints to prevent the pulling of tubes/lines).  Instead, within seven days the hospital will be required to record a patient death while in soft restraints in a log or other (electronic) system that is available to be reviewed by CMS upon request.  The log should include at a minimum, the patient’s name, DOB, DOD, attending LIP, primary DX, and MR#. There is no change in the reporting requirements for patient deaths involving all other types of restraints and all forms of seclusion other than such reports may be sent by facsimile or electronic means in addition to by telephone by the close of the next business day.  Since the vast majority of reported deaths using the former rule were deaths occurring while in or within 24 hours of having been in soft two-point restraints this change will greatly reduce (by their estimate 882,000 per year) reports into the regional CMS office and save hospitals (again by their estimate) almost $10 million per year.

3. Nursing Services/Nursing vs. Interdisciplinary Care Plan/Who May Order Drugs and Biologicals/Standing Orders/Blood Transfusion Training/Self-Administration of Medication:    

a. Five changes are proposed for the Nursing Services CoP beginning with the acknowledgement that a nursing care plan may now be integrated into an interdisciplinary care plan and need not stand alone. In truth, surveyors have not insisted on a separate nursing care plan for some time so this concession will likely require little change in policy, form or practice at most hospitals.  Savings: $108 million per year.

b. Second, in conjunction with changes to the Medical Staff CoP noted in (3) above that would allow non-physicians (e.g., APRNs, PAs) to order drugs and biologicals if permitted by their State scope of practice, CoP §482.23(c) is changed to allow nurses to prepare and administer drugs and biologicals ordered by these non-physicians (again, unless the State nurse practice act prohibits nurses from receiving and carrying out orders from non-physicians.)  

c. Third, these proposed rules expand and even encourage the use of standing orders (prior to receiving an actual order) in order to facilitate the provision of timely and necessary care.  The proposed rules mentions the areas of emergency medicine where evidence-based standing order protocols should be in place for conditions such as acute asthma, AMI, and stroke; improving immunization rates (e.g., Hep B for at-risk newborns), and postoperative recovery areas (interestingly, they did not elaborate on what they want to see or are willing to permit in regard to standing orders in PACU.)  This topic of standing orders is covered in greater detail in section (5 b) below. 

d. Fourth, the proposed rule seeks to eliminate the need for special training for non-physicians in administering blood transfusions and intravenous medications, stating such activity is now incorporated into basic training and practice.  

e. Finally, fifth, the proposed rules grant new flexibility to develop and implement policies and procedures for the patient or caregiver/support person to self-administer specific hospital-issued or patient’s own medications. We should note the emphasis given to requiring policy and procedure developed by the medical staff, nursing and the pharmacy that specifies that there be a practitioner order allowing self-administration, that the patient/support person be assessed for capacity to safely self-administer, that patient/support person instruction be given, that medications be secure, that patient’s own medications are identified and visually evaluated for integrity, and that each administration episode is documented in the medical record (MAR).

4. Medical Records/Verbal Order Authentication/ Standing Orders: 

a. The proposed rule renders moot the so-called “sunset” provision for verbal order authentication “by proxy” that is due to expire in January 2012.  In 2006 CMS ruled that all verbal orders were to be authenticated by the ordering practitioner, but granted a 5-year exception allowing “another practitioner responsible for care of the patient” to authenticate the verbal order on behalf of the ordering practitioner.  The thinking was that by 2012 all hospitals would have CPOE up and running making it exceedingly easy for the ordering practitioner to authenticate his/her own orders; but alas, CPOE is taking longer to implement than first predicted.  Additionally, in the proposed rule CMS has eliminated reference to a 48-hour verbal order authentication timeframe, indicating that authentication should occur “promptly,” but largely deferring instead to the more rigid of State law or hospital policy.  In their comments CMS noted that “few” States have authentication timeframe requirements (an unsubstantiated claim) and thus, in CMS’ view, it will be up to hospitals to define their own timeframe.  If the State has no timeframe requirement, conceivably the hospital could define “promptly” as “prior to the closing of the record” or some similarly generous timeframe – backed by the reassuring fact that a robust verbal order “read-back” policy and practice is a far better means of ensuring accurate communication than is a retrospective authentication of an order that has already been executed.  Finally on this point, CMS again reiterates that hospitals should minimize and discourage use of verbal orders. Savings: $80 million per year.

