














National Patient Safety Goals

National Patient Safety Goals and their requirements are a series of specific actions that practices are
expected to take in order to prevent medical errors such as miscommunication among caregivers and
medication errors. A panel of national safety experts has determined that taking these simple, proven steps
will reduce errors. The Joint Commission issues a set of National Patient Safety Goals (requirements) each
year, drawn in part from The Joint Commission’s extensive sentinel event database.

Much like Joint Commission standards, practices are evaluated for compliance with the specific elements of
performance associated with the National Patient Safety Goals.

An example of the National Patient Safety Goals content and structure (requirement and elements of
performance) follows:

NPSG.01.01.01 — Use of at least two patient identifiers when providing care, treatment or services:

Requirement — Use at least two patient identifiers when providing care, treatment or services.

Rationale for Requirement -- Wrong-patient errors occur in virtually all stages of diagnosis and treatment.
The intent for this goal is two-fold; first, to reliably identify the individual as the person for whom the
service or treatment is intended; second to match the service or treatment to that individual.

Elements of Performance for NPSG.01.01.01:
1. Two patient identifiers are used when administering medications, blood, or blood components.
2. Two patient identifiers are used when collecting blood samples and other specimens for clinical
testing.

3. Two patient identifiers are used when providing other treatments or procedures.
4. 'The patient’s physical location is not used as an identifier.
5. Containers used for blood and other specimens are labeled in the presence of the patient.

A list of the program-specific National Patient Safety
Goals and frequently asked questions (FAQs) about the
National Patient Safety Goals can be found at the website,
www.jointcommission.org/NPSG. The FAQs include
detailed answers about Elements of Performance
(requirements) related to the Goals.
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Our Standards Represent a National Consensus

The Joint Commission’s office-based surgery standards and accreditation processes are the result of careful
analysis of the rapidly changing health care field. Every effort is made to reflect state-of-the-art technology
and processes in office-based surgery and to provide reasonable guidelines that every office-based surgery

practice should strive to meet.

Professional and Technical Advisory Committee

The standards undergo extensive field review prior to their publication. The Joint Commission uses a
Professional and Technical Advisory Committee, composed of experts in the field, to advise the
Ambulatory Care Accreditation Program. This committee provides advice and assistance in the
development of new and revised standards and recommends improvements to the accreditation process.
Members of the Ambulatory Professional and Technical Advisory Committee are drawn from

representatives of these national bodies:

Ambulatory Surgery Center Association

American Academy of Ambulatory Care Nursing

American Academy of Nurse Practitioners
American Academy of Pediatrics
American Academy of Physician Assistants
American Association for Respiratory Care
American Association of Nurse Anesthetists
American Association of Oral and
Maxillofacial Surgeons
American College Health Association
American College of Emergency Physicians
American College of Foot and Ankle Surgeons
American College of Physicians/
American Society of Internal Medicine
American College of Surgeons
American Dental Association
American Healthcare Radiology Administrators
American Hospital Association
American Medical Association
American Medical Group Association
American Nurses’ Association
American Podiatric Medical Association
American Society of Anesthesiologists

Ambulatory Customer Advisory Councils

American Society of Cataract and Refractive Surgery/

American Society of Ophthalmic Administrators
American Society for Gastrointestinal Endoscopy
American Society of Health-System Pharmacists
American Telemedicine Association
Association of periOperative Registered Nurses
Bureau of Primary Health Care
Centers for Disease Control and Prevention
Centers for Medicare and Medicaid Services
Coalition of Rehabilitation Therapy Organizations
Convenient Care Association
Department of Defense
Federal Bureau of Prisons/

U.S. Department of Homeland Security
Federal Nursing Services Council
Indian Health Service
Medical Group Management Association
National Association for Ambulatory Care
National Association of Community Health Centers
Oncology Nursing Society
Radiological Society of North America
Society for Ambulatory Anesthesia
Utrgent Care Association of America

On a regular basis, two Ambulatory Care Advisory Councils — one representing accredited practices from
surgical settings, and one representing accredited practices from medical and diagnostic settings — meet to
discuss ongoing issues and suggest potential future improvements to the accreditation process.
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Our Surveyors: Ambulatory Care Professionals

Joint Commission office-based surgery surveyors, as employees — not volunteers — are professionals
experienced in the office-based surgery arena. As they are also currently practicing in the ambulatory care
tield, Joint Commission surveyors understand the day-to-day issues that confront practices and have the
hands-on expertise to help practices resolve them.

The Joint Commission ensures surveyor consistency by providing a minimum two weeks of initial training
and a minimum of 10 days of continuing education annually to keep surveyors up-to-date on advances in
quality-related performance evaluation. All surveyors must also pass a rigorous Certification Exam. Part of
the training is ensuring that your on-site survey is an educational process. The Joint Commission evaluates
its surveyors’ performance continually throughout the year.

The Joint Commission Patient-Centered Accreditation Process

The purpose of a Joint Commission accreditation survey is to assess the extent of a practice’s compliance
with applicable Joint Commission standards, National Patient Safety Goals, and Accreditation Participation
Requirements. Another important aspect of the Joint Commission survey process is the on-site education
as surveyors offer suggestions for approaches and strategies that may help the practice better meet the intent
of the standards and, more importantly, improve performance. In addition to evaluating standards
compliance and educating an organization, the Joint Commission accreditation process also emphasizes the
importance of high-quality patient care.

During an on-site survey, The Joint Commission evaluates a practices’ performance of functions and
processes aimed at continuously improving patient outcomes. The survey process focuses on assessing
performance of important patient-centered and practice functions that support the safety and quality of
patient care. This assessment is accomplished through evaluating a practice’s compliance with the applicable
standards, based on the following:

® Tracing the care delivered to patients

® Verbal and written information provided to The Joint Commission

® On-site observations and interviews by Joint Commission surveyors

¢ Documents provided by the practice.

The Joint Commission’s accreditation process seeks to help practices identify and correct problems and
improve the safety and quality of care and services provided.

The accreditation process does not end when the on-site survey is completed. In the approximately three
years between on-site surveys, The Joint Commission requires ongoing self-assessment. Continuous survey
compliance means less focus on the ‘ramp up’ for survey. Instead, practices can and should continually
improve their systems and operations, eliminating the need for intense survey preparation. Continuous
compliance with Joint Commission standards directly contributes to the maintenance of safe, high-quality
patient care and improved practice performance.

Initial Surveys — Minimum Criteria
Office-based surgery practices seeking accreditation for the first time (initial survey) are eligible after serving

a minimum number of patients (two patients served, with one active at the time of survey). For initial
applicants, the full scope of applicable standards and National Patient Safety Goals are evaluated during the
survey.
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The Joint Commission Patient-Centered Accreditation Process (cont'd)

Tracer Methodology

Tracer Methodology utilizes the patient care experience to assess standards compliance. At the beginning
of the on-site survey, the surveyor(s) will select patients from an active patient list. The surveyor(s) will
‘trace’ the patient’s experience, looking at services provided by various care providers and departments
within the practice, as well as ‘hand-offs’ between them. This type of review is designed to uncover systems
issues, looking at both the individual components of a practice and how the components interact to provide
safe, high-quality patient care. For a sample of a survey agenda, see page 29.

