Southeast JC SURVEY:   9/22-9/25/09

Issues during Tracer Activity

1. Environmental Hazards:  Hanging hazards (shower mixer valve boxes unlocked, bathroom open and accessible to patients, exposed commode plumbing, door handles), cleanliness of grounds and unit, concern that staff was not smoking in designated areas (noted cigarette butts on ground). 
2. How does pharmacy know WHY patients are on particular meds?  Suggested all med orders include the indication for medication – not just on PRN orders.  
3. There was some confusion regarding DNR and advance directives.  Example:  Advance Directive on a chart indicating patient chose “no resuscitation” – but no DNR order on chart and staff gave conflicting answers whether patient was DNR or not.  Key Point to remember:  Advance Directives are transferrable between facilities, DNR is organization specific.  
4. Checked lab collection tubes for expiration dates in lab.  

5. Found emergency carts with daily logs not completely filled out.

6. Toured cafeteria at lunch time to mingle with patients. Spoke with patients.  Listened for any complaints patients may have.  
7. Constantly checking charts for:  legibility, do not use abbreviations, all entries signed/dated/timed. 

8. Patient complaint system process.  Spoke with Client Rights Officer.  Very tuned in toward staff’s attitude toward patients.  Became highly irritated when an RN insinuated a patient was complaining to get staff in trouble.  
9. Checked fridge temp logs in lab and on units.

10. Checked restraint/seclusion rooms for mirrors, placement of windows –to assure that staff can monitor patients appropriately.

11. Very focused on H&P’s.  Anytime part of a PE was “deferred”, he wanted to know:   why deferred, deferred until when, and what was the plan?  Extremely biased toward this area, insisted that no body system go unchecked  during a physical exam(Cited as a CMS CoP).  Also checked timeliness.

12. Wanted to see the organization’s list of APPROVED abbreviations.  Suggests having a short list of approved abbreviations – which everyone can be expected to know.  Looked at current approved list and many staff had no idea what abbreviations meant.
13. Also very focused on patient identification.  Spoke with patients about how staff identifies them prior to med pass.  Liked the patient photographs on charts/MARS – however found several charts/MARS that DID NOT have photos.

14. EOC issues:  Wall penetrations not sealed with fire repellant material, “boggy” area near patient sidewalk filled with standing water/mosquito larva.

15. High risk meds as well as LASA meds.  Example:  No policy or practice to double check insulin dosages.  Also asking nurses how they knew drugs were high-alert.

16. Many questions regarding competency/staffing.  (Asked questions of nurses pulled to other units, nurses new to facility, psychiatrist why she is competent to treat physical complaints when there is a med clinic available) 

17. Asked about use of plastic bag in trash cans.   Noted one area that had a plastic bag but was in an area blind to observation AND accessible to patients. 

Leadership Session:

1. What is your biggest challenge?

2. How does leadership communicate?

3. Surveyors wanted to see interaction of all staff present.

4. How do you measure how well Leadership is doing?

5. Discussed staffing and recruiting (MD’s, Social Service)

Infection Control
1. Who is on Infection Control Committee?

2. What data do you review?

3. Looked at minutes.

4. Can staff still work if they do not have their TB skin test?

5. What is your conversion rate?   Is there a problem with it?

6. How is Hand hygiene monitored?

7. How are occupational exposures monitored?

8. MRSA?  How many infections have you had?  Does everyone get screened? 

9. “Boggy area” cited under EOC standards, also linked to infection control due to standing water and mosquito larva
Competency Session with RN:
1. 5 records reviewed (2 were contract employees):  Primary source verification for nurses, respiratory therapist, and dietician.

2. Job descriptions reviewed – to be signed upon hire.  One SW’s was not signed, one agency nurse did not have a job description.

3. Wanted to see record of general orientation.  Where is NPSG taught?  Who requires CPR? Where is this specified?  Do social workers have to have CPR?  Show me where the policy states SW do not need CPR.

