109H – Are You Ready For Patient Tracers?
SEGMENT I – Introduction/Overview
The Joint Commission (TJC) began using tracer methodology in 2004 accreditation surveys and continues that practice today.  TJC launched this effort in an attempt to become more patient care focused in the accreditation process. Instead of spending a great deal of time on policies and procedures they have shifted to reviewing deployment of information throughout the organization.  No longer does the survey process focus on what a policy/procedure says should be done but what is actually being done at the bedside for the veteran.  Following the implementation of the tracer process, policies and procedures are reviewed only when staff is inconsistent in answers describing specific processes.  This shift results in review of only a few key policies/procedures which are most critical to patient care.
The Joint Commission’s Priority Focus Process (PFP) System is used to identify organization-specific priorities.  The PFP uses an automated tool which takes available data from a variety of sources, including e-applications for accreditation, previous survey findings, complaint data, and publicly available external data, and integrates them to identify CSG’s (Clinical Service Groups) and PFA’s (Priority Focus Areas) for an organization.  
A PFA is a process, system, or structure in a health care organization that significantly impacts the quality and safety of care.  There are 14 PFA’s including:

· Assessment and Care/Services 

· Communication

· Credentialed Practitioners

· Equipment Use

· Infection Control

· Information Management

· Medication Management

· Organizational Structure

· Orientation and Training
· Patient Safety

· Physical environment

· Quality Improvement Expertise and Activities

· Rights and Ethics

· Staffing

Clinical/Service Groups categorize patients/residents/clients and/or services into distinct populations for which data can be collected. Examples of CSG for hospitals are: Cardiology, Denistry, Endocrinology, General Medicine, and General Surgery.  Long Term Care, Behavioral Health, Home Care and Ambulatory Care have similar listings specific to those veteran populations.  Individual tracer patients are selected according to the CSG’s with focus on the PFA’s during the tracer process.  That translates into choosing a patient with heart failure because Cardiology is one of the CSG’s for the organization.  Let’s say, for example, information management is one of the PFA’s for the organization.  During the tracer of an AMI (acute myocardial infarction) patient, the surveyor will look at information management topics such as availability of test results, timeliness of consult reports, and the use of CPRS by all team members.
The tracer process has become a primary tool in organizational readiness activities.  It is a relatively simple process which focuses on the work done by health care workers every day.  It is a natural fit with any process that evaluates the care provided to our veterans.  

Utilizing the patient tracer process, The Joint Commission, Office of Inspector General, and the VHA SOARS Program reviews have identified similar issues related to patient care.  The common areas where improvement needs have been identified include:

· Medication Reconciliation 
· Medication Storage
· Hand-Off Communication
· Medication Refrigerator Temps
· Critical Test Results
· Hand Hygiene
We will discuss the nurse’s role in several of these areas during our patient tracer exercise today.

One of the major advantages of the tracer process is that it involves the staff responsible for the direct care of the veterans.  The review process “traces” the services/care received by the chosen patient and generally moves backward in time beginning with the current location of the patient (inpatient ward, clinic, etc) and moving to previous locations where care was received (Surgery, Radiology, Lab, etc). The choice of patients can be simple to very complex based on the services received by the patient during his/her time at the facility.  An example of a complex care patient would be an individual with a length of stay greater than one week who had surgery, received care on at least two inpatient units, including ICU, and was being seen by multiple clinical services.  You can easily see how such a patient would take a surveyor to many areas of the facility and offer a myriad of processes to “trace” along the way.  All patients chosen are not so complex.  The surveyor may go to an outpatient area such as the Gastrointestinal (GI) Lab and begin the tracer with a patient who is having an outpatient colonoscopy.  The review will include all pre-procedure processes, the procedure itself and the subsequent recovery.  This tracer might take about an hour whereas the more complex patient might require 2-3 hours to complete.

