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The JCAHO Medi cal Staff
standards for 2001 are
publ i shed. As of 1 Jan 01, the
Prof essional Affairs

Coor di nat or (PAC) and Medi cal
Staff at each accredited
facility will be responsible
for conpliance with these new
st andar ds.

This DATALINK is not a policy-
setting docunment. Each new
standard will be presented, and
di scussed. \When | ocal action
can be taken i nmmedi ately, or
where corporate Navy policy is
required, this will be stated.

CDR (Ret) G Irvine wll be

di scussing these standards with
the Medical Staff |eadership at
t he HSO and BUMED.
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Each command Prof essi onal
Affairs Coordinator will be

i medi ately infornmed of policy
changes/ approvals. The PAC

w il immrediately informthe
conmand’ s Medi cal Staff

| eadership of the new policy,

i ncludi ng processes to
denonstrate conpliance to the
policy.

Each Medical Staff Leader,
Executive Commttee of the

Medi cal Staff Chair, and PAC
must wor k together to inplenent
t hese standards within the
facility.

These standards apply to all
Navy health care treatnent
facilities, e.g., hospitals,
Ambul atory Care Centers, and
Branch Clinics. As corporate



policy is witten and approved,
Navy Dental Clinics, ECODS, and
Branch Dental Clinics will need
to be in conpliance with
corporate policy.

ELEMENTS OF LICENSED
INDEPENDENT
PRACTITIONER (LIP)
COMPETENCY ASSESSMENT

Many questions are asked
regardi ng just what does each
facility need to nonitor during
a licensed i ndependent
practitioner’s appoi ntnment
period to ascertain current
conpetency for privil eges
request ed?

The follow ng data w ||l
denonstrate an applicant is
conpetent and worthy of
appoi nt nent and/ or
reappoi nt nent at your command.
The results of this data shoul d
be given to each Depart nent
Head, Director, and Seni or

Medi cal Officer to develop a
valid opinion of an applicant’s
current conpetency. These data
represent not only individual
data, but aggregate data as
wel | :

(1) Operations and procedures
t hat place patients at risk.
Medi cal Staff nust define what
procedures these are, and
noni t or out cones.

(2) Bl ood and bl ood products
usage.

(3) Mortality rates.

(4) Uilization Review, e.g.

| ength of stays (LOS), both

i ndi vi dual and aggregate across
depart nents.

(5) Ri sk Managenent; occurrence
screens, MR, incident reports.

(6) Significant departures from
est abl i shed standards of
practice, e.g., clinical
practice guidelines (CPG

pol icies and procedures.

(7) Participation in education
of patients and famlies.

(8) Coordination of patients
care with others.

(9) Good clinical judgnment and
technical skills.

(10) How do peers think of the
applicant? Team pl ayer?

(11) Medication use. e.g., how
LI P uses nedications, for
exanpl e coumadi n, and newer
expensi ve drugs.

(12) Medical Record Review
(admin review, e.g.,
legibility)

(13) Medical assessnment and
treatment (peer review nmedica
record)

(14) Restraint and secl usion
review, nust be 100% revi ew.
The JCAHO requires a 100%
review of all restraint and
secl usi on events.

(15) Care of patients in high-
ri sk popul ati ons, defined by
Medi cal Staff, e.g., HV.

(16) Conmmendati ons and
conplaints from patients.
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(17) Conpliance with Medical
Staff Byl aws, policies &
procedures, neeting attendance
(citizenship issues).

(18) Role as a | eader.

(19) Results of Performance
| nprovenent (Pl) activities and
conpet ency.

As you can see, at the tine of
Per f or mance Apprai sal Report
(PAR) conpletion and

reappoi ntment, the above
information presents a conplete
picture of an applicant’s role
as a Medical Staff citizen,

hi s/ her interpersonal

rel ati onshi ps, clinical
judgnent, and technical skills.

This informati on may be kept in
a variety of places within the
conmand, e.g., CAF, in a
conput er database like CHCS, in
the Departnment Head's files,
etc. MWherever it is mintained
this information nmust be
avai l able to the individual
conpleting the PAR, and the
Departnent Head prior to
appoi nt nent, reappoi ntnment, or
the granting/renewal of
privileges.

2001 Revision to Intent of
MS.5.4 Through MS.5.4.3
(2) Procedures Rule
for Reappointment

There appears to be confusion
within the “Halls of the JCAHO
regarding this issue.

