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JOINT COMMISSION REQUIREMENTS UPDATE

October 2011

This issue is a summary of the Chicago Hospital Executive Briefing, we are summarizing for readers what’s new, top scored standards and other hot topics.  
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PFI FOR FIRE AND SMOKE BARRIER PENETRATIONS

E-Application

The long delayed new version of the E-APP is set to resume 1/1/2012.  
Second Generation Tracers

In 2012 there are new second generation tracers, or focused drill downs.  The new ones include clinical information services and therapeutic radiation.  In 2011 the existing second generation tracers which may be implemented based on services or observations include:

· Cleaning and disinfecting (particularly non-OR areas)
· Contracted services (particularly credentialing, privileging, PI, competency; just because you’ve delegated don’t presume it is done)
·  OPPE/FPPE (particularly OPPE)
· Diagnostic imaging

· Pt flow and ED overcrowding

Intracyle Monitoring:

Changes to the PPR, There are 1760 EPs in the hospital manual right now that need to be scored when doing a full PPR.  

· 75% hospitals do the full PPR

· 20% of hospitals do option 1 or ‘attest’

· 5% have onsite PPR survey (option 2 or option 3)

Joint Commission has changed the PPR rules, effective next year.  If you are due for survey in 2012 you do not need to do a PPR in 2012.  You no longer need to do a PPR in the year you are due for survey.  The full PPR and the 3 PPR options will continue to be available in 2012.
Next year TJC will pilot test a new intracycle monitoring process.  The new intracycle process is now planned to be implemented in 2013.   In post survey Year 1 (10 - 12 months after your full survey) and Year 2 (18 – 24 months after your full survey) you will submit the PPR but you will also get a phone call from the Joint Commission.  Currently, only 1/3 of hospitals choose to hold a PPR phone call with SIG.  In this phone call you will discuss the core measure 85% rule; the high risk processes that Joint Commission has identified across the country and your submitted PPR or other self selected issues.  The call will be with SIG or, new in 2012, with a surveyor; the account rep will also be on the call. There will be a new tool called FSA, or Focused Standards Assessment.  The FSA is a subset of the 1760 EPs in the manual.  They are estimating that between 20 to 40% of the current EPs will be included in the FSA and they will be a mix of direct and indirect EPs. You will need to assess your compliance on these EPs only.  You still can score yourself on the full set of standards if you wish.  CAH, LT2 and OBS will all have FSA available to them.

Triennial Survey Timing

The window for survey remains 18-36 months from your last survey; however, for most hospitals the window is more likely 30-36 months.
Performance Measurement

A new standard (PI.02.01.03) will be scored in 2012 in hospitals that fail to achieve a composite performance rate of at least 85% on the composite rate of your ORYX accountability measures.  Only 121 of the 3800 accredited hospitals currently fall below the 85% threshold.  If you are one of the 121 hospitals you will automatically get an RFI generated for this.  This one direct impact RFI will be awarded at the time of your full survey.  Surveyors will not be able to modify this RFI when they are onsite but will mention it to the hospital before the end of your survey.  If scored at PI.02.01.03 you will have to submit an ESC within 45 days, and you then have 18 months to fix the data.  To clear this RFI you need two consecutive quarters of acceptable data.  Small sample size data will be thrown out, to make this fair for smaller hospitals.  If after 18 months a hospital can still not clear the RFI with better data, TJC will review the context of the data and any unique circumstances the hospital found themselves in.  This RFI will not directly drive an adverse decision, the Joint Commission will review a hospital’s response and they will monitor progress.    