There are two types of tracers used in the Tracer Methodology:
® The Individual Care Tracer follows the actual care experiences of individuals who have received
care, treatment or services within or from that practice.
® The Individual-based System Tracer traces the experience of individuals through a specific
system related to the provision of care, treatment and services. The system tracer focuses on high-
risk processes across a practice, such as infection prevention or medication management.

The number of patients followed under the Tracer Methodology will depend on the size and complexity of
the practice, and the length of the on-site survey.

Priority Focus Process
The Priority Focus Process focuses on the practice-specific issues most relevant to safety and quality of
care. Prior to the initial survey, information is gathered from several data sources which include:

® Data from the completed Application for Accreditation; and

® Complaints about the practice (if any) received by the Joint Commission’s Office of Quality
Monitoring.

The data is then converted into useful information that focuses survey activities, increases consistency in the
accreditation process and customizes the on-site survey to make it specific to the practice.

Post-Survey Steps

At the end of the on-site survey, the report left with the practice — a “Summary of Survey Findings Report”
— will identify any standards that were scored as being in partial or insufficient compliance, also known as
Requirements for Improvement (RFIs). This summary report does not include the potential
accreditation decision. A practice’s “Accreditation Survey Findings Report” will be posted on their secure
The Joint Commission Connect™ extranet site after the survey; this report will include the potential
accreditation decision. Typically, this report is posted 24-48 hours after the survey. The final accreditation
decision is provided to the organization after the post-survey documents (below) are received and approved,
always less than 10 days after the successful completion of the post-survey documents.

The final accreditation decision is based on the Requirements for Improvement (RFIs). If there are no
RFTs, the practice is accredited with an effective date of the day after the survey day. If there are RFIs, the
accreditation status depends on the submission of acceptable Evidence of Standards Compliance (ESC)
within an established timeframe (from 45 to 60 days maximum; however, practices can submit their
evidence of compliance as soon as appropriate after the survey). The accreditation effective date, for an
initial survey with RFIs, is the date of submission of an accepted ESC in response to the requirement(s).
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The Joint Commission Patient-Centered Accreditation Process (cont'd)

Evidence of Standards Compliance

For those standards scored as non-compliant, the practice will need to submit Evidence of Standards
Compliance (ESC) to show that the practice is now in full compliance with those standards and elements
of performance. ESCs must be submitted to The Joint Commission within 45 to 60 days following the
survey. For some ESCs, practices will need to identify Measures of Success (MOS). These are
quantifiable, data-driven measurements that can show compliance with a standard or set of standards and
can be used to validate resolution of problem areas. Once the ESC is approved by The Joint Commission,
the practice is officially accredited. See page 25 for a description of the accreditation status decisions.

Random Unannounced ESC Validation Survey

All practices new to the accreditation process that become accredited after receiving a requirement to
submit Evidence of Standards Compliance will be included in a 5% pool of organizations undergoing a
random on-site validation survey. This unannounced survey will validate information in the practices’
Evidence of Standards Compliance and evaluate how effectively corrective actions were implemented.
There is no charge to practices for this survey.

Accreditation Timeframe

All organizations accredited by The Joint Commission are eligible for re-survey on an unannounced basis
within an 18-39 month window from the previous, initial survey. Pre-established criteria will establish the
timing of the survey. Practices will be identified and scheduled for an earlier survey when data suggests that
patient safety and quality are potentially at risk. While it is expected that the majority of office-based surgery
practices will still be surveyed in a three-year time frame from the initial survey, a minority of practices could
be surveyed earlier than three years.
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Preparing and Applying for Accreditation

The first step on the road to accreditation is to take a look at the requirements in the Comprebensive
Accreditation Manual for Office-Based Surgery (CAMOBS). Self-assessment based on these standards will help
you develop realistic expectations of the time and activities you need to consider in advance of your on-site
survey. Itis not unusual for a practice to develop a six to nine month timetable from beginning preparation
to the on-site review. Keep in mind, when you are visited by the surveyor for your initial survey, your
practice will be expected to demonstrate full compliance with the office-based surgery standards and
applicable elements of performance at the time of your requested survey date.

Joint Commission customers agree that preparation seems to work best when it is shared among staff, with
various staff members assigned to evaluate portions of the standards. Regular self-assessment of your
progress is vital to make sure you’re sticking to your timetable, or to help you adjust the time or staff needed
to prepare effectively. The accreditation resources listed on page 4 should be contacted as often as you
deem necessary. These resources can help walk you through your preparation efforts, and are provided at
no additional cost to you.

The accreditation process continues when you submit your application. It is best to submit your application
when you are confident your organization can demonstrate compliance with the standards at the time of
your requested survey date. See “How to Request Office-Based Surgery Accreditation” on page 20.

After The Joint Commission accepts a practice’s Application for Accreditation and the application deposit
fee, both parties begin preparing for the on-site survey. To help organizations prepare for accreditation,
The Joint Commission offers a Survey Activity Guide and Periodic Performance Review (PPR)* on The
Joint Commission Connect™ extranet site. In addition, Joint Commission Resources, an affiliate company,
offers live and distance education, numerous publications and periodicals to aid in your preparation.

About the PPR

The Periodic Performance Review (PPR) is a powerful accreditation readiness and support tool provided
on your personalized extranet site — The Joint Commission Connect™. As you begin the process of
preparing your organization for survey, the information and questions posed in the electronic PPR tool
will help you assess just how ready for accreditation your practice is today — and will allow you to
continually assess your readiness going forward.

Your Joint Commission Account Executive can answer any questions you may have regarding access to
the PPR, even in advance of your initial survey.
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The Stages of OBS Accreditation

Pre-Survey
For initial accreditation surveys, your Account Executive is available as a resource to your practice during

the application and pre-survey process to aid your understanding of the survey process.

For your practice, scheduling on the survey day should be considered a “light” day, with:
® 1/3 fewer sutgical procedutes throughout the day; and
® No more than two (2) surgical cases through 12 noon.

This enables the surveyor to efficiently accomplish the patient tracer and staff and physician discussions
with as little disruption to practice operations as possible.

The On-Site Survey

The Joint Commission provides a surveyor to match a practice’s needs and unique characteristics. On-site
OBS surveys are typically conducted by one surveyor for one day. The survey follows actual patient care
records through the practice and includes interviews with key staff, observation of the practice’s
administrative and clinical activity, assessment of the physical facilities and patient care equipment and
review of documentation.

Reminder: The survey day should be a “light” procedure day, with 1/3 fewer surgical procedures
throughout the day.