During a recent JCAHO Medi cal
Staff conference Sandy and |
attended, the JCAHO surveyor
physi ci an presenters expl ai ned
t he new standard requiring, at
m ni nrum two procedures to
assess ability to performa
privilege.

At NH Yokosuka and NH Guam a
JCAHO surveyor stated the sane,
and told the Medical Staff the
JCAHO expects to see at | east
two procedures of each skil
contained within the Core set,
to be practiced to assess the
ability to perform

| contacted the JCAHO St andards
Departnment, and di scussed the
issue with M. John Harringer,
JCAHO surveyor

He stated the follow ng: “No,
this is not correct. The JCAHO
has not set the nunber of
procedures, per privilege
requested, to two to assess
ability to perform It is a
Medi cal Staff decision, at each
facility, to decide how many of
each privilege is required to
assess conpetency for that
privilege. The (2) procedures
is a msunderstanding fromthe
website. The website states
the foll ow ng:

For renewi ng or revising
clinical privileges..could
be based on pertinent
results of review of
operative and ot her
procedures(s)(2),

medi cati on usage, bl ood
usage...

This (2) does not indicate
nunber of procedures, but it is
a footnote, found at the end of
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the article, explaining what
operative and ot her procedures
i ncl ude.

When | read the JCAHO website,

| concur, the (2) is a footnote
i ndicati ng what the terns
operative and ot her procedures
i ncludes, found at the end of
the article.

It is interesting to note that
both the JCAHO physi ci an
conference presenters, and the
NH Yokosuka/ Guam surveyor

t hought it nmeant two procedures
to assess ability to perform
yet the JCAHO St andards
Departnent states it does not.

Do not get excited over this
standard yet, or start changing
policies. The inportant

| anguage in this standard
focuses on the requirenent for
Departnental Specific Criteria
from which the Departnment Head,
Directorate, and ECOMS uses in
t he deci si on maki ng process.

As new information is
published, it will be

i mmedi ately forwarded to the
PAC.

NEW MS STANDARD FOR
2001: MS.5.16 & MS.5.16.1
TELEMEDICINE

St andard: Practitioners
who di agnose or treat

wi t hout clinica
supervision (LIPS) or
direction, via
telenedicine link, are
subj ect to the

credentialing processes of
t he organi zation that
receives the tel enedicine
servi ce.

The nedical staff
recomrends the clinical
services to be provided by
t el enedi ci ne.

I f a tel enedicine
practitioner prescribes,
renders a diagnosis, or

ot herwi se provides clinical
treatment to a patient, the
tel enedi ci ne practitioner is
credential ed and privil eged
by the organi zation
receiving the tel emedicine
service.

Wthin the Navy this need
not be an onerous process.
We can acconplish this by
using the Interfacility
Credentials Transfer Brief
(1CTB), coupled with the
Appendi x Q process. Easy.

| f tel emedicine services is
froma civilian institution,
and the civilian physician
is prescribing, rendering a
di agnosi s, or otherw se
provi ding clinical treatnment
to the Navy patient, the
process my be nore
difficult requiring
cooperation fromthe
civilian institution.

The Navy may use the
credentialing information
from anot her Joi nt

Conmi ssi on accredited
facility, so long as the
deci sion to delineate
privileges is made at the
Navy facility receiving the
t el enedi ci ne service.
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Civilian hospitals do not
have a simlar | CTB process,
stand al one in the
credentialing process, and
do not share information
readily.

The policy will either be in
t he BUMED Credential s
Process instruction or in
the Medical Staff Bylaws in
the future; on 1 Jan 01, the
Medi cal Staff nust be

know edgeabl e of this
process and have it in

pl ace.

More will be forwarded to
each PAC as policy is
approved.

NEW MS STANDARD FOR
2001: MS.2.6
PHYSICIAN HEALTH

Standard: The Medical Staff
i npl enents a process to identify
and manage matters of
i ndi vi dual physician health
that is separate from the
Medi cal Staff disciplinary

function.

| ntent: Heal t h Car e
Or gani zati ons have an
obl i gation to pr ot ect

patients from harm

Medi cal St af f | eaders nmust
design a process that provides
for education about physician
(LIP) heal t h, enoti ona
illness, addictive behavior and
rehabilitation.

This standard needs to be
addressed at the organizational
| evel, BUMED, and included in
the Bylaws. The adverse
privileging instruction, BUMED
6320. 67A, addresses sel ected
practitioner illness issues,
but the Navy does not have an
identified process for
practitioner education and
training containing seven (7)
specific educational elenents

t he JCAHO requires per Byl aws.
This will need to be discussed,
written, approved, and

di ssem nat ed.

