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Navigating the
Zoom interface

Check the chat function for copi
e taking and
any other handouts.

Handouts;are linked in,

the “chat>function

Please participate in the discuss
sking question through the
Q&A function during the

There will lso be a survey you wi Please askiquestions
ioKing .on “Q&AZ
byjelickingion “Q&A>

Healthcare
challenges

are not siloed.
Neither are we.

Chartis has six lines of business that
together craft singular solutions.

= 1000+ Professionals

= Mission: to materially improve healthcare

= Ranked Best Overall Management Consulting Firm by KLAS

# Charis acquires Greeley in 2019, became peommunication)
Chartis Clinical Quality Solutions in 2022

= Greeley brand brought back in 2024 to cover Medical Staff Services
Related Offerings and now part of Clinical Transformation

Garard)

High Reliability Care Sl : s

cients achieve their ational relabilty, quality, and

most—improved care outcomes,staff engagement, operational stabil of care, enhanced

- Clinical Compliance, Bylaws, Rules and
lity : External
" Regulatory, and Physical Regulations, and :
Organization (HRO) " 4 : Peer Review
Environment Solutions Peer Review
+ High relsbilty rganizatonal + Adverse event response + Bylaws an rules and regulations + Physician/achanced pracice
design and infrasructure + adverse acton registory assessment and redesign professional external peer review
« Qualty, Value, and response and remediation + Peer review assessment and + Focused Professonsl
Performance Improvement + pecrediing by redesign Practie Evluation (FPPE)
« Qualiyratings and readiness assessment + Medica sttt/ medicl director = Ongoing case eview
i o O sructore and govemance in support of OPPE/FPPE
+ Patient sfety/ harm reducton / rehearsal/ mock surveys + Credentiling, OPPE = Medical necessy reviews
safety and relably cuture + Lifesafety and envronment + Patient safety/carequalty
+ Adverse event response ofcae asessment cosereviews

and remediation / RCA = Policy smpliication

Highfidelity measurement / Ciinical

= Infection prevention program
Documentation Integrity (CDI) P Fred

Care faciitation

MEMBERSHIP AND PROFESSIONAL EDUCATION SERVICES




Intended Au

What is Required and How it Will be Surveyed (Consultants / Experts)

Hospital Survey Facilitation and Agency Relations

Session 2: Overview and Clinical Issues (Oct 1) Session 1: Physical Environment

Clinical Quality, Leadership Physical Environment

Service Directors,
Unit Managers

Emergency Management De:
Medical Staff ‘gency Manag 9

Fire/Life Safety Speciaists

Materials you will need TJC Accreditation 360 8

= From The Joint Commission’s website

= Pre-publication Standards effective January

= Survey Process Guide
= Crosswalk CMS to TJC standards 2026
= Disposition of Changes for the Hospital Proc
= Downloads to this presentation
+ Chartis oo oy an oo o s ofhesdocumnts
= Fact Sheet: Accreditation 360

= Frequency of CMS Life Safety Code
deficiencies for the last 10 years

4. Revised accreditation manus

6 removed more than 700 standards. Hon
o theremincing standards, T ent

= Federal Register June 23, 2025: CMS Approv.
TIC's Deeming Authority

combined ntoa s

Into National Performance Goals,wit 14 eq
= CMS State Operations Manual R
. Continuous ngagement mo

Today’s

discussion T
Partner

Understanding the contours of the J hinn@chartis.com

Joint Commission “Accreditation”

initiative, where to find the

requirements, and what you really

need to know.

Bud Pate

Not just the ‘what’
Also the ‘so what?’
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Overview: Fewer EP’s, Same

Requirements, More Confusion
= Why change?

= Outline of change

= Impact
Today’s Risk Points
agenda

Questions

Questions should be posted in the webinar interface throughout the presentation.

We will respond to any unanswered questions in writing following the webinar

POLLING QUESTION:

What is your Accreditation status?