Core Measures Update, some measures to be retired:

TJC announced the retirement of some non-accountability measures.  Both CMS and the Joint Commission will retire the following core measures: 

· AMI-4 smoking cessation advice

· HF-4 smoking cessation advice

· PN-4 Smoking cessation advice

· PN-5c Timing of receipt of initial antibiotic 
CMS will retire an additional four measures, but the Joint Commission will continue collection of these measures:

· AMI-1 Aspirin at arrival

· AMI-3 ACEI/ARB for left ventricular systolic dysfunction

· AMI-5 Beta-blocker at discharge

· SCIP INF-6 Appropriate hair removal

R3 Report, a new TJC Tool:

Joint Commission again encouraged the use of several tools available to accredited organizations on the Joint Commission’s website including the Leading Practice Library, the Target Solutions Tool and the standards BoosterPaks.   They also discussed the newest  free tool named the R3 Report.  This is a quarterly publication is designed for clinicians to help them understand the rational behind TJC requirements.  On September 28th the Joint Commission published issue 2 on the subject of CAUTI prevention. 
BoosterPaks, new for 2012:  

TJC currently has BoosterPaks on medication storage, OPPE/FPPE and Suicide Prevention.  Consider these as a consolidated resource of all TJC and CMS requirements related to these topics including applicable FAQ.  Under development are the following BoosterPaks: restraint and seclusion, lab specimen labeling and transport, hazardous materials management, infusion device safety, culture of safety, endoscope reprocessing and, finally Environment of Care annual plans.  The BoosterPaks will be rolled out in the coming year for these highly problematic issues for hospitals. 

ISO Certification Option by TJC

To offer an option for hospitals that wish to seek ISO certification in addition to accreditation, and perhaps remain competitive with DNV, the Joint Commission will offer a new 2012 ISO certification option.  There will be an option for an integrated accreditation/ISO survey agenda that will result in separate decisions for the accreditation and the ISO certification components.  This is an option that will be more fully announced in 2012.  Four hospital systems are currently helping TJC pilot test this program.
S3: Strategic Surveillance System
The Joint Commission has pulled out Medicare cost report data and unsubstantiated complaints from hospital’s S3 scores.  This change is likely to improve hospital scores, but ranking in relation to other hospitals may not change since this is a national deletion of the data. More changes to S3 may be expected in coming years.  
Bottom Line, Action Items to Consider for our Readers:

The changes discussed by the Joint Commission are interesting, in particular the additional second generation tracers. As you self-assess, you want to think about your observations and anticipate which of these might be triggered at your hospital either because of the service mix, or issues you already know are problematic. The new standard about the 85% ORYX rule is also particularly important for a very limited, very select subset of the nation’s hospitals. If you are one of these unfortunate few, you need to begin taking action now to change performance on your core measures. These change very slowly because of the retrospective and delayed reporting process. Thirdly for those organizations that are due for survey in 2012, you have a choice to do or not do a PPR next year. In the past the 36 month PPR has annoyed those hospitals that submitted it, then immediately had a survey before they could do anything or discuss anything with Joint Commission. We would continue to recommend that organizations due within 12-24 months are obtaining appropriate consultation, conducting tracers and thoroughly validating compliance with the standards, well in advance of their survey due date. Lastly the booster packs, R3 reports, Sentinel Event Alerts and FAQ’s should all be distributed by our readers to appropriate colleagues and department heads at your organization. We continue to discuss some of this information with user departments during a mock survey, and frequently the department head is not familiar with the materials existence. Since Joint Commission does not post all of this information on its public website, this must be downloaded or printed by an authorized user of the secure extranet and sent to colleagues at the organization. 
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The highlight of the Executive Briefings continues to be the afternoon presentation by Pat Adamski and George Mills on the top scored standards.  This year the issues that made it to the top 10 list have not changed except for the addition of one more Life Safety standard, thus solidifying 5 of the top 10 spots for EC/LS issues.  See the list below for top scored and their scoring frequency in the first six months of 2011.