The purpose of a Joint Commission accreditation survey is to assess the extent of your practice’s
compliance with applicable OBS standards and National Patient Safety Goals. Understanding the practice
and assessing compliance is accomplished through a number of methods including the following:
e Staff and patient interviews that illustrate how you have implemented the standards and how you
demonstrate compliance;
® On-site observations by the surveyor; and
® Review of key documents that confirm observations and discussions with staff.

An important characteristic of The Joint Commission’s survey process is on-site education provided by the
surveyors. This support occurs throughout the survey as the surveyor offers suggestions for approaches and
strategies that may help your practice better meet the standards and improve patient safety and quality of
care.

Below are detailed elements of the survey agenda. For a more general sample of the survey agenda, see
page 29.

Opening Conference and Orientation to Organization
During the opening conference, the surveyor describes the structure and content of the survey to

the practice, while the staff provides the surveyor with information about the practice. This provides
the surveyor with baseline information about the practice that can help focus subsequent survey
activities.

17



The Stages of OBS Accreditation (cont'd)

Surveyor Planning Session
The surveyor reviews data and information about the practice and plans the survey agenda. The

surveyor also desctibes to the practice the type of patient that he/she is seeking to trace and requests
staff’s assistance in identifying individuals.

Individual Tracer Activity

An individual care tracer is a survey method that is used to evaluate the practice’s performance with
respect to the services it provides as viewed by the patient and as provided and coordinated by the practice.
During an individual care tracer, the surveyor will:

® Tollow the course of the care, treatment, or service provided to the patient by and within the
practice;

® Assess the relationships between and among staff disciplines and the important functions in
the care and services being provided;

® FEvaluate the performance of relevant processes, with particular focus on the integration and
coordination of distinct but related processes; and

® Identify potential concerns in the relevant processes.

System Tracer — Data Use
This session is focused on the practice’s use of data in improving safety and quality of care.
During the discussion of the use of data, the surveyor and practice will discuss:

® How leadership uses data to prioritize decision-making with regard to improving the quality
of care and patient safety;

e Strengths and weaknesses in the process used to meet internal and external information
needs; and

® The basics of data gathering and analysis, dependent on the practice’s expertise in using data.

Environment of Care (EC) Session
Strengths and areas of concern in the practice’s processes will be discussed related to:
Planning
® What specific risks related to its environment of care are identified by the practice?
Teaching
® How roles/responsibilities for staff are communicated by the practice.
Implementing
® What procedures and controls (both human and physical components) does the practice
implement to minimize the impact of risk to patients, visitors, and staff?

Responding
® What procedures does the practice implement to respond to an EC incident/failure?

® How, when, and to whom are EC problems, incidents or failures reported?
Monitoring

® How is EC performance (both human activities and physical components) monitored?
® What monitoring activities have taken place?

Improving

® What environment of care issues are currently being analyzed.
® What actions have been taken as a result of EC monitoring activities?
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The Stages of OBS Accreditation (cont'd)

Competence Assessment Process

Practice staff will be engaged in a discussion of the following topics:

Internal processes for determining compliance with policies and procedures, applicable law
and regulation, and Joint Commission standards

Orientation of staff, licensed independent practitioners, and other credentialed practitioners
to the practice, job responsibilities, and/or clinical responsibilities

Experience, education, and abilities assessments

Ongoing education and training

Competency assessment, maintenance, and improvement.

While file review is not the primary focus of this session, the surveyor may want to confirm or verify
information through documentation in personnel or credentials files.

Please note: Credentialing has been a common concern for practices undergoing an Office-Based
Surgery accreditation survey — see Questions, Answers and Tips on page 34. Also, feel free to call
the Standards Interpretation Group at (630) 792-5900, Option 6, for clarification or explanation.

Surveyor Report Preparation

This time is reserved on the agenda for the surveyor to review observations and determine if there
are any findings that reflect issues of standards compliance. The surveyor will be using a laptop
computer to prepare the report and plan for the Leadership Exit Briefing and Organization Exit
Conference.

CEO Exit Briefing and Organization Exit Conference
During the CEO Exit Briefing the surveyor will:

Review the survey findings;

Present the Summary of Survey Findings report;

Discuss any concerns with the report; and

Determine the need for any special arrangements for the Organization Exit Conference.

During the Organization Exit Conference the surveyor will:

Present the Summary of Survey Findings report

Review the issues of standards compliance that have been identified during the survey;
Allow the practice a final on-site opportunity to discuss the survey findings or provide
additional material regarding standards’ compliance; and

Review required follow-up actions as applicable. The surveyor will provide the practice with
a “post-survey” action guide: “What Happens After Your Joint Commission Survey.”

For a review of the timeframes for the stages of OBS accreditation, see page 31 for the “Accreditation
Preparation Timeline”.

“The survey didn’t miss anything, but still left time for consultation & education. The experience was 19
very good and the report was very helpful.”

Lynda Azar, RN,Quality Improvement Coordinator

Peninsula Cataract & Laser Center, Salisbury, MD



The Stages of OBS Accreditation (cont'd)

Informing the Public Regarding Your On-Site Survey

An Accreditation Participation Requirement requires office-based surgery practices seeking accreditation to
continuously inform the public about their practice’s ability to report any complaints or concerns about
safety to The Joint Commission. Any individual who learns that a Joint Commission survey is taking place
may request a Public Information Interview during an on-site survey; however, there is no longer a formal
process to notify the public in advance of the survey.

The Joint Commission will continue to conduct all special types of surveys — for-cause, special, random
unannounced — as warranted. When The Joint Commission learns of a serious event at a practice that has
significantly impacted the delivery of safe and high quality care, it will continue to authorize a for-cause
unannounced survey.

Beginning the Accreditation Process

Initial Surveys

The Joint Commission schedules initial surveys systematically and efficiently. An initial survey, i.e. a
practice’s first full accreditation survey, will be on an announced date, and it must be scheduled within one
year from the time The Joint Commission receives the practice’s Application for Accreditation. Practices are
encouraged to accept scheduled survey dates.

Timeliness of Application and Deposit Fee

The Joint Commission requires a practice to submit a new Application for Accreditation if the practice does
not accept a scheduled survey within one year. This assures that the practice’s information is current. If a
practice’s initial survey is not conducted within one year of submitting its application, the practice forfeits its
application deposit. The practice must then reapply and submit a new deposit to begin the accreditation
process again.

How to Request Office-Based Surgery Accreditation
Office-based surgery practices that wish to be accredited by The Joint Commission can receive an
Application for Accreditation through varied means:

® calling (630) 792-5286

® c-mailing jfranklin@jointcommission.org

® visiting www.jointcommission.org/OBS

Office-Based Surgery Accreditation Application

The Application for Accreditation is in an electronic format
that can be completed by using provided log-in information
to access a Joint Commission secure website. The application
collects essential information about the organization, including - _
ownership and management, demographics, and types and . — o e———
volume of setvices provided. The Application for Accreditation B

is valid for one year from the date submitted, which means you Am - e ApleSentorAcersdisien
can submit your application and still have time to finish your o ' :
preparations before the on-site survey takes place.