We are currently y Det Norske Veritas and
The Joint Commissi Zgermanishcher Llioyd
(DNV GL)

uently accreited by
The Center for Improvement in
Healthcare Quality (CIHQ)

We are certified by CMS but
for Health Care not accredited by one of the 4
(ACHC, formerly HFAP, organizations with deeming
B 3 ithorit,
formerly AOA) CREELY

POLLING QUESTION:

What is the likely impact of the Joint Commission’s
Accreditation 360 initiative on your organization?

We are MORE LIKELY to choose the Joint Commission as We are LESS LIKELY to choose the Joint Commission as our
our accreditor as a result of the Accreditation 360 initiative ccreditor as a result of the Accreditation 360 initiative

Accreditation 360 has had NO IMPACT on our decision to

= We are UNSURE of the impact of Accreditation 360
be accredited by the Joint Commission




Background: The Joint Commission

through the years

The Impact of Accreditation
CMS.gov ol "
Contract with each state Hospital Accreditors 86%
for surveys

Other Provider/

Suppliers Types

o of 4000+ Medicare-cerfified Eligible for

™ pospital « »
hospitals have Deemed Deemed Status
Status by virtue of
accreditation

B_ o Ambulatory Surgical

Sample Validation Surveys Centers
Significant Allegation  2%- %ol full Acedtatonsurveys
Validation Surveys

Routine CoP Surveys

Critical Access Hospitals
ESRD Suppliers
Home Health Agencies

Accreditation Hospices

Outpatient Physical
Therapy and Speech-
Language Pathology
Services

Rural Health Clinics

Deemed Status

2023 Chartis Cinial Qualfty Soatons. Al Rights Reseved,

The Joint Commission’s Deeming Authority

2010 JUNE 23,
Social Security Act Social Security Act
amended to create amended 2025
Medicare and MedicAid
L]

JCAH (now TIC) and AOA
(Now ACHC) were granted
deeming authority

= HCFA (now CMS) had no
authority to grant or
terminate the deeming
authority of accrediting
organizations

TIC's and AOA's (then HFAP) automatic deeming authorities were terminated

CMS was given the duty to grant deeming authority in 2 to 6 year increments
based on the Accrediting Organization’s performance.

DNV and CIHQ ultimately received deeming authority

= TIC was given short-duration deeming authority (typically 2 years) based on CMS's
concerns over

The difference between TIC's standards and the Medicare Conditions of
Participation

= Discrepancies between validation survey findings and TIC survey results

Differences in the survey process (e.g, Life Safety Code survey processes)




Federal Register TJC awarded 5-year deeming authority

Changes that prompted the approval

Better alignment between TIC standards and the CMS Conditions of Participation

Proving additional Life Safety Code guidance and training to surveyors

Changes to the survey process

7 Complete inspection of all smoke and fire barriers and dampers in penetrating ducts per Appendix I n the State
Operations Manual

N

Better review of application to ense all lsted sites fall under the hospitals CMS Certification Number (CCN)

N

Trained and qualified LSC surveyors to review all locations falling under the scope of the survey (can be clinical
surveyors who are also qualified as LSC surveyors)

N

Hospital outpatient surgery departments must be reviewed for compliance as an Ambulatory Healthcare
Occupancy

Better scoring of governing body violations (by virtue of other findings)

DEPARTMENT OF HEALTH AND
HUMAN SERVICES

Centers for Medicare & Medicaid
Services

[CMS-3466-FN]

Medicare and Medicaid Programs;
Application From The Joint
Commission for Continued CMS
Approval of its Hospital Accreditation
Program

AGENCY: Contors for Modicaro &

Mod rvicos (CMS), HHS.

o Handout

Hunting for the requirements

Net Effect: Same Requirements, New Location
2025

18

Requirement 1

Requirement 3

Requirement 4

2026

Standard Re-worded to Match
the Conditions of Participation

EP1
Requirement 1
Requirement 2

Survey Process
Guide




National Performance Goals

National Patient Safety
Goals

TJC requirements that go
above and beyond CMS
requirements

Above and
Beyond CMS

National Performance Goals

19

T 2

2026

2025 " Accreditation Participation Requirements (APR)