4. Competency check list states:  “Maintains and demonstrates” How does staff demonstrate?  One checklist had a list of all classes taken, but no pass/fail indicated.

5. Loved social services competency checklist format.

6. Evaluations done how often?  What is your rate of compliance in getting this done?
DAILY BRIEFING  9/23

Dr. G.’s Findings:

· He stated he found a lot of environmental hazards that a patient could hang themselves on.
· Bathrooms were open and accessible to ill patients

· Door handles

· How does the pharmacist know why a patient is getting a med?

· Are there any DNR patients?  There was a conflict about an Advance Directive (the patient had signed that they wanted to be a DNR but told the nurse they she had changed her mind)

DATA USE SESSION
· How do you prioritize?

· How do you collect data?

· What about when you implement something new?

· Do you monitor for effectiveness?

· Give examples of data you have monitored for effectiveness (the nurse surveyor then went around to everyone in the room and asked them) 

· Nurse talked to them about the “Red Dots” on the ORYX report and wanted to know what SELH had done about them (they stated they had done a lot of education)

· She then asked for another prioritization of PI

· She asked about the pain assessment and wanted to know if the patient was asked each shift about pain.  SELH said they did it at admission and a new trigger.

· She wanted to know what their data showed on this.  Does the physician sign off on the pain assessment?

· The nurse wanted to know if they were asked about pain each shift.  

· What does your data show about this?  ( Physician signs off on pain assessment)

· There needs to be several examples of prioritizing P.I. studies.

· Why did you choose “Medical Emergencies” for your FMEA?

· How many patients stayed when they were transferred out for a medical emergency?

· Asked about communication and med reconciliation.
· Incident Reports – how many and what are the trends?

· Location

· Time of day

· What units has more incidents

· Regarding patient falls:  SELH fall risk patients wear color coded wrist bands, chart is flagged, during report it is told .

· Nurse asked each person in the room what kind of data they collect. (NS commented M.R. deficiencies were low)

· Asked HIMS Director what data is collected according to JC standards.

· What data is collected pertaining to NPSG? (Wants to see Critical Values Data)

· What does data show about the two identifiers caused med errors.

· What is the highest reason for wrong meds?

· Are you monitoring for “Do Not Use” abbreviations?  (Pharmacy monitor Dr.’s order, HIMS monitors what is typed.)

· Are you taking verbal orders?  Do the nurses understand this?  Are you eliminating V.O.?

· T.O. – If staff are not required to document “read back” how is this monitored? (SELH stated they asked the MEC if the nurses are reading back and asking for confers)

· When was your last PPR?  Wanted to see MDS

· What is your most successful improvement?

· Be able to give success stories and make sure the units know about them.

· SELH felt S/R was their biggest success.

· Surveyors wanted to see the data on all that was told to them

· Need policy and procedure in place for High Risk Alert. 
·  Emergency Cart:  Binder was looked at.
· Checked monitor in seclusion room and restraint room.

· Client was still in bed.  It was asked if the patient was being monitored.

· Checked all doors to see if they were locked. 

A1 – Closed male locked

· How many beds and how many patients. (27 beds and 26 patients)

· What is the Length of Stay (LOS)  Answer was that it varies.

· Wanted to tour unit.

· Dayroom and dining room for unit restriction
· What precautions (1:1) all day, 1:1 while smoking)

· Looked at bulletin board

· Look at assignment board

· Unlocked bathroom

· Asked who did the laundry

· Looked in the shower

· Looked in the controller for the valve mixer– asked if patients fool with it

· Observation Room

· Patient hallway door locked (Asked about this)

· Talked with Nurses in Med Room

· Looked around, read what was posted on walls/refrigerators.

· Do you have a list of High Alert Meds?

· Hazardous drugs also listed?

· Wanted to see how high alert meds were flagged in PYXIS

· Looked for patient to trace (Nurse stated she usually picked by Diagnosis & DOA)

· Wanted to know patients that were on 1:1 precaution.