Top 10 Scored Standards in 2011:

	RC.01.01.01
	69%

	LS.02.01.20
	57%

	LS.02.01.10
	57%

	LS.02.01.30
	47%

	EC.02.03.05
	42%

	IC.02.02.01
	36%

	RC.02.03.07 
	36%

	MM.03.01.01
	34%

	LS.02.01.35
	33%

	PC.01.02.03
	33%


The following is a summary of the continued trouble spots as described at the Executive Briefings in order of their scoring frequency:

RC.01.01.01

Sign, date and time are still the main issues with this standard.  TJC noted that they are looking at signature stamps to ensure that stamps only prompt a “fill-in-the-blank” template and do not create a stamped signature.  TJC is looking for the same handwriting on the date/time/signature to ensure others are not completing the date and/or time.  
Also scored under this standard is legibility and insuring that information in the medical record justifies care/treatment and service.

LS.02.01.20

Corridor clutter is the biggest issue life safety issue noted in hospitals. TJC suggests that you review and appropriately update your building drawings. Often the LSC drawings don’t reflect changes to the building, or don’t identify areas such as the ICU or the OR as ‘suites’.  Remember too that TJC allows crash carts, isolation carts and chemo carts to be considered “in use” in hallways.  TJC states that linen hampers and latex carts are not allowed in hallways for more than 30 minutes or they will be scored.  Additionally, if you have hallway beds, surveyors will score the obstruction caused by these beds under this standard.  Surveyors are trained to look at clutter in a hallway and revisit it an hour or so later, if it is still there, they score it.

Helpful tips:  Dead end corridors of less than or equal to 50 sq feet can be used for storage.  Hospitals are allowed to take a patient room and use it for storage if you have an automated door closure and if you are fully sprinklered.  It may be necessary for the hospitals to request an equivalency for this if the perimeter walls in these storage locations do not fully extend from floor deck to ceiling deck.  

LS.02.01.10

For fire walls, penetrations are still a big problem; IT cables are the biggest offender.  Also frequently scored under this standard are fire doors that do not close and latch properly or have too large of a gap between leaves or at the base.  When surveyors find adhesive tape over the latch to prevent a fire door from latching it is scored here.

LS.02.01.30

For smoke walls, again penetrations are a frequently scored item.  Surveyors also score when doors to hazardous areas do not properly latch, due again to nefarious use of tape over the latch or a need for maintenance to correct alignment or closure pressure.  Hazardous areas also need appropriate signage to allow access to only appropriate people.  The hospital can decide which of these rooms need to be locked through completion of a risk assessment, though some states require they be locked.  

EC.02.03.05 and EC.02.05.01
TJC surveyors were trained in January of 2011 on these standards that includes the requirements for quickly producing thorough documentation of life safety and utility systems inspections and testing. Surveyors are scoring EC.02.05.01  when there is no written inventory of components of utility systems or when these utilities are not maintained in a timely manner.  The hospital must define the frequency for maintaining, testing and inspection of utility systems; CMS has agreed with TJC that the intervals for testing and inspection may be based on hospital experience, risk levels, current literature, as well as manufacturer recommendations.
IC.02.02.01

This is an issue that can result in a condition level deficiency and perhaps Immediate Threat to Life (ITL).  The most problematic issue is intermediate and high level disinfection.   Surveyors are scoring when staff are not well trained (say or do things contrary to policy) usually because they lack sufficient oversight.  For example, hospitals are scored when staff are seen estimating the concentration of disinfectant, are not documenting the Quality Controls - for instance – on glutaraldehyde test strips, or are not following manufacturer instructions.  Endoscopes remain a hot issue.   Surveyors are still seeing storage of endoscopes with the tip resting on a dirty towel or chux.   TJC also recommended that all scopes, including loaners, be put on the biomed inventory list to provide more oversight for the process.

A continued trouble spot with low level disinfection is leaving the disinfectant on surfaces or pieces of equipment for the recommended drying time.  Again, follow manufacturer recommendations and consider drying time in product selection and staff education on product use. 
RC.02.03.07 

Verbal order authentication within 48 hours or per state law is still an issue.  This is one we thought electronic medical records would help with, but we are seeing hospitals still struggling with this issue when a hard stop in not in place to obtain required authentication Recall that CMS allows partners of physicians who gave the VO to authenticate the order; however this exemption is due to expire in 2012. No word on whether CMS will extend this exemption.
MM.03.01.01