Environment of Care (EC)

Emergency Management (EM)

Human Resources (HR)

Infection Prevention and Control (IC)
Information Management (IM)

Leadership (LD)

Life Safety (LS)

Medication Management (MM)

Medical Staff (MS)

National Patient Safety Goals (NPSG)

Nursing (NR)

Provision of Care, Treatment and Services (PC)
Performance Improvement (PI)

Record of Care, Treatment and Services (RC)
Rights and Responsibilities of the Individual (RI)
Transplant Safety (TS)

Universal Protocol (UP)

= Waived Testing (WT)

Accreditation Participation Requirements (APR)
Emergency Management (EM)

Human Resources (HR)

Infection Prevention and Control (IC)
Information Management (IM)

Leadership (LD)

Medication Management (MM)

al Perfc
Nursing (NR)

Phy

ls (NPG)

cal Environment (PE)

Provision of Care, Treatment and Services (PC)
Performance Improvement (1)

Record of Care, Treatment and Services (RC)
Rights and Responsibilities of the Individual (RT)
Transplant Safety (TS)

National Performa

Patient ID (NPG.01.01
Critical Results (NPG.01.02 ...)
Handoff Communication
(NPG.0L.04 ...)

= Clinical Alarms (NPG.01.05.01)
Healthcare Equity
(NGP.04.01.01)

Solutions Labeling
(NPG.14.03.01 EP 03)
Hand Hygiene (NPG.05.03
= Suicide Prevention
(NPG.08.01.01)

Universal Protocol (NPG.01.06)
Patient Flow (NPG.01.03 ...)
Rescue/Resuscitation
(NPG.01.05.02/03/04/05)
Mission, Vision Goals
(NPG.02.01.01)

Ethics (NPG.02.02.01)Patient
Safety (NPG.02.03.01)Workplace
Violence (NPG.02.04.01)
Emergency Management
(NPG.03)

Pain (NPG.06 ...)
Communication (NPG.07.01.01)
Consent (NPG.07.02.01)

Abuse, Neglect, Exploitation
(NPG.07.03.01)

Respect for Culture/Religion
(NPG.07.04.01)

Tissue Management (NPG.09)
Waived Testing (NPG.10 ...)
Security (NPG.11.01.01)

Falls (NPG.11.02.01)

Utility Systems (NGP11.03.01)

Misc Staffing (NPG.12/01.01)
Staff Mix
Medical Record

Dietetic Service
Pharmacy
Infection Preventionist

Surgical Service
Nurse Staffing (NPG.12.02.01)
Psychiatric Hospital Staffing
(NPG.12.03.01)
Scope of Practice (NPG.12.04.01)
Competence (NPG.12.05.01)
Evaluation of Staffing
(NPG.12.06.01)
Imaging (NPG.13 ...)
Pharmaceutical Services (NPG.14
=)




Were the standards really reduced?

Survey Activiies Guide (2025)

requirements
removed

requirements
added

Survey Process Guide (2026)

Comprehensive Accreditation Manual fo Hospitas

@ cAMH ® sAG/sPG

*number of pages

What is the
Survey Process Hospital Accreditation Survey Activities

Guide? and Documents List (21 Pages)

=

N

CMS Conditions of Participation
Evaluation Modules (398 Pages)

w

Compliance Evaluation Tools (204

Pages) (Caution ... some expectations in the evaluation

tools are mentioned nowhere else in the ACC 360 materials)

23

Hospital Accreditation Survey Process

Survey Process Guide - Part 1

24
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Confirmation of eligibility for survey Intent?

Before proceeding with the survey, the surveyor(s) must see.