Upon revi ew of Navy
standard, we are neeting the
new physician standard in
that we recogni ze tenporary
vi ce pernmanent illness;
however, we do not have the
physi ci an (LI P) JCAHO

requi red educational piece
in place.

The JCAHO surveyor will ask
the Medical Staff nmenbers
these two questions:

-Has the Medical Staff

i npl emented a process to
identify and manage matters
of i ndividual physician
health that is separate from
t he Medical Staff

di sci plinary function?

-Does the process design
i nclude the seven itens
listed in the intent

st at enent ?

The seven (7) process design
el ements are the foll ow ng:

- Educati on of the Medical
Staff and ot her organization
staff about illness and

i npai rment recognition
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i ssues specific to
physi ci ans;

-Self-referral by a
physi cian and referral by
ot her organi zation staff;

-Referral of the affected
physician to the appropriate
pr of essi onal internal or
external resources for

di agnosi s and treatnent of
the condition or concern;

- Mai nt enance of the
confidentiality of the
physi ci an seeking referral
or referred for assistance,
except as limted by |aw,
et hi cal obligation, or when
the safety of a patient is
t hr eat ened;

- Eval uati on of the
credibility of a conplaint,
al | egation, or concern;

-Monitoring of the affected
physi ci an and the safety of
patients until the
rehabilitation or any

di sci plinary process is
conpl ete; and,

-Reporting to the Medical
Staff | eadership instances
in which a physician is
provi di ng unsafe treatnent.
Each PAC will be infornmed of
new policies and processes

connected wi th physician
heal th issues.

NEW MS STANDARD FOR
2001: MS.5.1.1

| EXPEDITED CREDENTIALING I

This standard does not apply to
t he Navy process, as it is
currently witten by the JCAHO.
This article is to give you
information regarding this new
st andar d.

St andard: The governi ng body,
pursuant to its Byl aws, my

el ect to delegate the authority
to render initial appointnent,
reappoi ntnent, and renewal or
nmodi fi cation of clinical
privileges decision to a
commttee of the governing
body.

Intent: To expedite
appoi nt nent, reappoi ntnment, or
renewal or nodification of
clinical privileges, the
governi ng body may del egate the
authority to render those
decisions to a conmmttee
consisting of at |east two
governi ng body nenbers (not
ECOVS) nenbers.

(Pl ease renmenber, Navy
Commandi ng Officers represent

t he Navy’'s governing body, the
SG. There cannot be a
commttee of two if one CO
represents the governing body.)

How t he process woul d work:

1. Followi ng a positive
recommendation fromthe ECOVS,
the comm ttee of the governing
body reviews and eval uates the
application, and renders its
deci si on.

2. When the full governing body
meets it still nust consider
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and ratify all positive
comm ttee decisions.

3. If the commttee’ s decision
is adverse to the applicant,
the matter is referred back to
t he ECOMS for further

eval uati on.

This would be possible if a
governi ng body commttee, as in
the civilian community, managed
each Navy

hospital /clinic/branch clinic,
but our Navy health care
treatment facilities are under
the authority of a single

i ndi vi dual, the Conmandi ng

O ficer. Therefore, expedited
credentialing, as per the JCAHO
standard, does not seem
appropriate at this tinme.

PAC ALERT

NAVY PAC INFORMATION:
VERIFICATION OF
CURRENT LICENSURE &
ABILITY TO PERFORM

NEW STANDARDS FOR VERI FYI NG
CREDENTI ALS

Current Licensure

Li censure is verified with the
pri mary source at:

1. Time of Initial Appointnent
and initial granting of
clinical privileges;

2. Time of reappointnent,

renewal , revision, nodification
of clinical privileges; and,

3. Time of license expiration
by a letter or conputer
printout obtained fromthe
appropriate state |icensing
board. Internet or tel ephone
docunentation is acceptable if
per Navy standard.

Nurmber three (3) above neans,
if the license does not expire,
and is renewed prior to
expiration, the license does
not require verification, but
if the license expires, when
the license is received by the
physician, it is as if it is a
conpletely new |license

regardl ess of State, and you
must verify it again.

This is why each PAC shoul d
conplete their nmonthly |icense
expiration adhoc CCQAS report,
and advise the physicians to
renew ASAP, and not to allow
the license to expire.