In each area, the surveyor may ask about what data is collected and used to improve patient care processes.  Staff nurses should be aware of the applicable VHA Performance Measures that reflect care provided to veterans.  Examples include discharge teaching for CHF patients, timeliness of EKG and Troponin reporting for patients presenting to the ER with chest pain, Diabetes measures for outpatients, SIP measures, and influenza and pneumonia vaccinations.  How have you been involved in using this data to improve care processes and what outcomes have been realized?   If data is posted in your work area, show it to the surveyor and explain how the data is being used to improve patient care.

The role of the staff nurse is critical in the tracer process.  The surveyor spends a good deal of time with the direct patient care providers, one of whom is the nurse.  The surveyor will choose a patient upon arrival on the unit, ask for the nurse who is caring for the patient and then begin the process.  We will spend the rest of our time moving through the tracer process much the same as it is done during a survey.

SEGMENT II – Nursing Admission Assessment
Now that we know the background of the tracer process, it is time to begin a patient tracer on our patient.  The tracer generally begins with a review of the admission so the surveyor can become more familiar with the background of the patient.  Therefore let’s begin at the same place.  
1. Open CPRS, using  the Access Code of 01VEHU and Verify Code of VEHU01. 
2. Double click on “One,Patient.”
3. The chart opens to the cover sheet.  Look in the bottom right hand corner under, “Appointments/Visits/Admissions” and find the date and time of admission for 7a Gen Med (4-27-08 @ 11:00).  The surveyor will note the date and time as this will have implications for other reviews such as completion of the nursing assessment and the history and physical.

4. Click on “Notes” tab.
5. Choose “Nursing Admission Assessment.” 
We are going to begin by reviewing the Nursing Admission Assessment.  The surveyor can choose to begin with the ER note, H&P, clinic note or other documentation that will provide background information about the patient.  Although the first document may not be a nursing generated document, the surveyor will expect the nurse to be able to navigate through the other notes, such as the H&P, to find patient specific information.  The surveyor will have specific topics to cover but the questions will be driven by what is read in the patient record.

First, we want to determine why the patient presented for care at the facility and was admitted.  The documents reviewed should clearly establish the reason for admission or request for care.  About 10 lines down you will see, “Patient’s Reason for Admission/Procedure.” You know the patient was admitted for left inguinal hernia repair.  
· Does this documentation meet the expectation? (Yes)
Assessments should be completed in the timeframes established by the facility.  There are two specific requirements in the Joint Commission standards.  The H&P is to be completed and signed by the physician within 24 hours of the admission.  The nursing assessment should be signed by an RN and also completed within 24 hours of admission.  To determine if the required timeframe has been met, compare the date and time of admission to the date and time the nursing admission assessment was signed.  That information is found at the bottom of that note and indicates the note was signed on 4/30/08 at 16:45.  If you do not remember the data and time of admission, let’s find it.
1. Choose the “Cover Sheet” tab.
2. Look in the bottom right hand corner and find the admission for 4/27/08.
3. Note the admission time for our patient. (11:00)
· Was the timeliness expectation met for our patient? (No)  

Sometimes when patients enter the facility in less traditional ways such as post surgery or procedure, the usual processes of assessment do not fall into line easily.  When a patient is received from the recovery room, the staff nurse on the unit might think the nursing admission assessment has already been completed.   Indeed that might be the case but the fact that this patient underwent surgery indicates a need for additional assessment and reassessment.  These are good examples of the PFA’s of assessment, communication, and information management.  The surveyor will note this as one occurrence where the standard was not met.  In subsequent patient tracers, the surveyor will check the dates and times to see if this is an isolated instance or a pattern for the facility.  

The surveyor will continue down the document to review the information included in the nursing assessment.  Just a few lines below the “Vital Signs,” you will find an entry regarding new allergies.  The documentation indicates that the patient has a new allergy of some kind.  The surveyor will follow-up on this in two ways.  First, the postings will be checked to see what is listed and then you might be asked to describe the process for adding any new allergies.  If someone other than the nurse enters this, you can just tell the surveyor how you communicate the information to that individual.