* Clear + An overall “plan” and budget in effect
- Average daily census + operational budget
+ Scope of services included under the hospital provider + 3-year capital budget
number (CCN) ~ Plan
* Hospital license « Evidence of a requirement that every patient is under the care of
+ Evidence that the organization maintains clinical records on a physician (census with attending physician or psychologist).
all patients * Evidence of the provision of 24-hour nursing services rendered
* Medical staff bylaws or supervised by a RN and has an LPN or RN on duty at all

* Utilization review plan times. (Nurse staffing schedule)
* Notifying the public it serves about how to contact organization
management or The Joint Commission to report concerns about

patient safety and quality of care (v cket)

+ Discharge planning process

* Not so Clear

+ Evidence that the hospital meets the statutory definition of
a hospital

26

Tips for other documents
Other documents surveyors will need ... selected tips ... OUR recommendations

« List of contracted services + Organization Chart
+ Services necessary to operate the hospital (including + To unit level

all services under the hospital’s CCN
+ Floor plan

Contracts for directors (e.g., medical directors,
managers of contracted services)

Suggest high-level, schematic

Label units and type of care

Onsite laboratory services ... not reference labs

Not to be confused with Life Safety Code

* Not drawings

+ Purchase agreements for equipment and
supplies (unless the purchase includes necessary
services, such as routine maintenance)

Required for Health Care and Ambulatory
Health Care LSC occupancies

Recommended for Business Occupancies
used for patient care

27

Scope of Survey

Locations ... Also see State Operations Manual, Appendix A, Task 3

= Scope of Clinical Reviews = Life Safety Code survey
= All hospital departments including all types of inpatient units that = All services selected by the clinical surveyor
provide patient care services at the main site and other hospital « Allinpatient
locations,

= Surgical locations

100% of all moderate or deep sedation and anesthetizing locations
« Emergency departments
= Al locations where complex outpatient care

Fire/smoke barriers for al Health Care and Ambulatory Health Care
= Select a sample of each type of other services provided at occupancies
additional outpatient locations.
= Patient records (survey process guide)

Sample a mix of large, medium, and small volume clinics

Open records preferred

Sample both onsite and offsite clinics.

At lease one patient per unit

All outpatient behavioral health services
= 10% of average daily census or 30 records, whichever is more
* Main pharmacy
= IfADCis less than 30, sample may be as low as 20 patients
= Satelite compounding pharmacies
= Atleast one patient from each type of nursing unit (med/surg,

labor and delivery)

= Ambulatory care




Evaluation Modules

Survey Process Guide - Part 2

CMS Conditions of Participation

28

Survey Procedures ... our analysis

Specified in the CMS CoP Modules

Survey actives are not necessarily limited to the
traditional system tracers

There are more survey activities than than the
time allotted

= Materials reviewed in addition to patient records

Environment of Care Documents
Personnel files

Occupational Health Records
Credentials files

Maintenance records

Staffing documents

Policies and procedures

Contracts

29

Condition!! Standard Excerpt: Appendix A

§482.41(a)(1) ceer

§482.41(a)(1) - There must be emergency power and lighting in at least the operating, I
recovery, intensive care, and emergency rooms, and stairwells. In all other areas not Regulation
serviced by the emergency supply source, battery lamps and flashlights must be available. |

Interpretive Guidelines §482.41(a)(I)

NOT Included in TIC SPG

or its applicable references, battery lamps and fle

The hospital must comply with the applicable provisions of the 2012 edition of the National Fire
Protection Amendments (NFPA) LSC and mandatory references, such as, Health Care Facilities
Code and National Electric Code, which contain requirements for emergency lighting and
emergency power. In locations not required to have emergency power and lighting by the LSC
must be readily

Survey Procedures §482.41(a)(1)

Included in TIC SPG

LSC surveyors will assess the NFPA requirements for emergency power and lighting. However,
health and safety surveyors should also assess whether emergency power and lighting are
observed in operating, recovery. intensive care, emergency rooms, and stairwells.