· Looked at admission assessments, treatment plans and history and physicals.

· H & P was not dictated until 21st , patient was admitted on the 14th
· Asked how often patients are seen.  (SELH physicians see ALL patients at least weekly.)

· Nutritional screens:  Nutritional assessment being done?  What triggers screen to “full assessment”?

UNIT W (Nurse)
· Asked to see the emergency cart; looked at log/Checked log. 
· Checked the med room to make sure the log matched the temp.

· Insulin – Checked with nurse to see if another nurse checked the insulin dose before she gave it.

· Wanted to see the cardex
· Asked about patient  who recently had root canal.

· Cardex needs to be updated after the treatment update.

· AED on Pediatric Units not there.

· Reviewed chart of the youngest patient.

· Reviewed Dr.’s Orders, Psychosocial Assessments, H&P

· Checked for Med Reconciliations

· Asked what WEP meant? (Weekend Pass)

· Checked on Nurse Practitioners name
· Questioned why there was an Occupation Therapy Assessment.
· Basically read the entire chart.
· Philosophy of care not done @ admission.
· Asked about staffing and orientation process?
· Asked whether process was the same on other units?
9/24/09   Daily Briefing

LSC specialist found two deficiencies:

· Penetrations in wall due to fire alarm installation

· Fire door closures
Dr. G:

· Picked patient who had a list of complaints:

· Hair in food/Workers not using hairnets

· Broken furniture

· Holes in mattresses

· Insect bites

· Having to eat on the unit/food is cold

· Fire alarm while in class, no one does anything and there was no announcement.

· Hole in the ceiling of the of the washing machine room.

· Showers leak and sink didn’t work

· Cigarette butts in non-designated areas as well as food on the ground

· Tall grass could harbor snakes (found football and mosquitoes)
· Wasps

· Ceiling fan falling apart

· Dr. G. though the patient was perceptive/accurate.

· Dr. G said patient complained about it, asked her perception of getting things fixed, staff told her not to talk to Dr.

· Patient was told by staff that they don’t get paid enough to do this.

· Dr. G said staff said “Well you can’t believe her, she’s retarded”
· Environmental Issues:
· Smoking
· Drainage ditch (Mosquito problem)
· Attitude towards patients
· Complaint system (Staff wasn’t sure how complaint system worked)
· Dr. G suggested they have someone else besides the Unit Manager pick the complaints up.  Pat/Georgia will follow up on complaint of staff touching each other.
ACUTE UNIT

· Hanging hazards – Mixer boxes not locked

· Handles on console doors

MEDICATION RECONCILIATION

· Genital/rectal exams:

· CMS states a complete exam shall be done.

· We should not just do what we want to

· Key ingredient is that the Dr. is expected to do it

· If it is not done, write the reason why.

· nurse asked if there is a cut off age to defer exam (rectal) due to age being under 50.  The answer is no.

· Two (2) identifiers
· Half the patients did not have pictures
· One patient said everybody knows her
· Another didn’t have picture, but staff called her by her name.
NURSE – DATA USE
· She is continuing to look at what was discussed relating to P.I. Data.

· Emergency cart had two days of signatures missing

· Shower boxes containing the mixer valves weren’t locked

DR. G. – MED. MANAGEMENT/P & T

· If you have expectations from the Survey Activity Guide – Forget It!

· Every year we “Kill” approximately 50,000 people with med errors.

· Compared this to airplane crash every day.

· We have developed a lot of bad habits and we’re resistant to change.

· Dr. wanted to see incident reports.

· What do you consider an error?

· Errors and near misses.

· Dr. G. feels it is somewhere in the middle (50%)

· Dr. didn’t like incident report – feels it needs to be modified.

· Consider separate med errors reporting form than can be anonymous.
· Form needs to be less wordy and simplified.  Does not need details.  Optional about anonymous.  Supervisors review.  The form should be non threatening as possible and simplified.

· Asked for graph of discrepancies.