It is noted that this patient does not have an Advance Directive nor is he interested in information about this.  The surveyor may take this opportunity to talk about a process rather than this specific patient.  Questions such as the following might be asked.

· What would be the follow-up if the patient has an Advance Directive to make sure it is on the record or available to staff? 
· If the patient requests information about Advance Directives, what is the action you take?”  
It is not unusual for a surveyor to move from patient-specific to process-specific questions.

The surveyor will ask about screening assessments that are completed as part of the nursing assessment, e.g. skin, nutrition, functional status, pain, fall risk.  You can list these for the surveyor who will then probably ask you to show where this information is found.  We are going to review this information as it appears in the nursing assessment document.

The skin assessment is completed first.  Since this note is quite long, we will use a search function to locate the information. 

1. Right click within the note.
2. Choose “Find in Selected Note.”
3. Type in “skin” and choose “Find Next.”  When you are using a live CPRS account, this function will highlight the word each time it is found.  Due to a “quirk” in the practice CPRS account, the highlighting appears only with additional “Find Next” clicks for the same word.
4. This takes you to the skin assessment.
The surveyor may ask how these answers are put into the assessment, e.g. free text, point and click, etc.  This facility uses a template with point and click capabilities.  You might want to bring up a new nursing assessment document to demonstrate the process and then delete it without signing.  This might be easier than trying to describe something the surveyor cannot see.  The total risk score for this patient is 20 which is a low risk.  You will notice that there is a qualifying sentence just below the scoring.  One of the qualifiers is age.  This patient is 73 years old so his risk should move from low to mild.  The surveyor will follow-up on this to make sure the risk score was adjusted accordingly and that appropriate actions are documented and implemented.

Nutrition is the next screening assessment completed.  To move to this assessment we will use the search function again.
1. Right click within the note.
2. Choose “Find in Selected Note.”
3. Type in “nutrition” and click 3 times on “Find Next.”

This takes you to the nutrition assessment.  The only information about nutrition is that the patient has difficulty chewing.  The surveyor will follow-up on this entry by asking what implications this might have for patient care.   Also there may be questions about the “triggers” for consultation to a clinical dietitian.  Again, if you can demonstrate how this works it is a good way to show the process.  If you put in a consult based on a positive trigger, show the surveyor how that is done.

Immediately below the Nutritional Screening is the Fall Risk Assessment.  The surveyor will probably have you review the information and explain the process for scoring.  Review the entries and the associated scores.  You notice that there is no score entered for high risk medications. Note the medication categories listed there.  Let’s validate that entry by checking the medications for this patient.
1. Click on the “Meds” tab.
2. Review the outpatient medications as those are the ones the patient would have been taking at home.

3. The first two drugs are both high risk for falls and both are still active.

The surveyor will ask about the procedure to check medications when completing the fall risk assessment.  This will be noted as one instance where the assessment was incomplete.  This may also lead to questions about what triggers a reassessment for fall risk such as when a new high risk med is ordered and the patient was not previously on any high risk meds, when the IV is discontinued, or when there is a change in condition.  There might be a process whereby the fall risk assessment is repeated every day or every shift.  
· How are new scores compared to the old ones so changes in risk can be identified?
· What is the score for our patient? (90) 
· Does this score have implications for action such as further assessment, consultation or preventive actions?  (Yes) 
· How do you know that?  (They are listed below the score) 
The surveyor will want to know if the actions have been completed.  You will then need to talk through the process of how those actions are initiated and completed.  If there is CPRS documentation, show it to the surveyor.  The surveyor might continue this process until all the screening assessments have been reviewed. If you want to be proactive, you can scroll through the screenings and comments which reflect the assessment process for your patient.
SEGMENT III - Medication Reconciliation, Problem Identification and Surgical Care