30



CMS Appendix A: Practitioner Assessment for Violent Restraint

Regulation
e

(Rev 37, awed 10-1708; EfectveTmplemcatation Dat: 10-17-08)

Survey Procedures
Servey Procdares SUL1OXID0:

-  Wastbe -borfced-ace cvauaion conducted by  prctonr suoizd by

BRI evalu o iy i cordane ith S o fo conet s vaktion?

b 1-hous - fce evaltion e o by RNe who s s v
prcice s (APN) vty tht o KN bve documesed it

fara comditonsand
—

Interpretive Guidelines

The 1-hour fce.to-ace evalanon ocades bt physi L e e

prdie

D e vaumion e whethrchanes i theptc's cre were e 5,
50 e h changes mde”

s hisry:drs and micatons, o rcen T, . Th prpos 10 o 1 prces conemt i besppollyand i

ot e ptcts vilet o sl dsrcive ek

L

cnent e e 0 cotn et e st o e,

Comparing Documents: TJC Survey Process Guide: Practitioner
Assessment for Violent Restraint )
Regulation Survey Process
[PC.13.02.11, EP 2: The in-person evaluation |1§482.13(e)(12)(ii)(A) (B) (C) (D) Document Review
e it fortne

Jof restraint or seclusion for -
o ! mmdate o oot ssulo wasuoe. contrm ot
[ ot e e o st marber, [| v ot s aco v wos condociod o
taf, or athers. or thers,
foloving. o L1 e
A omuaton of o otents immedate {7 CLL, O e Lour facotoface ovaluations were
[Pustion conducted by RNs who are not advanced
- The petients reaction to the intervention (A) The patient's immediate situation; practice nurses (APNs), verify that those RNs.
o ptlonts medal and b proctio nures (PN ey
‘“v"':‘:;q o demonstrates they are qualified to conduct a
» . i issil physical and behavioral assessment of the
Festraintor seciuson | Inrpreive Gaidlns 2131 Guidelines Missing oo o reves e g

" peents mmedt suaton

2

e 3 Peints medieand sehavore
B
i, i et i e T Tesvaiorsohaion

the 1.
v g o o e o s, o, e, [ the patents motkai rocord nchsdes.
ot o e patent 3 vl o el dercive ehaver | it Nl
Jine whether the evaluation indicated that

it

it e oed o cotie o it o st o sk n
‘Gonnm wat actual practic Is consistent with the
hospitals polcy on restraint and seclusion and state
lavi,

Comparing Documents: TJC Survey Process Guide vs CMS SOM:

33

Outpatient Occupancie
Interpretive Guidelines §482.41(b)(1)~(3)

Medicare-participating hospitals must comply with the 2012 edition of the LSC and Tentative
Interim Amendments 12-1 through 12-4 for all patient care locations, including locations such as
emergency departments, outpatient care locations, etc.

Outpatient surgical departments of a hospital that meet the LSC definition of an Ambulatory
Health Care Occupancy (AHCO) must meet the AHCO chapters requirements, regardless of the!
number of patients served. The LSC would permit a reduction in the level of fire protection to
that of a Business Occupancy at facilities providing services simultaneously to less than four
patients who are incapable of self-preservation. However, considering the complexity and
elevated risk associated with surgical procedures performed in hospitals outpatient surgical
departments and because such departments are comparable to ASCs (see 42 CFR 416.44), CMS}
requires that the minimum level of fire protection afforded by the AHCO requirements be
maintained, regardless of the number of patients being served by the department.

Corridor doors and doors to rooms containing flammable or materials b
provided with hardware that has a latch to keep the door in a closed position. Rolle| 1 > .
which will release by pushing on the door, are prohibited on such doors ay anges

Transmitted in September 2025

As part of its survey Plan of Correction, a hospital may request a waiver of specific .
provisions that would result in unreasonable hardship on the hospital and would not adversely
affect the health and safety of patients. The State survey agency (SAs) or C|

1S approved

"
panvac oy et IV PP vgp——
[ S N




omparing Documents: TJC Survey Process Guide vs CMS SOM: Alcohol-

Based Hand Rubs

Interpretive Guidelines, 482.41(b)(7):
PE.03.01.01, EP 7: When the hospital | y.,i01.pused hand rub (ABHR) dispensers are a common infection control method.