b. In this section the proposed rules again address standing orders by citing new provisions that would allow a hospital to use pre-printed and electronic standing orders, order sets, and protocols for patient orders only if the orders: have been approved by the medical staff in consultation with nursing and pharmacy leadership, are evidence-based, are reviewed and updated periodically, are dated, timed and authenticated “promptly” in the medical record by the ordering practitioner or the practitioner responsible for the care of the patient.  Nothing new there, but then CMS expands on the allowance first written about in Survey and Certification Letter 09-10 issued 10/24/2008 that permits initiation of a standing order or protocol as part of an emergency response (i.e., “timely and necessary care”) or as part of an evidence-based treatment regimen where it is not practical for a nurse to obtain the order or authentication from a practitioner prior to providing care.  There are cautions noted that no such standing order may preclude the ordering practitioner from modifying, canceling, voiding, or declining to authenticate orders that were not medically necessary.  And hospitals must not use standing orders in a manner that requires staff to practice outside their scope.  Hospital policy must specifically guide the process by which order sets are developed, approved, monitored, initiated by authorized staff and subsequently authenticated by the practitioner. Policy and procedure should define the clinical scenarios that include specific criteria that would allow a nurse or other authorized personnel to initiate execution of a particular standing order. Policy and procedure should also spell out the education and training staff receive on the conditions and criteria for using standing orders. The order must be entered into the record at the time of initiation and authenticated promptly per policy or State law.  Finally, policy and procedure must establish a process for monitoring and evaluating use of standing orders including adherence to the order’s protocol.  Savings: $86 million per year.

5. Infection Control Infection Log:  In a brief statement CMS is proposing to eliminate the need to maintain an infection log, instead allowing flexibility to use modern infection surveillance systems. Savings: $6.6 million per year.

6. Outpatient Services Administration: The current CoP require that a hospital assign an individual to be responsible for outpatient services.  While purely a guess on my part, we believe this requirement dates back to when hospitals first started to design and offer outpatient services and was long ago made obsolete by the fact that outpatient services in any hospital often exceed in breadth and scope the inpatient services offered and are usually the collective responsibility of dozens of managers and leaders.  CMS seems to believe that in order to meet this requirement hospitals have or would be required to hire another director-level person to oversee these dozens of managers; in reality I suspect few have, following instead a route that, on paper anyway, places responsibility for outpatient services with the COO or CEO. So the proposed rule change is to allow greater flexibility to assign responsibility for outpatient services to one or more individuals. Savings (actually calculated as a future savings derived from hospitals being able to avoid hiring a dedicated administrator for outpatient services): $305 million per year.

7. Transplant Center/Blood Type Verification at Time of Organ Recover:  Simply, the transplant team will no longer need to test for and verify blood type prior to organ recovery. Savings: $161,000 per year.

8. Critical Access Hospital Direct Service or Contract Arrangement: Simply, the proposed rule would increase flexibility by allowing diagnostic and therapeutic services, laboratory services, radiology services and emergency procedures to be provided through contract or other arrangements as an alternative to direct employment. Savings: (said to be a conservative estimate) $16 million per year.

Clarifying Changes

9. “Quality Assurance” will become “Quality Assessment and Performance Improvement.”

10. “Clinical Nurse Specialist” will become “a registered nurse licensed to practice nursing in the State in which the clinical nurse specialist services are performed, that holds an advance degree in a defined clinical area of nursing from an accredited education institution.”