Now that we’ve completed the admission review we are ready to go to the next area of care.  At the time of admission it is required by one of the National Patient Safety Goals (NPSG) that a complete list of the patient’s medications be created.  Remember that issues with medication reconciliation are consistent findings by both Joint Commission and OIG.  The first step in the process is to validate with the patient that the medications are being taken as prescribed.  Whenever medications are ordered, administered or dispensed during the course of care they are to be “reconciled” with this list.  If there are medications which are not ordered after admission/procedure, there should be a process to “reconcile” the differences and insure that all needed medications have been ordered.  The nurse may or may not have a role in this process depending on facility procedure.  Medication reconciliation may be the sole responsibility of the nurse, pharmacist, provider, or it may be a joint responsibility.  If the nurse is not involved in the process at your facility tell the surveyor who has primary responsibility and then offer to contact that person.  If the nurse does have a role in the process, talk through it with the surveyor.  Regardless of the responsibility, the surveyor will look for documentation of medication reconciliation.   

In our VEHU facility, the nurse provides the first piece of the reconciliation process so let’s review that process next.
1. Verify that you are still in the “Notes” tab.
2. Select the “Medication Reconciliation” note.
You will notice this is dated the day before admission.  That is because the patient was seen on the 26th for surgical evaluation and the reconciliation was completed at that time.  That is acceptable.  However, there is a vulnerability in the medication ordering process for this patient. Since all medications must be reordered after surgery it is very important that the reconciliation process take place again at that point.  The surveyor will want to establish that the process was completed and by whom.  
The initial process used at our VeHU facility is that the nurse reviews the medications with the patient to determine if the medications are being taken as prescribed. There is a list of both inpatient and outpatient medications and there is a note by the nurse that the patient is taking the medications as prescribed.  Let’s compare the outpatient medications with the medications that appear in the Medication Reconciliation note.

1. Click on the “Meds” tab.

2. Compare the outpatient medications with the ones listed in the Medication Reconciliation note.

· Are medications missing? (Yes)

· What are they? (Simvastatin, Metroprolol, Metformin)

The fact that there are outpatient medications that are not ordered after admission will lead to question how the physician is made aware of this discrepancy.  If that is the pharmacist’s role, the surveyor will look for the process connections among the nurse, pharmacist, and provider.  It is ideal if when the provider decides not to order a previously taken medication, he/she writes a note as to why the medication will not be continued.  An example for this patient might include a note that due to fluctuations in blood sugar intra and post-operatively, sliding scale insulin will be used instead of the oral agent Metformin.  Likewise, whenever care is transferred, this reconciliation process should occur.  Examples of care transfers include to and from ICU, Operating Room, Endoscopy Lab, etc.  You can see how vulnerable a facility can be in this area and the importance of making sure that medication reconciliation is completed whenever required.  
Each patient should have a list of current problems which provides direction for care while in the facility.  To find the list:

1. Click on the “Problems” tab.

2. Review the list of problems/diagnoses. 
The diagnoses should be identified as active or inactive with appropriate dates.  
· Is that the case for our patient?  (Yes) 
All care providers should be focusing on the same problem list.  If more than one list exists, patient care can be fragmented and point to concerns in the PFA of care/service.  You need to be familiar with the process for adding to or deleting problems from the list.  
· How often do you as the nurse caring for the patient review it?  
· Are the same problems being addressed by multiple disciplines and, if so, do the notes indicate that?  
· If you use nursing diagnoses, do they coincide with the problems on this list?  
Surveyors are trying to make sure there are not separate problem lists generated.  The entire Team should be working from the same list and addressing the same problems. This sets the foundation for effective coordination of care.
We know that our patient was admitted for repair of a left inguinal hernia.  His next stop is the surgical area so let’s review the care provided as the patient moves from pre-op to the OR, then to PACU and, finally to the inpatient unit.  
There are several surgery-specific processes of our patient’s care.  Patient education is an important factor in helping control/allay the patient’s fears and to gain the patient’s support during the recovery period. Let’s see how well we prepared our patient.