Medi cal Staff Alert

Ability to Perform
Privil eges Request ed:

Currently, the Departnent Head
upon review of each appoi nt ment
application (Appendi x K) does
not sign the application
attesting to the fact he/she
has revi ewed the information
cont ai ned therein.

Question 3.d., states “l have
no current nmental or physical

i npai rment that could limt ny
clinical abilities.” This
statenent checked by the
applicant represents the
applicant’s attestation of
his/her ability to perform
privil eges requested.
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Per JCAHO st andards, the
ability to perform nust be

eval uat ed, and docunented in
the applicant’s ICF. The Navy
statenent | ocated on the
application is acceptable;
however, this statenent nust be
confirmed via the follow ng

met hods:

1. For an applicant for
Initial Appointnent or initial
clinical privileges, the
statenent is confirnmed by the
director of a training program
by the chief of services, or
chief of staff at another
hospital at which the applicant
hol ds privileges, or by a
currently licensed physician
desi gnated by the hospital,
e.g., Departnent Head.

2. For an applicant for

reappoi ntment or renewal or
revision (nmodification) of
clinical privileges, the
statenent is confirnmed by at

| east a countersignature on the
applicant’s statenent by a
departnment director (Departnent
Head) in a departnmentalized
hospital, or by the chief of
staff in a nondepartnentalized
hospi t al

Active Duty Process to Meet
Thi s St andar d:

Fol |l ow this process:

(1) Appendi x K Application: The
headi ng of the application
lists the usual From To, and
the very inportant, Via line.

(2) This “Via” line should have
the following typed in it for
departnental i zed

hospital s/clinics: “Departnent

Head.” Nondepartnment al i zed
hospital s/clinics nust have the
title of the individual who
fulfills the role of the
Departnent Head. This

i ndi vi dual nmust be a currently
i censed physician designated
by the Medical Staff for al
physicians. |If applicant is a
non- physi ci an the appropriate
specialty applies. The “Via”

i ne must include the specialty
desi gnator, e.g., MC, DC, NC,
MSC.

The standard actually states
the “chief of staff” nust
confirmthe ability to perform
statenment. In the Navy the
chief of staff is represented
by the Departnent Head or
Director, who fulfill the
credentialing role of the chief
of staff, e.g., recomendi ng
applicants to the ECOVS

conm ttee based on Departnmenta
Specific Criteria.

Therefore, it would be
appropriate for the Departnment
Head or Directorate to confirm
by signature, the ability to
perform on the application.

(3) Since the application
contai ns the statenent
addressing the ability to
perform the Departnment Head
shall sign the “Via” line on
the application as a
confirmation of nunber 3.d.,
ability to performprivileges
request ed.

Navy Reserves

The Reserve health care
practitioner is under the sane
policies as the active duty
menber .
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During the Reserves ECOVS
meeting, each ICF is
scrutinized to assure the
Reserve practitioner neets the
4-Pillars of credentials and
privileging.

Each ECOMS nenmber reviews files
for applicants within the ECOMS
menber’s specialty. At this
time, not only are current
credentials, PI outcones, and
peer review di scussed, but the
ability to performis also
assessed.

VWhen the ECOMS committee nember
(who is fulfilling the
credentials role of the
Departnent Head) is assured the
applicant nmeets the Navy
standard, he/she reconmends to
the ECOMS Chair that the
appl i cant shoul d be recommended
to the Privileging Authority
for appointnment and clinical
privileges.

Reserve Process to Meet This
St andar d:

(1) Each application will be
stanped with the follow ng
statement: “Confirnmed the SNO s
(Subj ect Nanmed Officer) ability
to perform statenent.”

(2) This statenent, along with
t he recommendati on/ not
recommended, coments and date
section, will be signed
(confirmed) by the ECOMS

comm ttee nmember.

This process will nmeet the
intent of the JCAHO standard.

Not only is the applicant’s
ability to performprivileges
request ed eval uated, but the
applicant’s statenment that no
heal th probl ens exi st that
could affect his or her
practice (has ability to
perform, is confirnmed.

REVISION TO CURRENT
STANDARD:
MS.5.12
REAPPRAISAL FOR
REAPPOINTMENT

| ntent Statenent Now

I ncl udes: Rel evant
practitioner-specific
information from organi zati on
P.1. activities is considered
and conpared to aggregate

i nformati on when eval uati ng
pr of essi onal perfornmance.