Nothing new was noted here but the requirements of this standard have been among the top scored for a decade or more. Problematic issues continue to be monitoring your medication refrigerator according to your policy and lack of staff action where there are temperature outliers (even if that action is to return to the refrigerator an hour later to retest the temperature – which by this time may have returned to be within the desired range).   Define in policy those non-licensed staff that can have access to areas where medications are stored and educate those staff about their responsibilities.  As we have encouraged before, create reasonable policies, for example you can allow housekeeping in the OR access to medications but this must both be allowed by policy and the staff must be informed of this responsibility.  Surveyors are still finding and citing medication carts, medication tackle boxes or supplies containing medications in unlocked, unoccupied areas, and are citing hospitals when staff leave your hospital employment but do not have their access password promptly removed from the automated dispensing machines.  

TJC reinforced that the beyond-use-date must be displayed on multi-dose vials.  Hospitals must follow the manufacturer instructions if they differ from the 28 day rule.  The 28 day rule does not apply to vaccines, but the Joint Commission advised that hospitals adhere to the “cold chain”.  In other words vaccines need to be at the appropriate temperature throughout the product life, from shipping to receipt to storage in your hospital. Cold chain expectations for vaccines also require consideration of where within the refrigerator to store vaccines  Lastly, the element of performance relative to expired medication is still a problem,

PC.01.02.03

Top scored under this standard is the issue of initial assessments done per policy and the update to the H&P.  TJC noted that the H&P needs to be updated on the day of procedure and this update has to include language that the H&P has been reviewed and the patient has been “examined;”  CMS is not wavering on this requirement .

IC.02.01.01

There are three CoPs associated with this standard.  TJC noted that every clinical area included under the hospital’s CCN should be covered by your infection control plan and risk assessment.   Surveyors are noting that PPE is a problem, sometimes there are no available PPE or sometimes staff are reusing PPE.  This is where the wearing of a surgical mask around one’s neck outside the OR would be cited.  Also this standard is scored when they discover during their tracer that a patient should be on isolation precautions and is not.
MM.04.01.01 

Surveyors see some really old order sets pop-up during survey.  The standard requires the hospital to review and update pre-printed order sheets periodically. It was also suggested that hospitals do a housecleaning to get rid old order sets.

NPSG.03.04.01

TJC noted that hospitals can determine the timing of the labeling.  You can draw and label or label and draw.  The hospital must define what you consider acceptable practice then you need to follow-up to see that your policy is adhered to.  This remains an “A” EP in which one deviation results in a direct impact finding.  Pay particular attention to bedside procedures, cath/EP lab, GI lab, and interventional radiology areas. 
MM.05.01.01

Coming soon to the standards manual is a new note under this standard that spells out the expectations for first dose review by pharmacy such as:  There is a requirement in the ED to do a retrospective review after a first dose is given prior to pharmacist review.  Also they still require a medical staff approved protocol in radiology for contrast. Ongoing PI of these two exceptions to pharmacy review needs to be conducted to allow discovery of untoward practices. Surveyors may also use this standard to score therapeutic duplication when multiple pain medications are ordered without clarity on which to give first or when to give a second medication.  

PC.01.02.07

Same old issues, you do a pain assessment, and then you respond to the patient’s pain.  Some policies require too much documentation, or too short of timeframes.  TJC suggested hospitals be realistic about expectations for reassessment and how you require the documentation to occur.  

PC.01.03.01

The plan of care is still a problem.  While hospitals may decide how much documentation is required surveyors are scoring when they see automated standardized care plans that are not customized for the patient.  Hospitals that use automated care plans need a process to individualize and update the plan of care during the course of hospitalization.  