First we want to determine that the learning assessment was completed.  This was most probably done at the time of admission.

1. Click on the “Notes” tab.

2.  Choose the “Nursing Admission Assessment” note. 
3. Right click within the note and select “Find in Selected Note.”

4. Type in “Education” and click two times on “Find Next.”

5. Review the education assessment information.
· Were all aspects of the patient’s readiness to learn assessed and documented?  (Yes)
· Are any special needs identified? (No)
· How does the patient prefer to learn? (Visual)
· Can you identify any follow-up questions based on the content of this note?

It appears there was some education provided in collaboration with the social worker but the topic is missing.  Templates are wonderful things but blank spots are topics for additional questions during a review process.

This note was done after the surgery was completed so will not include any documentation of pre-op teaching.  Let’s see if we can find documentation of pre-op teaching.

1. Choose the “Nursing Surgical Evaluation Unit” note.
2. Review the content.
· Was teaching completed?  (Yes) 
· By whom? (Three Nurse)
· What was the content of the teaching (pre-op preparation)
· Does the teaching address the surgery that is scheduled?  (No)
· Are there other options for where that teaching might have taken place? (Surgery Clinic during pre-op evaluation; Primary Care clinic when the H&P was completed)

Perhaps there is an education/learning assessment completed in ambulatory care which would have been available at the time of his visit to the Surgical Evaluation Unit.  It is at these times you need to put on your thinking cap and apply your knowledge of the continuum of care.  If you cannot find documentation of patient education specific to the surgery, the surveyor might note this as a finding under the PFA of assessment and care/services.  The surveyor will also look at other surgical patients admitted following surgery to determine if this is a consistent deficiency or if it was missed only in this patient.

Another process that takes place prior to surgery is obtaining informed consent for the procedure.  This may be done in the clinic prior to the patient’s arrival.  Let’s review the process for our patient.
1. Verify that you are still under the “Notes” tab.
2. Choose the note, “Informed Consent.” 
3. Review the content of the note.
You will notice that laterality is not included in the surgery listed for consent.  This note pulls over after an IMED consent is signed so lets go to that consent and see if laterality is addressed. 

1. Choose “Tools” on the dropdown menu.
2. Select “VistA Imaging Display.”
3. Select the IMED consent for Left Inguinal Hernia Repair.
· Are all elements correct: date, provider, signature, witness?  (Yes)
· Is laterality specified?

· Is it within the time frame set by the facility?  (Yes)
· Is it written in language that would be understandable to the patient? (Yes)
The surveyor might ask who can view the IMED consent.  It needs to be available to anyone who prepares the patient for surgery.  The surveyor will want to know if IMED is used for all procedures done on the inpatient unit e.g. peritoneal tap, insertion of PICC line.  Use of the IMED consent in all areas for all procedures is a VHA performance measure.  
· If IMED is not being used for all consents why is that?

· What is the back-up plan if the IMED on the unit is not working?  
· How often is the IMED non-functional? 
These are not trick questions, they are just used to verify that there is back-up process (information management) and equipment is reliable (equipment management plan).

There is a Joint Commission standard, UP1, which outlines the Universal Protocol to be completed prior to any surgical or other procedure.  This applies to procedures done in operating rooms, endoscopy suites, ICU, ER, ambulatory clinics, or at the bedside.  One of the elements of that protocol requires a “time out” immediately prior to beginning the procedure.  Requirements for the time out include:

· Conducted in the location where the procedure will be completed just before starting the procedure

· Involves the entire operative/procedure team, uses active communication and includes at least:

· Correct patient identity

· Correct side and site

· Agreement on the procedure to be done

· Correct patient position

· Availability of implants or special equipment, if appropriate

· The process is briefly documented

· Processes or systems for reconciliation of differences are in place

The surveyor will most likely ask about what is done when there are differences.  Even though there are no instances of differences for this patient, staff must be aware of what to expect if there are.  Let’s review this process for our patient.
1. Verify that you are still under the “Notes” tab.  If not go there.
2. Choose the note, “Procedure Patient Site Verification.” 