MEDICAL STAFF ALERT

REVISIONS TO
ANESTHESIA CARE
STANDARDS
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FOR SEDATION AND
ANESTHESIA CARE

To better reflect the | atest
saf e anest hesia and sedati on
practices, new definitions of
“sedation” and “anesthesi a” and
new and revi sed standards on
sedati on and anesthesia go into
effect on 1 Jan 2001.

These changes reflect the
conti nuum of anest hesi a,

i ncl udi ng consci ous sedati on
(noder ate sedation).

These standard revisions were
driven by the changi ng
definitions of anesthesia based
on changes in technol ogy,

medi cati ons, and practices in
anest hesia care servi ces.

The previous iteration of the
definition of anesthesia, to
whi ch the standards applied,
focused on the | oss of
protective reflexes, or an
inability to maintain a patent
ai rway i ndependently.

Today, this is not considered a
conprehensi ve i ndicator of
patient safety, since |oss of
protective reflexes is often a
| ate indication a patient

recei ving consci ous sedation
(noderate sedation) could be in
troubl e.

The JCAHO al so consi dered the
anecdot al evidence fromthe
field indicating adult and
pediatric patients were
experienci ng negative outcones,
even death, as a result of
consci ous sedation. Conscious
sedation, itself, was not
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addressed in previous
standards, or in the survey
process as an entity. This is
changed with the 2001

anest hesi a and sedati on

st andar ds.

I n October 1999, the American
Soci ety of Anesthesi ol ogists
(ASA) drafted and adopted
revised definitions of sedation
and anest hesia. The JCAHO for
t he 2001 standards foll owed the
ASA | ead.

These definitions identify

| evel s of sedation and
anesthesia allowing for the
entire continuum of sedation
and anesthesia to be surveyed.

REVI SED DEFI NI TI ONS

1. M ni mal sedati on
(anxiolysis): A drug-
i nduced state during which
patients respond normally
to verbal commands.
Al t hough cognitive
function and coordination
may be i npaired,
ventil atory and
cardi ovascul ar (CV)
functions are unaffected,

2. Moder at e
sedat i on/ anal gesi a
(consci ous sedation): A
drug-i nduced depression of
consci ousness during which
patients respond
pur posefully to verba
commands, either al one or
acconpani ed by 1ight
tactile stimulation. No
i nterventions are required
to maintain a patent
ai rway, and spontaneous
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ventilation is adequate.
CV function is usually
mai nt ai ned;

3. Deep sedati on/anal gesia: A
drug-i nduced depression of
consci ousness during which
patients cannot be easily
aroused, but respond
pur posefully foll ow ng
repeated or painfu
stinmulation. The ability
to i ndependently maintain
ventilatory function maybe
I npai red. Patients may
require assistance in
mai nt ai ni ng a pat ent
ai rway and spont aneous
ventil ation may be

I nadequate. CV function
i s usual ly nmaintained;
and,

4. Anest hesi a: Consists of
general, spinal, or mjor
regi onal anesthesia. Does
not include | ocal
anest hesia. General
anest hesia patients are
not arousable, even with
pai nful stimuli. The
ability to independently
mai ntain ventilatory
function is often
i npaired. Patients often
require assistance in
mai nt ai ni ng a pat ent
ai rway, and positive
pressure ventilation may
be required. CV function
may be i npaired.

The foll ow ng standards renain
unchanged: A pre-sedation or

pr eanest hesi a assessnment before
begi nni ng noderate sedati on and
bef ore anest hesi a i nducti on;
patient’s noderate or deep

11

sedati on and anesthesia care is
pl anned; sedation and

anest hesi a options and risks
are discussed with patient and
fam |y prior to adm nistration;
each patient’s physi ol ogi cal
status is nmonitored during
sedati on or anesthesi a;
patient’s postprocedure status
is assessed on adm ssion to and
bef ore di scharge from post -
sedati on or postanesthesia
recovery area; patient’s

di scharge fromrecovery area by
a qualified LIP, or according
to criteria approved by the
Medi cal Staff.

The ol d standard was really a
phar macol ogi ¢ standard; but now
since patient’s care may

i nvol ve reversing agents
dealing with patient problens
slipping into a |l ower |evel of
sedati on/ anest hesi a, these

st andards now i nvol ve
performance i nprovenent,

Medi cal Staff clinical

st andar ds.

It is an assunption a patient
can drop one-|evel

i nadvertently. The risk is how
far the patient drops,
dependi ng upon what the
practitioner’s |evel of
conpetency is, and on

addi ti onal vari abl es.