Homs | ContactUs | Changs Password | JointCommission org | GualltyCheckor | Org Bearch | Log O]

The Joint Commission ‘Your Organization

nqnnect-m 1 Main St.

It is best to submit your application when you are confident your practice will be able to demonstrate
compliance with the CAMOBS standards and applicable elements of performance by the time of your
preferred survey date.
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Beginning the Accreditation Process (cont'd)

On your Application for Accreditation for initial survey, you may indicate the month/year when you would
like the survey to take place, and/or specific dates when you would 7ot like the sutvey to take place. The
Joint Commission will make every effort to accommodate your request. The earlier you submit your
application, the more likely it is that your specific requested month can be accommodated.

Your practice will be given password-protected access to the Joint Commission extranet site The Joint
Commission Connect™, where you will find a Survey Activity Guide, a list of survey activities, as well as a
guide to the limited number of documents you will need to gather for the surveyor.

You will also be assigned an Account Executive who will serve as your practice’s resource during the
application and pre-survey process, to:

® Answer your questions about survey preparation, and help you through each step of the process;

® Analyze your Application for Accreditation and contact you if there are any questions or items
requiring clarification;

® Update changes to your demographic information including address, contact name(s), services, etc.;

® Assist you with other Joint Commission contacts and questions.

The Joint Commission schedules on-site surveys based on information provided in your Application for
Accreditation. With the information provided, The Joint Commission determines the number of days
required for a survey, the composition of the survey team and the services to be reviewed.

Inaccurate or incomplete information in the electronic application may require an additional survey, which
could delay the processing of your survey findings and the final accreditation decision. It may also lead to
additional survey charges.

Approximately four weeks before the survey, you will be notified of the date(s) of the survey. You will also
receive notification of the surveyors’ names approximately 4 weeks before your survey.

Handling Changes During the Application Process
Your practice must notify The Joint Commission (in writing within 30 calendar days after changes) if it

undergoes a change that modifies the information reported in the Application for Accreditation. These
types of changes may require an extension survey; check with your assigned Account Executive.
Information that must be reported includes:

® A change in ownership

A change in location

Significant increase or decrease in the volume of services

Opening or closing any service or site of care

A change in the “occupancy” level for your practice (“business” vs. “ambulatory health care”)
Offering at least 25% of its services at a new location or in a significantly altered building

Merger, consolidation, or acquisition of an unaccredited site or service.

The Joint Commission may conduct an additional survey at a later date if its surveyor arrives at your practice
and discovers that a change was not reported. The Joint Commission may also survey any unreported
services and sites addressed by its standards. In either event, there may be additional fees assessed. The
Joint Commission makes the final accreditation decision for the practice only after surveying all or an
appropriate sample of services and sites provided by the practice for which The Joint Commission has
standards.
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Beginning the Accreditation Process (cont'd)

Fees and Annual Billing
For initial surveys, the electronic application is submitted with a $1,700 deposit fee, which is applied toward

your accreditation fee. This deposit is nonrefundable and nontransferable, and cannot be applied to
accreditation fees beyond the one-year application period. The deposit can be paid by check, credit card or

e-pay.

The Joint Commission currently uses an annual billing model, also called subscription billing. This billing
model spreads the costs of the accreditation survey over a 3-year period. The accreditation fee is based on
an on-site survey fee PLUS an annual fee every year of the accreditation cycle.

The Joint Commission is committed to “cost transparency’ to help practices plan and budget for their
future investment in achieving accreditation. It is the only ambulatory accrediting body which publicly posts
its accreditation fees, in a customer-friendly format, on its web site. To view the pricing sheet for office-

based surgery centers, visit: www.jointcommission.org/OBS.

Most customers can expect that their annual fee, each year, will be approximately 20 percent of the total
survey fee, except in the year of survey, when the practice will pay the approximately 40 percent of the total
after the survey has been conducted. For example, a practice’s survey fee is $6,950. Under subscription
billing, rather than paying the entire $6,950 at the time of survey, the fee will be split into three annual
payments of $1,300, with the remaining $3,050 to be paid after the on-site survey has been performed.

The annual fees, which are non-refundable, will be due from accredited practices each January upon receipt
of an invoice posted to the secure extranet site. Practices seeking accreditation for the first time will have
their first annual fee pro-rated, based upon when the practice's application is processed.

For more information on fees or for assistance in handling your application deposit via:
® Electronic payment
® Credit card
® Check
Please contact the Joint Commission Pricing Unit at (630) 792-5115 or
pricingunit@jointcommission.org.
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Survey Postponements and Delays

Definition of Postponements and Delays for Initial Surveys

The Joint Commission also provides for the postponement or delay of initial surveys. A postponement is a
practice’s request to alter an already-scheduled survey date. A delay is a practice’s request to push back the
survey date before it is actually scheduled. A survey ordinarily may be postponed or delayed for no more
than six months. For an organization due for resurvey, The Joint Commission will conduct an on-site
extension survey if the original survey is postponed or delayed for more than six months. A practice should
direct a request for a postponement or delay to its Account Executive.

Accepted Reasons for Postponement of Initial Surveys
A practice may request to postpone scheduled initial surveys when one or more of the following events
occur:

® A natural disaster or another major unforeseen event occurs that totally or substantially disrupts
operations;

® The practice is involved in a major strike, has ceased accepting patients, and is transferring patients
to other organizations; or

e Datients, the practice, or both are being moved to another building during the dates of the scheduled
survey.

Fees for Postponements of Initial Surveys

The Joint Commission may require a survey postponement fee for a practice not meeting any of the
postponement criteria described above. In such cases, the practice pays a minimum fee of $2,000 to defray
costs. The Joint Commission reserves the right, however, to deny any request for a postponement or delay,
regardless of the organization’s willingness to pay the special fees.

Early Survey Policy “Preliminary Accreditation” Process

The Early Survey Policy is predominantly used by organizations seeking to comply with a regulatory
mandate issued by a state or federal authority. The Early Survey Policy provides a “preliminary
accreditation” decision that demonstrates to these authorities the organization has complied with a limited
set of quality and safety standards and is able to ‘open’ its services to the public, prior to undergoing a full
accreditation survey.

A. Eligibility. The Early Survey Policy is available to any organization currently not accredited, except an
organization that has been denied accreditation. An organization must declare during the application
process if it wishes to be surveyed under the Early Survey Policy.