installs alcohol-based hand rub diSpenser - Healthcare-acquired infections are of increasing concemn, and many such infections are are installed in

it installs the dispensers in a manner that - transmitted because health care workers do not wash thei hands or do so improperly or Code requirements

protects against inappropriate access. | inadequately. An important aspect of getting health care workers to use ABHR dispensers is their ool) and maintained in
accassibilty. The American Hospital Association commissioned  study to determine the safest fer recommendations.
method to place ABHR dispensers in corridors. As a resul ofthis study, the LSC was amended  yrocedures.

1o permit their use under certain conditions in patient care rooms and egress corridors.

In addition, CMS requires that ABHR dispensers be installed in a manner that protects against
inappropriate access by persons who may not comprehend the associated risks of misusing
ABHR solutions, which are both toxic and flammable (e.g., children, individuals with intellectual
disabilities, psychiatric patients, etc.). In order to avoid dangerous situations, a facility must
take appropriate precautions to secure ABHR dispensers from inappropriate access. This means
Jacilities could choose not to install ABHR dispensers in locations where vulnerable populations
exist, or a facility may choose to install ABHR dispensers only in areas that can be easily and
frequently monitored, such as in view of a nurse’s station or areas that are continuously
‘monitored with a security camera, or not install them at all in other areas. Itis up o the
hospital to decide how best to secure ABHR dispensers against inappropriate access.

Regular maintenance of ABHR dispensers is seen as a crucial step in making sure that dispensers
o not leak contents, which would allow inappropriate access. Hospitals are expected to
‘maintain ABHR dispensers in accordance with manufacturers” guidelines. If the manufacturer
does not have req . the fucility is expected 1

policies and procedures (o maintain all ABHR dispensers

35

Compliance Evaluation Tools

Survey Process Guide - Part 3

Requirements Only Found in Evaluation Tools

One example out of many

Kitchen Tracer Survey Guide from Survey Process Guide (Pages 541 to 547)

Cutting boards/prep surfaces; are they
cleaned and sanitized properly to 27
avoid contamination? E.g., one for os
meat, one for veggies & sanitized

Hospital implements IP program.

620
Does the staff use clean utensils with The regulation requires that the IP program include surveillance.

bulk foods/ice?

(HAP NPG.12.01.01, EP 8; CMS Interpretive Guidelines from September 2025 discuss the scope of
482.28(a)(1)(ii) the surveillance program, but nothing specific to the kitchen or food

(CAH NPG.11.04.01 EP 1) handling.




Compliance
Evaluation
Tools

204 Pages

Not all elements of the survey
covere:

May or may not be used in the
actual survey

3k Medical Records per CoPs (No TIC
Reference)

3% Ambulatory Health Care Occupancy by
K-Tag with references to TIC standards

K Physical Environment Documents by TIC
standard (No CoP reference)

3K Health Care Occupancies by K-Tag with
references to TIC standard

=k Kitchen Review Tool by Subject with both
CMS and TIC references

3k Infection Prevention Tools by Subject
with TIC standards (No CoP reference) ..
overlap with other tools (e.g. Kitchen)

3k Imaging Document Review Guide with
TIC standards (No CoP reference)

5K QAPI Tool with by subject with CMS and
TIC references

s Performance Improvement Project Tool
with TIC references (No CoP references)

sk Emergency Management Documents
with CMS and TIC references

3k Workplace Violence Tool with TIC
references (No CoP references)

=k Healthcare Equity Evaluation Tool TIC
references (No CoP references)

=k Antibiotic Stewardship Evaluation Tool
TIC references (No CoP references)

sk National Performance Goals Tool TIC
references (No CoP references) ... many
subject areas repeat in this tool
(Emergency Management)

2k Primary Care Home
Many subjects within survey scope

are not covered in “Compliance
Evaluation Tools.”