These revised standards will be
found across four manual s
(Ambul at ory, Behavi oral Healt h,
Hospital, and Long Term Care-
Subacute only).

Pl ease note the foll ow ng

changes:
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1. Qualified Staff
-Performthe procedure

-Provi de noderate or deep
sedati on

-Moni tor the
patient/individual/

resi dent

-Ability to “rescue” from
uni ntenti onal deeper |evels
of sedation

2. Appropriate Equi pment
-Monitor Vital Signs
-HR & RR

- Oxygenation using pul se
oxi metry

-Respiratory frequency and
adequacy of pul nonary
ventilation nonitored
conti nuously

-Bl ood pressure in al
-ECG in those at risk.

VWHAT MEDI CAL STAFF ACTION | S
APPRCOPRI ATE UNTI L OFFI C AL
NAVY PCLI CY | S APPROVED AND

Sl GNED:

BUVED wi || need to approve
policy regardi ng these issues;
however, approval, and
signature, of this policy wll
t ake awhil e.

Therefore, each Medical Staff
needs to be cognizant of the
followi ng, and start to

formul ate the | ocal noderate
sedation (conscious sedation)
policy, which may be included
in the overall organization’s
sedati on and anest hesia policy.
| would reconmmend this, but in
this DATALINK I will focus on

noder at e sedation (conscious
sedati on):

1. Medical Staff |eaders
di scuss the new sedation
and anest hesi a standards
with the Medical Staff.

2. | recomend the Medical
Staff | eaders and nenbers
read the following articles
bef ore di scussion:

a. JCAHO website:
St andards and I ntents
for Sedation and
Anest hesia Care at:

http://www.jcaho.org/standard/aneshap.htmil;
and,

b. ASA website: Practice
Gui del i nes for Sedation
and Anest hesia by Non-
Anest hesi ol ogi sts at:

http://www.asahqg.org/practi ce/sedation/sedation.html .

3. Start to fornul ate overal
sedation and anest hesi a
policy addressing nmjor
standards found in TX 2
t hrough TX. 2.4.1 and
PE.1.8.1, PE.1.8.2,
PE.1.8.3, and PE. 1.8.4
addressi ng pre and post
sedati on and anest hesi a
assessnent, evaluation, re-
eval uati on, and discharge
fromrecovery services.

4. Address the organization’s
policy and processes for
what criteria is used to
eval uate who is the
qual i fied individual to
perform provide sedation,
nonitor patient, “rescue”
patient, and di scharge
patient fromrecovery
servi ces.
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Address the organi zation’s
policy and procedures for
t he education, training,
eval uati on, and nonitoring
of the qualified

i ndi vi dual s, including

LI Ps, clinical support
staff (non-privileged
nurses), and corps staff.

Address the organi zation’s
policy and procedures for
appropri ate equi pnment,

| ocati ons where noderate
sedation will be practiced,
where the recovery services
for those patients not
recovered in the OR
recovery roomwl |l be

| ocated, and who the
qual i fied individuals wl
be providing recovery

servi ces. Renenber
standard of care for the
whol e conti nuum of noderate
sedat i on/ anal gesi a and
anest hesi a nust be the sane
t hr oughout the

organi zation. For exanpl e,
i f noderate sedation is
practiced in the

O ol aryngol ogy Depart nment,

t he JCAHO surveyor woul d
expect recovery services to
provi de the sanme standard
of monitoring care, e.g.,
pul se oxinetry, etc., as
one woul d find wherever

el se noderate sedati on was
practiced within the

organi zation. The JCAHO
surveyor woul d expect to
find the sanme appropriate
equi pment, including crash
carts, reversa

medi cations, etc. Again,
sanme standard of care.
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7. The policy should be very
explicit the sanme standard
of care is provided within
t he organi zati on wherever
noderate sedation is
provi ded.

8. The policy should al so
address all of the
unchanged st andards as
wel | .

MEDICAL STAFF ALERT

REVISIONS TO
RESTRAINT AND SECLUSION
STANDARDS

The old restraint and secl usion
standards were site specific.
Not so for the new revised

st andar ds.

The revised restraint and

secl usi on standards are based
on the reason(s) for the
behavi or requiring the
application of restraint and/or
secl usi on.