· Dr. G. looked for trends.

· You want to identify if you are not getting better.

· You want zero errors just like when you are in an airplane.

· Administration errors – 50 errors of commission (5R’s) – Omission errors down since PYXIS
· Med error team








· Dr. states the old meds work as well as the new expensive ones.

· Orders to date (med review) – Dr. G. stated you should be able to line out what they don’t want.  Jenkins said, “They can unless it has already been faxed to pharmacy.”

· Dr. G. suggested using someone that likes to do stats and graphs, because they can really help.

· Med Errors start with how you report.  It should be done in a way that helpful to you.

· Dr. G. asked what is being done to reduce the number of med errors?

· Ruth responded by telling him all the things they are doing such as increasing the number of nurses for 8A meds.

· Two patients didn’t have pictures, two identifiers must be used.

· Dr. G. felt this was not being done.

· This may be an RFI

· No RFI’s from med management.

· Dr. G. states “Red Dots” for med errors mean you are reporting more errors and can justify the red dots.

· Legibility should be most important.

· Acronyms – Dr. G. does not like them

· Nursing staff should lower threshold for legibility if you have to get someone else to interpret it is illegible.

· A staff MD asked what the physicians could do to help decrease med errors.  Dr. G. was impressed he asked.  His answer was legibility.

· Graphs need to be more meaningful.  Take one thing, work on it and graph its effectiveness.

· Double check on insulin

DR. G. – PHARMACY
· Took a tour of the pharmacy.

· Asked to see Narcotics

· Wanted to know about expired narcotics

· Looked at refrigerator log with drugs – recommended two (2) thermostats in each refrigerator.








No Findings

ADMISSIONS 
· Dr. G.  reviewed the admission packet.

· Looked at pre-admission information

· Distress alarm – Dr. G. want to know?

· Looked in exam room

· Dr. G. wanted to know how they dealt with infectious diseases.

· No Findings

UNIT O

· Talked to Tulane Medical student.

· Asked what kind of supervision did he/she have?

· Dr. G. states he loves being a surveyor because things get fixed for the good.

· Seclusion room window on O is too high, just like the other unit.

· Legibility – Could Not read Dr.’s Orders (Latasha #48231)

· 21 y/o GU exam was deferred

· Dr. Wilson did physical exam.  Dr. G. looked for reason GU exam was deferred.

· Med. Reconciliation:  Confusion about when the nurse signs the form.  

· *Add column for indication of drug.

· *Add line for nurse to sign at admission

DR. G. – EOC SESSION


SECURITY

UTILITY SYSTEMS
· Who handles the utility system?

· Utility System plan has not been reviewed

MEDICAL EQUIPMENT

· Who handles the medical equipment?

· What medical equipment do you have?

· EEG (Who reads this? And do you have a log?)

HAZ MAT

· What about phosphates used for spraying for bugs?

· How do you know they are not exposing your patients to these phosphates?

· “Most O phosphates are harmless if used properly.”

· Dr. G. was concerned about “bed bugs” 

· Lice spray is used in buildings (Dr. G. asked for the MSDS on this)

· Sidewalks are safety hazards per nurse

· Spray yellow sidewalk hazard and stencil in red the word “caution”
· Dr. G. once again explained how PATIENTS SHOULD BE ALERTED WHEN TESTING THE ALARMS.
· Do patients feel comfortable reporting concerns?
· Reporting process should be more effective.
EM PLAN

· Asked about drills and actual experiences

S & T – SCHOOL

· Swamp area – Dr. G. dug around in muddy area, “spied” larva eggs (mosquitoes) and gave 2 solutions.
· Fill area in
· Dig it out and make a pond with ducks and mosquito eating fish.
NURSE – STAFFING ISSUES

· Orientation staffing plan.

· Competency (Was it age appropriate?)

· SOMA Training

· The nurse questioned how they staffed?

· Mark Howard stated if they had finished orientation and been cross trained.

