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JCAHO mid-cycle summary – 46 beds including 10 swing beds 
Friday, August 13, 2004

Arrived at 7:40 – set up laptop and ready for opening conference by 7:50.

Documents previously requested:


Med staff bylaws


Med exec. minutes for the last year


Board meeting minutes for the last year


Infection control minute for the last TWO years


Current census

We did not get a formal agenda – She used the generic agenda that is found on the JCAHO website.

Opening conference:

All managers joined us so the room was quite full – she was OK with that but made it clear that during the tracer sessions she only wanted three people at the most present. Also if the staff appeared to be nervous, she wanted us to leave.

Discussed facility and organizational structure.

Asked that we tell her about our hospital.

Asked many questions about the board structure.

Wanted to know how many MD’s on staff.

She requested a meeting at one o’clock and wanted the Pharmacist, PI coordinator and Infection control nurse present.
Opening conference was short and sweet – was finished by 8:15 and she was ready to begin her planning session.

She stayed in the planning session for quite awhile – even though the planning session agenda gives only one hour – she came out at 10:15 – She had taken TWO hours in planning.  During that time she looked at all the documents we had provided. Our infection control committee meets as part of the PI committee, therefore she also had the PI minutes to look at and it became very obvious at the day progressed that she had looked at those very thoroughly.  Immediately upon coming out of the planning session, she asked who had been involved in the RCA in April.  Our ER manager was the only person here who could speak to it so the surveyor asked to have her join us.  She went into great detail and asked many questions about the RCA.  Wanted the bio-med person to join us as it had involved an IV pump.  Discussed the pump model and was very centered on free-flow capability.  Was very concerned about the patient being admitted to telemetry as opposed to ICU.  Asked for our telemetry and ICU admission criteria.
Next she began the tracer.  She had already looked at the census and chose the patients she wanted to see.  We had no opportunity to “steer” her in any direction.  She chose a swing-bed patient who had originally been an acute care patient.  She told us that she wanted to be in an area that was private since we would be talking about patients.  We are short on offices so we ended up taking her into the nursing break room.  This is also where the night locker is located.  She immediately tuned into the night locker use instruction sheet posted on the outside door.  She spent several minutes reviewing the instructions and “thinking”.  As the day progressed several questions would some up regarding the night locker.
She asked for the nurse currently taking care of the chosen tracer patient. The patient had skin ulcers.  She looked at the picture and asked what treatment was being given to the wounds.  She looked at the consent and asked about the admission process regarding living wills and advanced directives.  The consent was not completely filled out.  The staff stated that it was probably on the acute MR (and it was) but her suggestion was that that information should follow the patient throughout the stay because we should know the patient’s wishes even in Swing (makes sense).  She asked for the case manager and wanted know the process for obtaining orders when moved to a swing-bed.  Unfortunately the orders are recopied and the nurse had not written “repeated and verified”.  Although she adamantly state verbally to the surveyor that she did repeat and verify – she just had not thought to document it.  She pulled another chart in which the patient went from acute to swing and fortunately the nurse HAD documented “repeated and verified”  She looked at the MD orders and said we had a problem with legibility (imagine that?) She looked at the process of admission to swing unit and asked about nutritional needs and how the dietitian is notified.  She wanted to see the policy on the nutritional screening and wanted the dietitian to join us. Our policy states that acute care patients are seen within 48 hours and Swing bed patients are seen in 72 hours.  She did not like that at all – she stated it had to be the same – that we were not giving the same level of care.  (our patients are discharged from the acute bed and readmitted as swing patients).  She discussed the code status prior to the placement of the PEG tube.  She looked at the progress notes on the acute chart.  She asked for out unapproved abbreviation list.  She looked at the H&P – date of dictation and date typed.  Asked how long they had to sign.  She looked at the consent for the PEG placement.  Asked about IV sedation and looked at the anesthesia record.  Asked where find that the CRNA had assessed the patient just prior to induction.  She looked at the MARs – wanted to know if they were computer generated or written manually.  Check allergies on the MAR against what was written on the front of the chart.  She looked at the nursing notes.  She checked the pain assessment and asked the nurse several question about pain and follow-up documentation.  She said we had way too much paperwork regarding our pain documentation.  We told her that we were going to being going up on Meditech which should decrease paperwork.  She then asked who was on the core team – she said there should nurses on the team who actually use the documentation so they can give their input.  She said we really needed to simplify our process.  She looked at the DC summary from acute hospitalization.  She again reiterated that we cannot use “continue same orders”.  She spent a lot of time talking about this.  She said we needed to be careful about writing the orders for the MD’s and then letting them sign them.  She said this was “sloppy practice”.  She also said they must be timed and dated.  She spent time asking about skin assessment and how to prevent infections.  
Next on the tracer agenda – Pharmacy.  Immediately upon entering the pharmacy, she said there was not enough space.  Asked who had night lockers and what was in them.  Asked about our process of entering the night locker.  Asked if a pharmacist reviewed the log.  Asked about our narcotic sign out procedure.  Asked about narcotic wastage and if it was tracked for diversion. Asked to see our narcotic sign out sheets.  Saw that one was not double signed and then proceeded to look through three years of narcotic sheets.  Found several more not double signed and was not happy – said it was a leadership issue.  Asked what the pharmacy had done to deal with look alike – sound alike meds.  Looked at the organization of the meds – stated shelves needed to labeled.  Stated the pharmacy needed more shelving for organization.  Asked about med errors and stated they needed to be categorized.  Talked about the new Standard regarding the hood in pharmacy and what were our plans to comply. Asked how often the drugs were inventoried and how did we know when supplies were low.  Asked about our formulary and how it was developed.
She was not happy with the pharmacy set up and at that point wanted to talk with administration.  We were not allowed in that meeting.  During this time she made a short trip to the ER to talk with the ER MD regarding the RCA.  This was the only time she went to the ER.  At this point, it was nearly one o’clock - she asked that we delay our meeting for 15 minutes.  She did not break for lunch.  We had a deli tray in the conference room for everyone to munch on and she ate as she worked.  
In our meeting, she talked about PI.  She liked the way the PI data was set up but stated that we did not “close the loop”.   She could not find actions plans and what happened to the data.  She said we needed more of a track record.  She talked a lot about infection control.  She asked about MRSA patients, antibiograms, and antibiotic use.  She asked about trends and if we saw much C. diff.  She asked what infection control issues we had.  Asked about the infection control nurses background, education and training – she really liked that the nurse was attending APIC.  Asked about local chapters.  Asked how the CDC hand hygiene standards were implemented.  Asked about artificial nails and our policy.  She then turned to the pharmacist and asked about improvement processes in the pharmacy.  She spent a lot of time looking at the pharmacy PI.  She asked if med errors were categorized.  She asked if dispensing errors were tracked.  She asked if there had been a medication management evaluation.  She stated we needed more PI education. 
We then started our second tracer.  She asked if we had any inpatient surgeries.  She chose to look at a patient who had had a hysterectomy on the previous day.