B. The First Survey. When an organization chooses to be surveyed under the Early Survey Policy, The
Joint Commission conducts two on-site surveys, both of which will be announced, (unless the organization
is using accreditation to meet deemed status purposes). The Joint Commission can conduct the first survey
as early as two months before the organization begins its operations, provided that the organization meets
the following criteria:
e Itislicensed, according to law and regulation
e The building in which the services will be offered or is identified, constructed, and equipped to
support such services
e It has identified its CEO or administrator, its director of clinical or medical services, and its nurse
executive, if applicable
e It has identified the date it will begin operations
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Early Survey Policy (cont'd)

Generally, the first survey uses a limited set of standards and assesses only the organization’s physical
facilities, policies and procedures, plans, and related structural considerations.

C. Preliminary Accreditation. The Joint Commission grants Preliminary Accreditation to an organization
that is in satisfactory compliance with a limited set of the standards and their EPs assessed during the first
survey. An organization that is not in satisfactory compliance must reapply and begin the accreditation
process again.

For an organization that has begun its operations when the survey is conducted, if it does not receive any
Requirements for Improvement (RFIs), the effective date for its Preliminary Accreditation decision is the
day after the first survey is conducted. If the organization receives at least one RFI and therefore must
submit an acceptable Evidence of Standards Compliance (ESC) report, the effective date for Preliminary
Accreditation is the date of the acceptable ESC submission.

For an organization not in operation at the time of the survey, if it does not receive any RFIs, the effective
date for its Preliminary Accreditation decision is the day after it begins operations. If the organization
receives at least one RFI and therefore must submit an acceptable ESC report, the effective date for
Preliminary Accreditation is the date of the acceptable ESC submission.

A Preliminary Accreditation decision remains in effect until the organization has completed a second full
survey, or until The Joint Commission has withdrawn the Preliminary Accreditation.

D. The Second Survey. The second survey under the Early Survey Policy is an announced (except for
deemed status purposes) full accreditation survey event. The Joint Commission conducts this survey at a
time frame selected by the organization, after the acceptance of all outstanding ESCs from the first
Preliminary Accreditation survey. Based on the organization’s survey results, the organization’s accreditation
decision will change to one of the following:

e Accredited
Provisional Accreditation
Conditional Accreditation
Preliminary Denial of Accreditation, or
Denial of Accreditation

The effective date of the accreditation decision is the day after the second survey if the organization does
not receive any RFIs. If the organization receives at least one RFI and therefore must submit an acceptable
ESC report resolving all RFIs, the effective date for accreditation is then set retroactively as the date of the
acceptable ESC submission. The organization’s accreditation cycle begins the day after the second survey
was conducted, unless The Joint Commission reached a decision to deny accreditation.
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Accreditation Decisions

Survey Results and Accreditation Decisions

Within 48 hours of the on-site survey, a practice’s “Accreditation Survey Findings Report” is posted on the
practice’s secure page on the Joint Commission extranet site. The report gives the potential accreditation
decision, and provides any applicable Requirements for Improvement.

The final accreditation decision, which is valid for approximately three years, is based on a practice’s
compliance with Joint Commission standards and will be awarded a decision in one of these categories of
accreditation:

Accredited

This decision indicates that a practice is in compliance with all applicable standards at the time of the on-site
survey or has successfully addressed all survey requirements for improvement in its Evidence of Standards
Compliance within 45 or 60 days of posting of the “Accreditation Survey Findings Report.”

Preliminary Accreditation
This accreditation decision indicates a practice is in satisfactory compliance with a subset of CAMOBS

standards and EPs assessed during the firsz of two on-site survey events conducted under the Farly Survey
Policy*. The Preliminary Accreditation decision remains in effect until the organization completes the second
on-site survey event. [*Ihe Early Survey Policy is utilized by practices not actively caring for patients, but needing to
provide evidence (1o payers, state and)/ or federal regulators) of their intent to obtain ‘full’ accreditation. ]

Provisional Accreditation

A provisional accreditation decision results when a practice fails to address all requirements for
improvement in its Evidence of Standards Compliance within 45 or 60 days of posting of the
“Accreditation Survey Findings Report.”

Conditional Accreditation
This decision indicates that substantial compliance deficiencies exist in a practice. Correction of these
deficiencies, which serve as the basis for further consideration or awarding full accreditation, must be
demonstrated through preparation and submission of Evidence of Standards Compliance and a subsequent,
follow-up survey. Conditional Accreditation may result when:
e An organization fails to meet requirements for the timely submission of data and
information to The Joint Commission, or
e Survey findings demonstrate systemic patterns, trends, or repeat findings from previous
surveys, or
e There is credible evidence indicating that possible fraud or abuse has occurred at a health
care organization.
After the follow-up survey, the practice is either accredited or denied accreditation.

Preliminary Denial of Accreditation
A practice is in “preliminary denial of accreditation” when:

® There is an immediate threat to health or safety situation, or
e Tailure to resolve the requirements from Conditional Accreditation, or

® Significant non-compliance with Joint Commission standards.
The decision is subject to review and appeal, and the appeal process may result in a decision other than
denial of accreditation.

“Our quality has improved because of our Joint Commission accreditation experience. We’ve 25
been able to increase patient satisfaction, improve outcomes and lower infection rates.”

Adam Spector, DPM

Montgomery Foot & Ankle Associates, Silver Spring, MD



Accreditation Decisions (cont'd)

Denial of Accreditation
The practice has been denied accreditation. All review and appeal opportunities have been exhausted.

Accreditation Effective Dates

For practices that undergo their first Joint Commission survey (initial organizations) and receive one or
more Requirements for Improvement (RFIs) as a result of the survey, their accreditation effective date
will be on the date on which the practice submits its evidence of standards compliance, if the evidence of
standards compliance is determined to be acceptable. In other cases, the following effective dates apply:

® Tor initial practices that do not receive any RFIs, the effective date of accreditation will be the day
after the last day of the practice's survey.

e For initial organizations that receive either a conditional accreditation or a preliminary denial of
accreditation decision, the effective date will be the date the Accreditation Committee decision was
made.

Extension Surveys
Accreditation is not automatically transferred or continued if significant changes occur within a practice. An
extension survey is a survey of limited scope conducted to assure that a previously demonstrated level of
compliance is being maintained under changed circumstances. There are many circumstances that may lead
to an extension survey, including:
e Changed ownership and/or a significant number of changes in the management and clinical staff or
operating policies and procedures
e Atleast 25% of the organization’s services offered at a new location or in a significantly altered
physical plant
e FExpanded capacity to provide services by 25% or more, as measured by patient volume, pieces of
equipment, or other relevant measures
e Providing a more intensive level of service

See Handling Changes on page 21 for further information.
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Promoting Your Accreditation

Publicize your achievement of national accreditation and The Joint Commission's Gold Seal of Approval™
by notifying patients, the public, the local media, third-party payers and referral sources. Available at

www.jointcommission.org/AccreditationPrograms /PublicityKit, The Joint Commission offers free publicity

assistance that includes:
® Suggestions for celebrating your accreditation;
Guidelines for publicizing your Joint Commission accreditation;
Frequently asked questions;
Sample news releases;
Fact sheets; and
Gold Seal of Approval™ downloadable artwork.