3. Compare the content of this note with the requirements.
· Is anything missing? (Yes – No indication of who was involved in the time out)

· If this is not documented, how can the surveyor validate the “time out” process for the facility? (Talk to surgical team members)

Even if all elements are documented, the surveyor will ask staff to talk through the time out process.  Verbalization of the process should be consistent among all staff members.  During tracers activity in inpatient areas, staff involved in procedures such as thoracentesis, chest tube placement, central line placement, etc, will be asked to talk through the time out process.  The time out procedure is high risk for patient safety because there are many places where procedures are performed and many staff members involved in the process.  Consistency across the organization is the key to safe patient care.  

SEGMENT IV - Coordination of Care and Reassessment
Coordination of care continues throughout the care episode of the patient.  Moving beyond the care provided in the operating suite, let’s focus on reassessment and on-going care of the patient.  The plan of care should flow naturally from the problem list and the assessed needs of the patient.  As this process is traced, coordination of all disciplines involved in the care of the patient will be the focus.  How everyone works together, especially communication among team members, to identify the care needs of the patient will be the focus in this tracer process.  There should not be different “plans of care” for the patient.  If each discipline works from a different care plan, the care provided may be sporadic and actions will probably not be as effective.  
· Within your facility, what is the formal or informal process wherein all disciplines discuss the current patient problems and develop the plan of care/treatment?  
· If there is no established process, how can we be assured this happens for the patient? 
The surveyors expect the staff to verbalize the process and then use the documentation to support what is said.  Let’s see if we can do that for our patient.

1. Verify that you are currently under the “Notes” tab.  If not go there.

2. Choose the “General Surgery Resident Note.” 
3. Review the content of the note.
· What is the treatment plan that is documented? (Increase activity)
· Is there evidence that all disciplines are involved in the plan? (No)
· Are expected outcomes identified? (No)
Let’s see if we can find the plan of care the nurses are following.

1. Choose the “Nursing Reassessment” note.

2. Find the plan by using the search function.
3. Right click within the note

4. Choose “Find in Selected Note.”
5. Type in “Plan” and choose, “Find Next.”

6. This takes us directly to the plan.

· Is there a plan identified? (Yes)
· What is the plan? (Medicate as needed for pain)

· Does this plan correlate or complement the plan in the Resident note? (It does correlate with post-op day one.  Also by controlling the pain, the patient will be more likely to increase activity.)

Since we know the physician’s plan was to increase activity, let’s see if we can find information about the patient’s activity by continuing our review of the note.

1. Staying in the Nursing Reassessment Note, scroll to the top and click on the first line of the note.  This re-sets the search function to the beginning of the note.

2. In the “Find in Selected Note” box, replace “plan” with “activity.”
3. Click on “Find Next.”

4. This takes us to the current activity of the patient.

Here we see that the patient is actively ambulating twice a day in the hallway.  This definitely shows that the nurses are observing the activity level and understand the importance of activity to his recovery.  Coordination of care is critical to provision of quality patient care.  In the absence of professional coordination, errors can occur resulting in patient injury and prolonged lengths of stay.  
The importance of coordination is emphasized by several of the NPSG which focus directly on this issue.  Hand-off communication among care givers is the focus of NPSG Requirement 2E.

· How is care “handed off” from provider/service to others?  
· Are the important aspects of care communicated and how is that done?
· What are the hand-off points for our patient? (Surgical Evaluation Unit to Surgery, Surgery to the inpatient unit, shift to shift communication during the inpatient stay)
Let’s see if we can find documentation of “hand-off” communication for our patient.  
1. Verify that you are still in the “Notes” tab.  If not, go there.