She asked to talk to the nurse caring for that patient.  She asked about unapproved abbreviations.  She spent a lot of time going through the chart and asked the nurse questions – pretty much the same as the earlier tracer. Looked at the consent and H&P. She asked to have the night locker opened.  She asked who carried the keys.   She looked at all the meds in the locker.  She looked at the log and the formulary book with the list of the meds in the locker.   She asked who restocked the crash cart and who checked for outdates.   
Because this patient was also had asthma and was receiving treatments, our tracer took us to respiratory therapy.  She asked if RT did ventilator checks.  Asked about ABG’s, O2.  She asked to see what meds were kept there.  She asked how individual meds were stored.  Asked if the resp. therapist carried meds in their pockets.  (Our resp. therapy dept had individual drawers for each patient).  She asked who filled the drawers and what the process was.  She asked who checked for outdates. She checked expiration dates on some of the meds. She asked who dispensed inhalers.  She asked who gave inhalation therapy and stated across the country most of the nurses did this. 
Next step in our tracer – to the OR.   The staff was very knowledgeable and she was happy with them.  Asked what kind of cases we did.  Asked the number of cases per month.  Wanted to know how many laparoscopy cases.  Expounded on the great technology of laparoscopy as she had just had laparoscopy surgery 6 weeks ago.  She asked about the Universal protocol and asked the staff to describe our process.  She asked how many OR rooms and PACU beds.  Asked who wrote “yes” on the operative site.  In our hospital, it is the preop nurse – she wanted to hear that the MD did this.  She asked what was recorded on the OR record – check list, time out, person involved, etc.   She asked about biological testing.  She asked staff who was trained in each area (our staff is cross-trained).  She asked to see sterile supply and asked many questions of the techs.  She looked at the flash sterilizer and looked at the log.  Asked how much flash sterilization we did.  Every one had the right answers and she said we had a very well run OR.
Next we made a short trip to the Lab (our lab had just been CAPP certified).  She only wanted to know what we had done about the blood reactions not being reported (This was discovered in PI minutes). The lab manager state we had in-service and had met with the med-surg manager.  The surveyor asked if we there was a specific pattern.  She questioned whether it was a lack of education for a breakdown in the process.  She stated we need to add this to orientation.  She was not real happy with the action plan and stated we needed more investigation, analysis, and follow up monitoring.
At this point it was nearly four o’clock.  She said she really did not have enough time and that she really needed another day (Heaven forbid!!!).  She had wanted to go to radiology but never got there.  She had also asked for several policies but never got around to looking at them.  She had also wanted follow up on something in the bylaws but didn’t get to that either.

The surveyor was very, very through and kept digging and asking questions as she traced through the patients.  She was courteous but we all knew when she did not like something.  She gave many suggestions and pointed out ways to improve our process.  In our exit conference, she said that as an organization we should not be pointing fingers at each other, but working towards patient quality and safety.  All of us were very confused by that statement – none of us know exactly where that came from.  Nursing did very well and came out without any problems.  Our two major issues were medication management and closing the PI loop.  
One thing we learned and have often heard – Do not give them more information then they ask for.  If we had only given her strictly infection control minutes, I am not sure she would have had time to look at the PI minutes (or even thought about asking for them).  Since they were with the infection control minutes, she certainly took advantage of having them accessible!