11. Critical Access Hospitals will be allowed to provide surgical services as an optional service.

Other Options Considered (i.e., based on comments received, CMS might consider changes)

12. Medical Staff/Multihospital System: Similar to proposed change #1 described above, CMS is wondering whether they should make it clear that a single MEC may oversee the medical staffs at one or more hospitals in a multihospital system.  In their view the current CoP is clear in allowing a single medical staff, stating: “We do not believe that the current Medical Staff CoP language implies that we require a single and separate medical staff for each hospital within a multihospital system.  But other evidence suggests the requirement is anything but clear.  At the behest of CMS Joint Commission in 2009 added LD.01.05.01 EP 8 (applicable to deemed status hospitals) that requires a hospital to have “a single organized medical staff.”  They followed this with a seven page FAQ that stated in part: 
“In order for a hospital to be Medicare- certified and assigned a CCN and also be accredited, it must be able to demonstrate that it meets all of the Conditions of Participation (CoPs), and Joint Commission standards in addition to the CoPs, at all locations covered by the CCN, but independent of any other hospital facilities not covered by that CCN. For hospitals that have participated separately in Medicare, but have been accredited as one multi-campus facility, the governing body and medical staff requirements may be problematic, since in the past a single governing body and a single medical staff may have been responsible for multiple hospitals. Going forward, each entity that has chosen to participate in Medicare as one hospital must have a single governing body and a single medical staff. Conversely, each hospital system that has chosen to have each hospital participate separately in Medicare but has been accredited as one entity must have separate governing bodies, medical staffs and nursing staffs, even if this is duplicative within their multi-hospital system.”
CMS is inviting comment on this point and will likely hear calls for the language to be clarified.

13. Medical Records/H&P Performed by Non-Members of the Medical Staff: CMS points out potential confusion in the field over whether a hospital may accept an H&P conducted within 30 days of an admission or registration (for surgery, for example) from a practitioner (LIP, or APRN or PA if permitted by the State scope of practice) who is not a member of the medical staff or who does not have privileges at the hospital. In fact, non-members/non-privileged LIPs (and APRNs and PAs if permitted) may conduct and document a preadmission/preregistration H&P, but the update to that H&P (review of the H&P plus examination of the patient) must be conducted and documented by a practitioner who is credentialed and privileged by the hospital to perform an H&P.  The H&P may be no older than 30 days.  In regard to the “examination” at the time of the update, CMS reiterates they have no specification for the extent of the examination, deferring instead to the clinical judgment of the practitioner performing the update.  At this time they intend no further clarification to this regulation, but may change their mind depending on comments received.

14. Finally, CMS gives early warning that they are likely to adopt a version of the Life Safety Code more recent than the 2000 edition they currently recognize.  They left open the possibility of adopting the 2012 edition due to be released this fall, or one of the editions released since 2000, namely the 2003, 2006 or 2009 editions.  Stay tuned; again they seek comment.
The full text of the proposed changes along with CMS narrative and instructions for submitting comments may be linked to at: http://www.ofr.gov/(X(1)S(3ajajobj4lzebcyqdmj1z2ex))/OFRUpload/OFRData/2011-27175_PI.pdf

The Joint Commission published two new FAQ’s of interest this past month. The first confirmed the issue we have been discussing in this newsletter about expecting laryngoscope blades to have an outer wrap to protect them after disinfection from contamination by functional testing or dust. We thank those readers who emailed us commenting on how similar the advice sounded in our newsletters from July and September and the FAQ published in October. Unfortunately many hospitals were scored out of compliance on this issue in 2011 before the expectation was clarified. The second FAQ deals with a subject we had not personally seen or heard from organizations about previously and deals with the subject of texting patient care orders to the hospital. The FAQ is unusually clear in its response, an emphatic NO, it cannot be done because of the inability to identify the actual author of the text. 

The Joint Commission also announced in the November 9th JC Online edition that the term "disruptive behavior" will be changed in the standards manual to "behavior or behaviors that undermine a culture of safety".  For those who have defined disruptive behavior in policies to comply with standard LD.03.01.01 (EP 4 & 5) we recommend you revisit this policy and modify the policy as appropriate.  

Have a great Thanksgiving. 

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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