Especially helpful for promoting your accreditation is the brochure, Thzs Facility Received the Gold Seal of
Approval™ from The Joint Commission. What does that mean? Available on The Joint Commission’s website at
www.jointcommission.org/AccreditationPrograms/AmbulatoryCare/consumer brochure.htm, this
brochure speaks to your patients about the additional effort that went into your accreditation and the high
level of quality and safety patients can expect from your accreditation status. Download and print this file in
English and/or Spanish to create handouts for patients in yout waiting room.

Following your sutvey, information about your accreditation status will be posted on Quality Check® at
www.qualitycheck.org. Quality Check® allows anyone to seatch for health care organizations within a city
or state, or by type of setting and notes highlights their accreditation status.

This facility received the
Gold Seal of Approval™
from the Joint Commission.
What does that mean?

r 'mj»im'ﬂmnnduirm

Promotional brochures for The Joint Commission
your patients Gold Seal of Approval™
“The Gold Seal is a strong marketing tool that not only promotes our accreditation, but recognizes 27

the hard work and pride of our staff. It’s an invaluable addition to our promotional materials.”
Chatlene Black, RN, Facility Director
Pain Diagnostic & Treatment Center, Sacramento, CA



Information for Re-Surveys

In the three years between on-site surveys, The Joint Commission requests ongoing self-assessment and
improvements. As the accreditation process does not end when the on-site survey is completed, neither do
the need for updates and changes to Joint Commission policies and procedures. Below are updates to
specific procedures for the accreditation process. Accredited practices undergoing future surveys are
encouraged to read this section to prepare for future changes, as well as continually study and improve their
systems and operations as continuous compliance with the Joint Commission standards contributes directly
to quality patient care.

Unannounced Surveys

Since 2006, The Joint Commission has conducted re-surveys on an unannounced basis for the majority of
its customers. The Joint Commission recognizes that unannounced surveys may disrupt daily operations and
the provision of care or may not be feasible for some ambulatory settings. As a result, The Joint
Commission has approved exemptions from completely unannounced surveys for office-based surgery
practices undergoing a re-survey. All office-based surgery practices will receive a seven-business-day
advance notice from The Joint Commission of their triennial re-survey.

Practices undergoing an unannounced re-survey should be aware of the following:
® The re-survey can occur any time between 18 — 39 months after the previous survey. It is expected
the majority of office-based surgery practices will continue to be surveyed between January and
December in the third year after their last survey (see Accreditation Timeframe on page 15).
® On the morning of a practice’s unannounced survey, the following information will be posted by
7:30 am (local time) to their Joint Commission extranet site, The Joint Commission Connect™:
o Letter of introduction from The Joint Commission
o Survey activities
o Biography and picture of surveyor(s) assigned
o Output data from Priority Focus Process for your practice.
® The practice will be invoiced immediately after the survey.
® Accredited practices will be able to identify up to 10 days each year in which an unannounced survey
should be avoided. These 10 days should not include federal holidays but may include regional
events in which it may be difficult to conduct a survey during a given period. The Joint Commission
will make every effort to accommodate the practice regarding avoiding these 10 days. However, The
Joint Commission reserves the right to conduct a survey during an “avoid period” if the reason(s)
given to avold a survey at that time are such that a survey can be reasonably accomplished.
® The practice is required to fulfill an Accreditation Participation Requirement which requires office-
based surgery practices seeking accreditation to continuously inform the public about their practice’s
ability to report any complaints or concerns about safety to The Joint Commission.
® The practice will not receive any communication from the surveyor prior to the survey.

For more information regarding re-surveys, refer to the Survey Activity Guide on your Joint Commission
extranet web site The Joint Commission Connect™ or contact your Account Executive.

Update Application for Re-accreditation

All practices undergoing a re-survey are notified they are required to update their original application
information. Staff member(s) with knowledge of your practice’s services, sites, and patient volume will need
to update the original Application for Accreditation (if changes are necessary).

Evidence of Standards Compliance

For practices not undergoing their initial survey, once the ESC and MOS are approved by The Joint
Commission following the re-survey event, the accreditation decision is retroactive to the day after the last
day of the survey.
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Survey Preparation Tools

Sample Office-Based Surgery Agenda — Initial Announced Survey

Note: The sample survey agenda, below, provides a list of the events that will take place over the course of a
typical, 1-day OBS sutvey. Your OBS surveyor will work closely with you, upon his/her arrival, to ensute
that each of the survey activities is addressed. Additional details regarding both your agenda and specific
survey items, is provided in the Survey Activity Guide, available through your confidential extranext site,
Joint Commission Connect™.

Time Surveyor

8:00 — 9:00 a.m. Opening Conference and Orientation to the Practice
9:00 — 10:00 a.m. Surveyor Planning Session

10:00 — 11:45 p.m. Individual Tracer Activity

11:45 - 12:30 p.m. Environment of Care Session

12:30 — 1:00 p.m. Surveyor Lunch

1:00 — 1:45 p.m. System Tracer — Data Use

1:45 — 2:30 p.m. Competence Assessment Process

2:30 — 4:00 p.m. Surveyor Report Preparation

4:00 — 4:30 p.m. CEO Exit Briefing and Organization Exit Conference

“Accreditation gave us a new avenue to develop employees’ skills. We saw how things can 29

easily be mis-communicated and learned strategies to correct and avoid those problems.”
Paula Hollister, Facility Director
Sturgis Foot & Ankle Clinic, Sturgis, MI



“Ready to Go” List

It would facilitate the survey process if the following items could be readily available
to the surveyor on the day of survey:

Performance / Quality Improvement Data

Infection Prevention & Control surveillance data

Infection Control Plan

Analysis of a high risk process

Environment of Care data including Statement of Conditions (SOC), if applicable

Access to computer for surveyor ‘sign-off,” regarding current Environment of Care and any
Plans for Improvement, if applicable

Environment of Care management plans

Environment of Care team meeting minutes

Organization chart

Map of the organization, if available

List of all sites eligible for survey

List of locations where services are provided, including anesthetizing locations

Reports or lists of patient appointment schedules or surgery schedules for each survey day
List of contracted services

Name and extension of key contacts who can assist surveyors in planning tracer selection
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Accreditation Preparation Timeline — Office-Based Surgery
All Initial Organizations Requesting Initial Accreditation

Joint Commission Activity

Your Activity

4-6 months before
preferred month of survey

Call 630/792-5286 to obtain an Application for
Accreditation.

Upon receipt of your call

Accreditation Handbook for Office-Based
Surgery is e-mailed. You will also receive
your password for access to The Joint
Commission Connect™ extranet web
site where the application is located.

Application is good for 1 year from receipt by
The Joint Commission.

Upon receipt of
application log-in

The application is good for 1 year from
receipt by The Joint Commission.

Once you receive electronic access to the
application, staff member(s) with knowledge of
your practice’s services, sites, and patient
volume should complete and electronically
submit the Application for Accreditation and
submit, via check, credit card or e-pay, the
$1,700 deposit fee.