DAILY BRIEFING – Nurse Lynne

· Plastic bags can be in dayroom but not in patient rooms. Plastic bag was in a blind spot where a child could get to it.
· Traced 14 y/o young man in staffing:
· Traced 1:1 in restraints:
· SELH has a Serenity Room on each unit – very nice!
ACUTE CO-ED

· Looked at assessment that is done with shift on acute unit.
· Discharge Meds
· No dosage on form
· Med. Reconciliation was corrected.
· Dr.’s Order sheet said discharged on the 24th
· Another Med. was missing on the discharge form.
· Dosage was correct on OMH-IIS
· No pictures on several patients.
· Is it policy for patients to take meds while being observed?
· On one unit the nurse takes the meds to the patient/
· Do risk assessment on plastic bags (making sure they are all in sight of staff at all times.
· On N unit Lynne was overcome with bleach on the unit.
· Make sure this does not affect or bother the patients.
· Mixer valves needs to be locked.
DR. G.

· Med Management


· No policy or practice to double check insulin

· Seclusion on unit M 

· There is no way to visualize that room

· Asked when was the last suicide?  (over 15 years ago)

· Replaced handicap rail and shower heads. (can minimize this with people)

· Environmental Risk Assessment for suicide risk (can minimize this with people)

· Mixer values on the outside of shower faucets. (can minimize this with people)
· Med management – No Findings – Could do a better job on trends.
· Med admin. should be consistent.
· You want to have ZERO med errors.
· Pond does not need to be but two feet deep and ducks are messy.
LEADERSHIP SESSION

· Lynne asked which of the following is the biggest challenge?:

· Staffing

· Communication

· Changing Performance

· Lynne said if you fill a big room she expects a lot of comments.
· What happens well on one unit is considered “best practices” and should be shared with each unit.
· Pat talked about the strategic plan in 2007 that involved patients, family, consumers, state office vision and mission statements.
· How do you measure how well you are doing?  How do you measure your personal success?
· Psychiatrist:  “The number of children that get better.”
· PhD:  “When a patient moves out into the community and does well.”
· PRO:  “Patient satisfaction survey – posts positive patient comments on website.”
· Patient Satisfaction Survey
· Consumer Liaison gives this at discharge and annually.
· Staff Satisfaction Survey
· Yearly
· Family Satisfaction Survey
· What is the return rate?
· PSS – What do you do about the results of that survey?
· ** Priority Focus Areas are IMPORTANT – Surveyors asked what can they do better?
MEDICAL STAFF CREDENTIALING

· Dr. G. feels medical credentialing should be more standardized.
· *Psychiatry
· Should a General Psychiatrist be treating children”

· Privileges should “draw a picture that they can color on within their lives.”
· *What are the criteria you use to give privileges to psychiatrists?  This should all be stated somewhere.
· It has to be in a policy/by-laws.
· You want evidence of on-going competence.
· Question like “How many patients have you treated?”
· Need to have expectations written down.
· How do you get privileges for child/adolescent psychiatry?
· By-Laws are good
· Temporary Privileges should not be given unless all required documents are available.
*Almost cited, but convinced him not to.  They stated that they had not granted temporary privileges in the last year.




-     The hold up for temporary privileges was the criminal background 
       check.
· Have you given someone privileges that have missed their appointment?

· *NEVER do that.

· “Engaging Medical Treatment” should be part of psychiatry privileges.

· You want to make sure you “Plug the Holes” so psychiatrists know what their limitations are and what they can do.

· *DLG wants to talk to Kevin relating to suicide.

INFECTION CONTROL

· Where did you rank MRSA on risk assessment?

· What was the highest priority?

· *Need to do risk assessment on previous data every year.*

· Cannot just sit on committee and not know what is being done.  Everyone should know what is being done, not just IC nurse.

· MRSA was ranked #1 – very low.

· TB was ranked #2, but had zero (0) cases.

· *Need to evaluate program and set goals.