The JCAHO defines the reasons
for the application of
restraint and/or seclusion to
be either a behavioral health
reason (TX. 7.1 through
TX.7.1.16), or a non-behavi oral
health reason (TX. 7.1.4.1,

TX. 7.1.5, TX. 7.1.6 through
TX.7.1.8 and TX.7.1.10 and

TX. 7.1.11).

Behavi oral health reason
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An unanti ci pat ed

action/ behavi or based on a
psychi atric/ psychol ogi cal
behavi oral di agnosis; overt
destructive, aggressive
behavi or, or a denented
patient.

Usual |y found wi thin nental
health settings, psychiatric
heal th hospital settings.

Non- behavi oral health reason
defi ned:

To pronmote medical healing; to
mai ntain focus of nedical care.

Usual Iy found in general
medi cal / surgi cal settings in
whi ch patient is interfering
with nedical treatnent.

The Medical Staff will need to
deternmine if the

actions/ behavi or i s behavi oral
health rel ated, or non-

behavi oral health rel ated, and
then apply the appropriate
JCAHO st andar ds. I's the reason
for the restraint and/or
seclusion to pronmote healing,

or for a behavioral health
reason, e.g., overt destructive
behavi or ?

The concern is for the safe
care of patients in restraint
and/ or secl usion situations.

Do not box your organization
into | abori ous behavi oral
standards if this is not
necessary.

These new standards will becone
policy in the revised Medica
Staff Bylaws. Until revised
Byl aws are approved and signed,
each Medical Staff nust be
awar e and di scuss these new

st andards, and start
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formul ati ng | ocal organization
policies and procedures to neet
t hese new standards.

Maj or Change i n Behavi oral
Heal t h St andards — One- Hour
Rul e:

In Navy hospitals seeking (or
possessi ng) JCAHO “deened
status,” a new standard applies
regardi ng when a LIP nust

eval uate patients placed in
restrai nt and/ or secl usion.

TX.7.1.6 states the LIP who is
primarily responsible for the
i ndi vi dual ’ s ongoi ng care, or
hi s/ her designee, or other LIP
conducts an in-person

eval uation of the individua
within 4 hours of the
initiation of restraint or
seclusion for individuals ages
18 or older, and within 2 hours
for ages 17 and under.

The Health Care Financing
Agency (HCFA) has set a nore
stringent standard for those
behavi oral health institutions
t hat come under the
HCFA/ Medi care standards—this
wi Il include those Navy

organi zations that possess, or
are seeking, deenmed status with
the JCAHO. This standard
requires the LIP to conduct an
i n-person eval uati on of the

i ndi vi dual wi thin one hour of
the initiation of restraint.

For a nore in-depth discussion
of the current JCAHO restraint
and secl usion standards, click
ont o:

http://ww.|jcaho. org/standard/r

estraint/restraint stds. htnl
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These new requirenments will be
included in the revised Mdical
Staff Byl aws, BUMEDI NST

6010. 17B.

PAC & MEDICAL STAFF

THE QUESTION BEGS:
WHAT ACTIONS CAN THE
PAC AND MEDICAL STAFF
TAKE UNTIL WE HAVE A
SIGNED BUMED POLICY?

Each organi zation’s PAC and
Medi cal Staff can be proactive
in meeting the 2001 JCAHO
standards. Work in
coordination with the

Per f ormance | nprovenent

Coordi nator at each command.

Do not wait for a signed policy
fromwhich to start formul ating
your actions and | ocal Medi cal
Staff policies and procedures.
The JCAHO does not wait for the
Navy to sign a policy to
survey; cone 1 Jan 2001 each
accredited conmand w Il be
expected to either be in
conpliance, or have these
standards in a “working-
process” form

Remenber, the JCAHO surveys for
the previous 12 nonths, so if
your survey is early in the
year, you will be surveyed
under the 2000 standards.
However, sone of these

st andards were being surveyed
as early as Septenber 2000..1 do
not know how stringent the new
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st andards were surveyed,

per haps the surveyor just

questi oned the Commandi ng

O ficer and Medical Staff

| eadershi p and nmenbers as to

t heir knowl edge of these

st andards, and what actions the
conmand was taking to neet

t hese st andards.

Your Performance | nprovenent
Coordinator will be a critical
resource in JCAHO natters.

Proactive Actions

1. Provide a copy of this
DATALI NK to each CO, Medica
Staff | eader, and nenber of
ECOVES.

2. Invite the PAC and the

Per f ormance | nprovenent

Coordi nator to the next ECOMS
to include themin discussions
regardi ng these new Medi ca
Staff standards.