PC.02.01.03

Care/treatment/services are provided by physician order.  This standard is frequently scored in pre-OP holding and PACU when surveyors note nurses providing care without an order.  Many of these nurses are providing care based on habit or physician preference, but not an actual order.  See the Hot Topics section below for guidance on this issue
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Standing Orders/Protocols

A new requirement by the Joint Commission for standing orders and order protocols;  TJC indicated that they have been working with CMS and are in agreement that an RN can initiate Medical Staff approved standing order/protocol for the benefit of patient care prior to the obtaining of the actual patient specific order.  This can occur for patient safety, emergency care, or for timeliness of care.  Examples were noted such as newborn orders and ED orders such as a chest pain protocol.  CMS indicates that obtaining the order should not be a barrier to effective patient care.  Pat Adamski noted that in addition to the CMS expectation that the standing order/protocol be approved by the medical staff, TJC expects that these are approved by both P&T and a hospital’s chief nurse executive.  The chief nurse needs to ensure that nurses are not practicing outside the scope of their state license and P&T needs to signoff if there are medications in the standing order/protocol.   CMS requires that an RN-initiated order be treated as if it were a verbal order, meaning the LIP needs to write an order or give a verbal order for what was done by the RN as soon as possible, but at least within the time frames of a verbal order (e.g. 48 hours).

Be careful however as some states do not allow nurse initiated standing orders/protocols. Hospitals must first adhere to applicable state law on this issue.  

Unlicensed Personnel Used as Scribes 

TJC directed hospitals to watch for a new FAQ on this issue.  The existing FAQ specifies that hospitals need to document competencies for the scribes.  In addition, all entries must be dated, timed and signed by the scribe and the entry must include the title of the scribe.  The LIP still needs to sign/date/time the order or entry themselves, they can’t depend on the scribe to date/time.  Orders cannot be acted on before they are authenticated by the LIP and the Joint Commission advised that non-LIPs (PAs and APRNs) should not use a scribe at all.   

APRNs and PAs - A CoP Medical Staff 482.22 is clear that APRN and PA cannot use the “HR equivalent” process if you are a deemed status hospital, they must go through the medical staff process.  This is for providers providing a “medical level of care.”  Attribution of APRN/PA OPPE/FPPE data is the most problematic issue for hospitals, there are outside organizations such as NCHC.org that may help.  

Clinical Alarms

In the recent past this was a national patient safety goal, now retired, but the issue is again becoming problematic.  Surveyors have found alarms shut off or turned down by staff or inadequate staffing levels that has led to delays in alarm response. TJC described the issue of alarm fatigue and noted Immediate Threat to Life (ITL) may be cited if issues are detected on survey. CMS has cited Imminent Jeopardy for the same reason.   The clinical engineers should also be testing these alarms.  AAMI is cosponsoring a clinical alarm summit with TJC.  This is an area to watch, there should be documentation from AAMI after this summit.

LSC Specialist are Scoring Leadership Standards 

TJC described that the LSC specialist have been trained to score leadership standards when issues in the environment exist that leaders should have been aware of should have allocated resources for or should have held staff accountable for.  Examples include sufficient funds allocated for priority system issues or accountability of issues identified on the PFI.  These double dings will often result in a Medicare COP for governing body being identified as out of compliance. 
Immediate Threat to Life (ITL)  

TJC announced that there were between 2 to 5 occurrences of Immediate Threat to Life in 2011.   This is an increase from the experience in 2010.  Issues identified were things such as significantly compromised fire alarm systems, sprinkler systems, emergency power systems, or medical gas master panel.  Additional issues include significantly compromised exits and other situations that place patients, staff or visitors in extreme danger.  Clinical ITL have been called due to clinical alarm issues, and competency/scope of practice issues.   TJC reminded hospitals that these issues are communicated to CMS and often CMS will visit as well and thus the issue may result in an Immediate Jeopardy decision by CMS.  

Laryngoscope Blades

TJC announced that there will be a FAQ on laryngoscope blades soon.  As previously discussed in this newsletter they did indicate that these cannot be kept open and uncovered while in storage.  

Hand Sanitizer Installation Requirements

The hand sanitizer cannot be installed over electric sources and must be installed at least 1 inches off center.  This is a recent change and relaxes the previous rule with required at least 6 inches off center installation.

To Our Readers:  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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