37

In Plain Language, plea

e!

Same requirements, different survey
process

Requirements more difficult to find: look in

TJC Standards, CMS requirements,

Evaluation Tools, etc.

7 Reliance on the State Operations Manual

(CMS) (Know your CMS Appendices!)

More survey time

More citations for the Governing Body

Condition of Participation

Joint Commission surveys will look
more and more like Routine State
Agency surveys.

0 Will there be a better definition of a “Condition-
Level Finding” vs. a “Standard-Level Finding?"

0 Will Joint Commission complaint surveys become
more like State Agency complaint investigations?

Complaint

Triage Level

n

Non-I
High

Non-U
Moderate

Non-I

An ongoing likelihood of serious injury, harm,

impairment or death of a patient or resident

EMTALA or condition-level finding likely

Standard-level finding likely with limited
patient impact

Standard-level finding likely with only
discomfort

CMS Complaint Triage Criteria (State Agency Rules)

Onsite Investigation by

Within 2 business days of receipt

Within 45 calendar days of
pri

ization

Investigated during next on-site survey
(complaint, special cause, or full)

Track and trend?
Next survey?
Inconsistent Communication from CMS

39



Lots of places to look ... where to start?

S5 =
Survey Process

TJC Standard

?

TIC FAQ

CMS CoP / Interpretive
Guidelines
Crosswalk Disposition Guide

i

Survey Process Guide

Perspectives

Where we look first for the core requirement

2025 S 2026

TJC Standard CMS CoP / Interpretive

7 Guidelines
[ ]

TIC FAQ

AN

| — National Performance
— Goals

Perspectives

42

Appendix A: Conditions of Participation for Hospitals

Includes Interpretive Guidelines and Survey Process

§482.11 Compliance with Federal, State and Local Laws
= §482.12 Governing Body §482.41 Physical Environment
= Contracting §482.42 Infection Prevention and Control and Antibiotic
548213 Patient’s Rights Stewardship Programs
= Care in a Safe Environment §482.43 Discharge Planning
= Restraint §482.45 Organ, Tissue and Eye Procurement
* Grievances §482.51 Surgical Services
§482.21 Quality Assessment and Performance Improvement §482.52 Anesthesia Services
Program §482.53 Nuclear Medicine Services
§482.22 Medical staff §482.54 Outpatient Services
§482.23 Nursing Services §482.55 Emergency Services
= Care Plan §482.56 Rehabilitation Services
§482.57 Respiratory Services
§482.60 Special provisions applying to psychiatric hospitals

§482.30 Utilization Review

= RN Supervision
= §482.24 Medical Record Services

= §482.25 Pharmaceutical Services = 5482561 Special medical record requirements for psychiatric
= §482.26 Radiologic Services hospitals
= §482.27 Laboratory Services = 548262 Special staff requirements for psychiatric hospitals

§482.28 Food and Dietetic Services




Risk points

44

Frequency of Condition-Level Findings for CMS Hospital Surveys (excluding
EMTALA)

wrsno s | T dverse Events
GoverNING B0DY Oversight
o [N Oversight
wrecrons | [T Infection Prevention
eveRgeNCY SeRviceS
PHYSICAL ENVIRONMENT Infection Prevention
suncicn senvees. [IBERY [nfection Prevention
oiscrance rLame | [

weoionLsaee (]

00% 15.0% 200% 45.0% s00%

Source: CMS CQOR 2024/5

Frequency of LSC Findings by State Survey Agencies

CMS Citation Frequency

~Enclosure| 54.2%
o - Testing|_ 53.4%
Cortdor - Doors | 47.4%

Subdivsion of Builing Spaces - Smoke Barre | 40.2%

FreDrils| 35.1%

o 319%
209%

Fi 287%
Gas o] 269%

‘Subdivsion of Building Spaces - Smoke Barrie | 25.5%

ExtSignage | 25.1%

Testing| 24.7%




It could happen to you...