2. Chose the “Nursing Surgical Evaluation Unit” note. 
3. Review the note.
· Is there documentation that the patient was “handed-off” to the surgical team or Pre-op Staff? (No)
· What are the issues that should be included in the hand-off process? (consent signed, pre-op instructions, patient assessment)
· In order to validate that a hand-off did occur, the surveyor might talk with the staff in the Evaluation Unit to find out what the process is and verify that with the Pre-op staff.

The surveyor might proceed to the next “hand-off” opportunity (PACU to the inpatient unit) and look for similar documentation.  The goal is to establish that there is a standard process and the staff consistently adheres to the standard.

Another NPSG focusing on coordination and communication is the process of receiving verbal orders and critical test results.  Our patient had a critical Potassium level of 2.9 on 4/28/08.  Let’s find that result.

1. Click on the “Labs” tab.
2. The result that appears is the most recent Potassium (K+) value of 4.5.
3. Click on the “Previous” button to see the previous result of 2.9.

4. Go to the “Comments” section at the bottom of screen.
· Is there evidence that the result was called to the provider? (Yes)

· Note who was called and the time of the notification. (Provider One at 1630)
We need to verify that this is the same physician (or surrogate) who ordered the lab test.  Here’s how we find that answer.
1. Click on the “Orders” tab.
2. This order has been completed so on the toolbar, drop down the menu for “View.”

3. Choose “Custom Order View.”

4. Choose “Completed/Expired” on the left hand side and “Laboratory” on the right hand side.
5. Double click on the order for Potassium dated 4/28/08. 
6. On the fifth line of the page you will see the “Ordered by”
· Is it the same provider that was contacted by the Lab?  (Yes) 
If the names do not match, the surveyor will ask if you can determine if the provider called was the surrogate of the one who ordered the test.  This question may need to be referred to the lab if they are the ones who provide that notification.
The NPSG requires that the facility establish the time frame for the call to the provider and that data is collected to determine if the time frame is met on a consistent basis.  The facility must track the time it takes for the critical result to reach the individual who can make appropriate changes in the treatment plan based on that result.  In this case, that would be the individual who can order Potassium. This has implications for any critical values called to nurses.  If the department gives the critical value to the nurse who then contacts the provider, both time frames must be tracked and reported.  The desired outcome is for the critical result to be communicated to the provider (or surrogate) within the established time frame.  This has been a strong focus of surveys in 2006, 2007, and continuing into 2008.

Based on that “critical” result, the physician gave an order for Potassium.  Next, we will review that order.  
1. Click on the “Orders” tab.
2. On the toolbar, drop down the menu for “View.”

3. Choose “Custom Order View.”

4. Choose “Completed/Expired” on the left hand side and “Pharmacy” on the right hand side.
5. Find the order for Potassium in the Inpatient Section.
6. Right click on the first Potassium 40 MEQ order.

7. Click on “Details”

· What was the nature of the order? (Telephone)

· A telephone order is considered a form of verbal order. 

· Is there documentation that the order was “read back” to the ordering provider?  (Yes)

When a telephone/verbal order is taken the “read back” requirement means that the person receiving the order actually writes it down and reads it back.  This is different than “repeating” the order.  Questions the surveyor might ask include: 
· Who can take a telephone/verbal order or receive a critical test value?  
· How long does it take for the provider to receive the critical test results and how is the information communicated?  
· What is the facility time frame for reporting critical values and is there data to show that the timeframe is being met?  This question might need to be referred to lab personnel.
Additional post-operative care needs include pain management and surgical wound care.  These should be addressed through the process of reassessment.  Let’s review that process for our patient.

1. Click on the “Notes” tab.
2. Choose the “Nursing Reassessment” note.
3. Review the pain score for our patient.

Our patient has a pain score of 6 recorded at 16:00.  The surveyor will ask about the process for pain assessment and intervention.  Generally, the process is to intervene whenever the pain score is greater than 3.  Since our patient has a score of 6, action should be documented.  First we need to know if there was an order for pain medication.