3. It will take time for policy
to be witten, approved, and
signed at the BUMED | eve
regardi ng the new, and revised,
2001 standards. Even so, each
Medi cal Staff can take
proactive steps to formul ating
the command’ s | ocal Medica
Staff and/or organi zati onal
policies and procedures.

4. Thoughts for your
consi derati on:

a) Telenmedicine: (1) The
policy will consistent
with JCAHO policy which
states: Practitioners who
di agnose or treat w thout
clinical supervision (Navy
LIPS) or direction, via
tel enedicine link, are
subj ect to the
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credentialing processes of
t he organi zation that
recei ves the tel enedicine

services. |If you are the
reci pi ent conmand, you
know you will require an

Intra-facility Credentials
Transfer Brief (1CTB) from
t he command providing the
t el emedi ci ne services, on
the specific LIP providing
the service to your
facility. |If you are the
command providing the

t el enedi ci ne service, you
know t he recei ving command
will request an | CTB on
the LIP providing the
service. We already do
this for our TAD and
Reserve practitioners.
Each PAC will maintain a
separate “Tel enedi ci ne”
file containing the ICIB s
and the Appendix Qs that
have been approved by the
Commandi ng O ficer.

(2) Per JCAHO st andards
your Medical Staff wll
need to recommend the
clinical services to be
provi ded by tel emedicine.

BUVED will guide the field
if these services are to
be designated at the BUMED
| evel for each conmand.
COR (Ret) G Irvine wll
be checking w th BUMED
regarding this issue of
policy.

b. Physician Health: This
is a nore conplicated

i ssue requiring both
credentials and | egal
coordination. Gven this
each Medi cal Staff knows
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the foll ow ng nust be done
at the local level: (1)
The Medical Staff nust

i npl ement a process to
identify and manage
matters of i ndividual

physi cian (LI P) health.
BUMED Legal will address
the i ssue of separation
fromthe disciplinary
action. (2) Each command
must have a process that
provi des for education
about physician (LIP)

heal th, enotional illness,
and rehabilitation. The
JCAHO surveyor stated
civilian hospitals are
initiating Physician
Health Committees to
address these issues. (3)
There are seven (7)
distinct itenms that must
be included in your
process design. These
seven itens are delineated
in this DATALINK. Any
policy witten nust
address each item and how
it is nmet by the command.

c. Restraint & Secl usion:
(1) Any policy nust

i ncl ude processes for both
behavi oral health and non-
behavi oral health
restraint and secl usion
standards. This iIs
because it is not the

| ocation of the incident
upon which the decision to
use what standard is
based, it is why the
restraint and seclusion is
being instituted, either
for behavioral reasons, or
to pronote nedical

healing. For exanple, if
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t he patient was on a Med-
Surg unit, experienced a
hal | uci nati on, and

evi denced overt behavi or

t hat was destructive to

hi mM herself and the staff,
and restraints were

war rant ed, the behavi oral
heal t h standards woul d
apply, even though this is
a Med-Surg unit and not a
Psychiatric unit. (2) The
one-hour rule applies if
your command is, or is
seeki ng, JCAHO “deened-
status.”

d. PAC ALERT: (1) On 1
Jan 2001 initiate the new
standards for the
verification of current
license and ability to
perform di scussed in this
DATALI NK.

e. Medical Staff start to
t hi nk about gat hering
aggregate data, which is
used to i nprove patient
care services.

f. Sedation & Anesthesia:
Revi ew t he new 2001
standards. Any revised
policy regardi ng noderate
sedati on (consci ous
sedation) will be based on
t hese new standards and
definitions. The policy
shoul d address what
constitutes a “qualified
staff” in the command to
perform the procedure,
provi de the noderate
sedation, nonitor the
patient, and provide
“rescue” from

uni ntenti onal deeper

| evel s of sedation.
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The policy shoul d address
what constitutes
“appropriate equi pment” in
t he command, where
noderate sedation is
practi ced, and what
recovery services are
avai | abl e and where.

Read the articles
presented in this DATALI NK
and di scuss.

As new policy is
initiated, each PAC w ||l
be advi sed.

If there are

guesti ons/concerns, please
do not hesitate to contact
CDR (Ret) Georgi Irvine at
(904) 542-7200 Ext 8111 or
DSN 942- 7200 Ext 8111, or

Ms. Sandra Banning at the

same prefix with Ext 8142.
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