High Profile academic medical center with world-wide reputation

Known issue
7 Old kitchen
7 Significant sanitation challenges
7 Was not escalated

Add on observations
2 Fumiture
7 Flaws in Environment

Immediate Threat to Health and Safety
7 Preliminary Denial of Accreditation

7 Next triennial survey move to 18 months (vs 36 months)

More Observations, More Jeopardy

Finding

Governing
Body Finding

Immediate
Threat

Closing the loop

ecting the Physical Environment with Leadership

Inform and Educate Leadership:

7 EoC has received 50%+ of survey findings in recent

past

7 1It's probably going to be a lot worse:

= More Survey Time

More Survey Locations

Same Issues .. more observations
likelihood of governance citations.

more

Escalate unresolved issues beyond the EOC and Infection
Prevention committees

Focus

2

N

Rounding ... avoid death by a thousand cuts

= Submit work orders directly

= Connect with leadership (e.g.,, COO on rounds)
= Educate the folks at the point of care/service

= Don't play “gotcha!”

Analyze vulnerabilities for oversight bodies .. not just
what, but also why and how they can be resolved

= Infection Prevention
= Environment of Care
. QAPI
= Board




Effective Oversight for ALL Issues / Vulnerabilities

Don't try to boil the ocean ... focus, simplify = Leaders and Board involvement and buy in

Low tolerance for continued poor performance = Avoid Myth

= Either fix it or, if it's not truly important, STOP
measuring it

Analyze before presenting the issue

Don't give undue emphasis to trial issues

Efficient oversight meeting

Present RELIABLE data
= Action-oriented agenda

Don't fool yourself by setting unrealistic expectations
= Executive suite

Answer the question: Stay Course or Change Course?
= Clear recommendations presented

Effective Oversight DEPENDS on
* Action taken for EACH agenda item. = Effective communication within and between silos
= Effective monitoring: adverse events AND metrics

= Effective process. Implementation

Ambulatory Health Care Occupancies
vs. Business Occupancies

Ambulatory healthcare vs. business occupancies

Most ambulatory care provided by a hospital may be
conducted in Business Occupancies.

However (QSO-.

<m

7 ... “the [Life Safety Code] would permit a reduction in

the level of fire protection to that of a Business o
Occupancy at facilities providing services simultaneously N
to less than four patient who are incapable of self- € v e 0500 m ey & O
preservation” ... sowrer et o o e

7 ... “Outpatient surgical departments of a hospital ... See Handouts

must meet ... [Ambulatory Health Care Occupancy]
requirements, regardless of the number of patients
served.”




ferences between

cupan

= Very similar to Health Care Occupancies (for inpatients)

For this reason we strongly recommend preparing LSC

drawings for Business Occupancies where ambulatory
= 1-hour separation from Business Occupancies
healthcare is given under the hospital’s CCN.
= With some exceptions
. Ak
7 Sprinklered
P! 7 Is general anesthesia administered?
2

Emergency lighting

7 Are 4 or more patients incapable of self preparation
7 Emergency power (in some circumstances) given care simultaneously. (Trigger = moderate
2 Fire slarm sedation or above)
7 Smoke compartments
7 Tenant separations
7 Fire drills
7 Etc

Bottom Line
Expect longer surveys with more findings
Physical Environment will continue to draw the lion’s
share of findings
Escalate and resolve significant PE vulnerabilities to the
governing body
Be proactive ... test for Ambulatory Health Care
occupancies
Stay flexible ... things will clarify (i.e., change)

POLLING QUESTION:

What is the likely impact of the Joint Commission’s
Accreditation 360 initiative on your organization?

We are MORE LIKELY to ch he Joint Commission as e LESS LIKELY to choose the Joint Comn
our accreditor as a result of the Accreditation 360 initiative reditor as a result of the Accreditation 360 initi

reditation had NO IMPACT on our
d by the Joint Commiss




Questions/concerns?

Are we better off, worse
off, or the same?

Thank you

Stay Tuned!

Bulletins as the
situation evolves

@ cHarTIS