Upon receipt of your
Application for
Accreditation

AND deposit

=  Your Account Executive will contact
your practice during the application
and pre-survey process.

=  Your Account Executive will review
and process your application within
30 days of submission of deposit.

®*  You will be mailed a copy of the
Comprebensive Accreditation Mannal for
Office-Based Surgery (CAMOBS).

®  You receive single-user web access
to E-dition, the electronic version
of the office-based surgery standards
manual.

*  You are given access to a
complimentary 6-month online
subscription of Perspectives, the
official newsletter of The Joint
Commission.

®  You are provided access to the PPR
and other communications via The
Joint Commission Connect™
extranet web site.

®  The invoice for your annual fee is
posted on The Joint Commission
Connect™ web site. See details
under Fees and Annual Billing on
page 22.

Ensure the $1,700 deposit fee is submitted.

4 weeks before survey

Verification of survey date(s) and names
of surveyor(s) are communicated.

Call your Account Executive promptly if you
have questions.
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Preparation Timeline (cont'd)

Joint Commission Activity

Your Activity

Survey

Surveyor(s) arrives for scheduled on-site survey. At
the conclusion of the survey, you receive a copy of
“Summary of Survey Findings Report” which
details requirements for improvement (RFIs), which
are non-compliant standards that need to be
addressed.

During the survey, staff should be available
as outlined on the survey agenda. Refer to
your Survey Activity Guide on The Joint
Commission Connect™ extranet web site
for a sample agenda or see page 29.

Within 24-48 hours
of on-site survey

Joint Commission posts your report of survey
findings, the “Accreditation Survey Findings
Report”. This report includes your potential
accreditation decision.

Practice begins preparing, for each
Requirement for Improvement from survey
findings, either:

®  (larifying evidence; or

e  Corrective evidence.

Under 10 days Joint Commission staff reviews and approves your | Your Account Executive will work with your
electronically-submitted Evidence of Standards organization regarding these electronically-
Compliance and Measures of Success. submitted documents.

Within 45 or 60 For any standards scored as non-compliant,

calendar days after you submit your Evidence of Standards

posting of Compliance and Measures of Success (if

Accreditation applicable.)

Survey Findings

Report

No longer than
8-10 weeks after
sutvey

After the ESC is approved, the accreditation
decision is made, the award letter is posted to the
extranet, and the accreditation certificate is mailed.
The accreditation certificate should be delivered
within three weeks of notice of accreditation
decision.

The accreditation effective date for an initial
survey is the date on which the ESC(s) are
submitted and accepted. If there are no
requirements for improvement, the effective
date is the date after the last day of the
survey.

2 weeks after final
report is received
by your practice

Your practice’s description, contact information,
accreditation decision and status are updated for
public viewing on the Joint Commission website at
www.jointcommission.otg via Quality Check®. As
soon as a decision is rendered granting your practice
accreditation, a Quality Report is created and
displayed on the Joint Commission website at
www.qualitycheck.org. Afterwards, Quality
Report is updated the day after any change is
made to your existing information. The Quality
Report further expands on the information already
available on Quality Check®. It contains summary
information about a practice’s performance relating
specifically to Joint Commission standards.

The Quality Report is not released until all
issues subject to review and/or revision have
been resolved. You will receive a copy of the
Quality Report for review, which includes an
opportunity to submit a commentary about
the Quality Report prior to its being released
to the public. For additional information
about Quality Reports, see the “Quality
Report” chapter in the CAMOBS.

Four months after
the accreditation
decision

You submit data to support Measures of
Success (if applicable) for partial or non-
compliant Elements of Performance from
your Evidence of Standards Compliance.
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Preparation Timeline (cont'd)

Joint Commission Activity

Your Activity

Comprebensive Accreditation Mannal for Office-Based
Surgery (CAMOBS) OR annual Update to the
CAMOBS will be sent to each accredited practice.

Monthly Each accredited practice is sent one copy of the Staff should review all changes featured in
Joint Commission Perspectives newsletter, which is the Perspectives to keep abreast of changes and
official source for updates to standards, policies, developments in the standards and survey
and procedures. process.

Annually One complimentary copy of the updated Staff should review the new accreditation

manual or update to act on new and
modified standards, scoring guidelines,
policies and procedures.

Within 30 days of
any significant
organizational
changes (as
defined in the
CAMOBS)

An organization must notify The Joint Commission
regarding significant changes. A decision about
appropriate follow-up will be made based upon the
type and extent of the change.

The organization must notify The Joint
Commission (via letter, fax, or e-mail) of any
significant change (as defined in the
“Accreditation Process” chapter in the

Between surveys

Each year, a randomly selected 5% sample of
initially accredited organizations submitting
Evidence of Standards Compliance (ESC) will
undergo an unannounced survey. The intent of this
unannounced survey process is to validate
information in organizations” ESCs and evaluate
how effectively corrective actions are sustained over
time.

Initially surveyed practices will be prepared
for a random unannounced ESC validation
survey. There is no charge to practices for
this survey.

“We examined everything more thoroughly because of accreditation. I can’t 33
think of an area that didn’t improve.”
Dr. Rick Hurst, Oral & Maxillofacial Surgery of East Texas

Nacogdoches, TX




Questions, Answers, and Tips About Credentialing

The most common reasons for Requirements for Improvement (RFIs) in accredited office-based surgery
practices involve credentialing standards. The standards require that credentialing criteria be applied
uniformly. To help your practice avoid these common pitfalls, here are answers to some of the most
common credentialing questions.

Question: How can I perform primary source verification for initial accreditation when I have a large
number of practitioners, limited time and a small business office?

Answer: Most verification can be done on the internet. Many states have websites that are approved
for verification of licensure. Accepted equivalent sources also have web sites for verification of the
other key information: Educational Commission for Foreign Medical Graduates (Foreign medical
school graduation), American Board of Medical Specialties (most specialty board certifications),
American Medical Association (Medical school and graduate medical education), and The Federation
of State Medical Boards (information about actions against a physician’s medical license).

Tip: Make a grid showing the items to be verified, the websites for each, and the names of the
licensed independent practitioners (LIPs). You can quickly go to each site and print out pages for each
of the practitioners.

Question: How can I be sure that LIPs engaged in peer review in my organization will not be reluctant to
point out deficiencies when reviewing each others’ cases/records?

Answer: LIPs participating in any peer review process must feel safe being reviewed and providing
feedback about their colleagues. It is important that privacy be considered, and that the approach be
positive in nature. While the information may in extreme cases affect renewal of privileges, it more
commonly will identify the need for education, support or process revision. These should be
emphasized as the main purpose of the review, rather than promoting it as an individual “grading”
system.

Tip: Practitioners will feel more comfortable if some degree of anonymity can be maintained. It is also
beneficial to have some degree of self evaluation incorporated into the process. One approach to
accomplishing these is to have each practitioner review some of their own charts and a limited number
of charts of each of their peers. The audits are then collated by the medical director, so that only the
supervisor and the individual themselves are aware of the final results. It is then less threatening to
have a peer identify deficiencies on one individual chart. Small organizations may get together with
others to form a larger peer group to implement this system. If desirable, the identities of the
practitioners can be blinded.

Question: What does The Joint Commission expect in the verification of competency for the renewal of
privileges? How does this differ from collecting references/records of training/experience during the initial
appointment?
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Questions, Answers, and Tips About Credentialing (cont'd)

Answer: While The Joint Commission is not prescriptive, it is expected that the competency
assessment should be related to the privileges being granted, and based upon current information.
While the initial competency assessment process relies heavily on information collected from
individuals outside the organization and from previous employment/training expetiences, the renewal
of privileges can incorporate practice experience from the organization. The process should assure
that the practitioner has maintained and/or improved patient satisfaction and competencies. Peet
review is one useful mechanism, but there are multiple ways in which provider experience and ability
can be monitored. These might include documentation of procedures done/types of patients
managed, results, incidents and complaints, patient satisfaction data, training records, and staff
teedback and observation. The organization may want to focus particularly on high volume, high risk,
problem prone issues in designing audits and other monitoring processes.

Tip: There may be some simple sources of information available within the organization that can be
easily incorporated into the competency verification process. For example, many billing systems can
produce tepotts of patients/procedures/diagnoses by practitioner. These can be used to document
extent of experience of the practitioner at the organization. Reports from managed care contracts may
also be available to provide utilization data.

Question: What information do I need to verify health status?

Answer: Health status must be verified only to the extent of assuring that the individual has the ability
to perform the requested privileges. Detailed health information is not required. LIPs maintain
protection under the ADA; disabilities of any sort are only considered when they relate to the
requested privileges.

Tip: Include a self-attestation statement about the practitioner’s physical or mental ability to carry out
the requested privileges on the request form. The same individuals attesting to general experience and
competency and/or the chief of the medical staff or credentialing committee can then verify this
statement.

Question: Is it necessary to develop our own privilege list if the LIPs all have privileges granted by
the hospital with which we are affiliated?

Answer: Practitioners must be granted privileges which take into account the services offered by the
practice. For this reason, the privilege list must not include any procedures or services for which the
organization cannot support with appropriate equipment and competent staff or assume risk, or which
the practice simply does not wish to provide.

Tip: Start from a list of services provided by the practice. It is also fine to use the hospital or training
program list, but this should be carefully edited on the basis of the practice’s specific scope of services.
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Questions, Answers, and Tips About Credentialing (cont'd)

Question: How completely must I credential and privilege temporary locum tenens practitioners?

Answer: Locum tenens practitioners must follow the same procedures as any LIP. In fact, there have
been instances where serious adverse information has come to light while locum tenens practitioners
are practicing or have left organizations. Temporary privileges can be granted but only after all
necessary information has been obtained and verified, including competency.

Tip: The agency providing the locum tenens statf can serve as a Credentials Verification Organization
provided they meet the criteria. These include the requirement that they perform primary source
verification themselves (not through another CVO) and that they maintain up to date information. It
is wise however for the organization to perform its own competency verification by contacting
previous sites where the locum tenens practitioner has recently practiced.

Question: Our credential files are very thick. Is there a specific way that credential files should be
organized? Must we keep all old information?

Answer: There is no requirement for any specific organizational scheme; however a well organized
file facilitates maintenance and review. When the files get thick, some practices purge old information
other than current and initial. Again there is no requirement for how long information must be
retained. The best practice is to keep individual files for the period of time required or recommended
by state law, insurance carriers, and legal counsel.

Tip: Include a checklist and tabs to separate the information by category and then by year. (These can
be simply sheets of colored paper). Keep the initial application well demarcated. A copy of the
checklist can also be used in a central file or used to populate a database to help keep track of dates
when information must be updated.
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What Others Are Saying About the Value of Joint Commission Accreditation

“The Joint Commission’s office-based surgery standards emphasize attention to those issues that most directly affect
patients. ...Ambulatory care organizations and office-based surgery practices can often reap the benefits of Joint
Commission accreditation, such as strengthening community confidence in the safety and quality of care, strengthening
patient safety efforts, and enhancing business operations.”
Bulletin (American College of Surgeons), May 2008, “Joint Commission Designated to Improve Safety of Office-
Based Surgery

“More patients are taking greater interest in their healthcare choices...... As awareness of accreditation grows, facilities that
can market themselves as an accredited organization may have an edge over those that cannot.”
Outpatient Surgery Magazine, Mar. 2008, “Is Accreditation Really Worth It?”

“The Joint Commission has redesigned its accreditation as a continuous process vs. a once-every-three years test. ...Joint
Commission accreditation does not require outside resources, and it is based on the philosophy of constant readiness.”
Today’s SurgiCenter, Feb. 2008, “Gaining & Maintaining Accreditation is Tough; Is It Worth It2”

“In recent years, an increased focus on patients’ safety and risk management has caused more and more office-based surgery
centers to seek accreditation from agencies such as The Joint Commission to indicate that they have met a certain standard
of competency and excellence.”

Cataract & Refractive Surgery Today, July 2007, “Selecting the Right Type of Surgery Center”

“The push toward accreditation for office-based endoscopy is on the rise in New York and several states around the country
to assure that office-based practices perform at the same level demanded of hospitals and ambulatory surgical centers.
...Accreditation for office-based endoscopy is also supported by the major GI societies.”
Gastroenterology & Endoscopy News, May 1, 2007, “Accreditation of Office-Based Endoscopy on the Rise in New
York, Elsewhere”

“Maurice Cerulli, MD, a former member of the governing board of ASGE, and others hope that a badge of accreditation
will also buoy the public’s confidence by assuring the oversight of [endoscopy] offices by an outside agency as well as the
state. According to Dr. Cerulli, “‘When you have Joint Commission-type standards, there is verification that best methods
and best practices are being used’.”
Gastroenterology & Endoscopy News, May 1, 2007, “Accreditation of Office-Based Endoscopy on the Rise in New
York, Elsewhere”

“American Society of Plastic Surgeons has encouraged state medical boards to outsource the regulation of OBS facilities by
requiring facility accreditation by one of the three nationally recognized accrediting agencies. Many states have responded by
adopting rules requiring accreditation.”

Plastic Surgery News, Jan. 2007, “Overburdened State Medical Boards Evolving”

“Surgeons working outside the traditional hospital operating room face a unique set of challenges in the patient safety arena.
The Joint Commission’s Office-Based Surgery Accreditation Program provides these surgeons with the tools to manage the
potential hazards they encounter and improve practice petrformance.”
Bulletin of the American College of Surgeons, Jan. 2007, “Improve Performance with Office-Based Surgery
Accreditation”
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