1. Click on the “Orders” tab.
2. On the toolbar, drop down the menu for “View.”

3. Choose “Custom Order View.”

4. Choose “Completed/Expired” on the left hand side and “Pharmacy” on the right hand side.
5. In the list of inpatient medications, you will see the order for Codeine30/Acetaminophen 300mg.  Please notice that the order is written for one or two tablets.
Now let’s verify that the medication was given to the patient.

1. Click on the “Reports” tab.
2. On the left hand side of the screen, choose “Med Admin Log.”
3. Go down to the next box and click on “Six Months Back.”

4. You will see Codeine30/Acetaminophen 300mg.
5. Note the time the pain medication was given (4/28/08 @ 1615).
The time frame between the pain assessment score and the time the pain medication is given should be about 15-30 minutes.  There can be extenuating circumstances, such as calling the physician for an order, which can delay the administration time.  
· Was the pain medication given within 30 minutes of the documented pain score of 6? (Yes)
After the pain medication is given, the patient should be reassessed to determine if the medication was effective.  Let’s return to the Med Admin Log to see if the prn effectiveness is documented.
1. Click on the “Reports” tab.
2. The Med Admin Log should appear on your screen.
· Is the PRN Effectiveness documentation completed? (No)

· Where else might this be documented? (Nursing Reassessment)
3. Click on the “Notes” tab.

4. The Nursing Reassessment note should appear on your screen.
5. Two lines below the vital signs you will notice the entry for LOC.
6. Current pain score is “0.”

7. The time of the note is 16:45.
· Was the patient’s pain reassessed within an hour of the time the pain medication was given? (Yes)
· Based on this information, is the process used to assess and manage pain acceptable in this instance? (Yes)
The surveyor will probably pursue this during other tracers to determine the standard procedure.  If the documentation is found both in the nursing reassessment notes and BCMA, they will probably ask to see the procedure for documenting PRN effectiveness.  If the procedure allows for documentation in either place then the practice will meet the expectation.  If, however, the procedure requires documentation in BCMA this will result in a finding for the facility.

Let’s revisit that order which indicates 1-2 tablets can be given.  This is considered a “range” order and is under scrutiny by the Joint Commission.  Such an order requires the nurse to make a decision about the amount of pain medication that is given.  When such an order is written there should be some process, such as the pain score, to decide on the amount to be given.  In the absence of that, in effect, the nurse is deciding on the dosage.  The surveyors will ask other nurses how they decide the amount to be given.  If the answers are not consistent, this can be an area of further review and ultimate citation for the facility.  Make sure you know the rules for “range” orders within your facility.  The best way for a facility to insure safe patient care is to require that two orders be written, one for one tablet and a second order for two tablets.
Another expected post-operative assessment is of the surgical wound.  
1. Click on the “Notes” tab.
2. Choose the “Nursing Reassessment” note.
3. Right click within the note.
4. Choose “Find in Selected Note.”
5. Type in “Skin” and choose, “Find Next.” 

· Is there documentation of wound assessment? (Yes-drainage on dressing)

The surveyor might ask about the process for assessing and reassessing wound drainage.  You can just talk through the process, noting when you would assess and how you would document your assessments.  It is likely that another staff member will be asked the same question during a different tracer.  Again, consistency of answers is critical to a successful survey.  If staff members give different answers, the surveyor might ask to see the policy/procedure on wound assessment.  The document will be reviewed to make sure both answers are within the established standard.

SEGMENT V - Discharge Planning

As we all know, discharge planning should begin at the time of admission.  Let consider the admission assessment of the patient in light of discharge planning.  In our previous review of this note, we know that the patient has a history of falls.  What else did we find out when the patient was admitted?
1. Click on the “Notes” tab.
2. Choose the “Nursing Admission Assessment” note.
3. Right click within the note and select “Find in Selected Note.”

4. Type in “psychosocial” and click on “Find Next.”

There were no concerns regarding his ability to return to his home post operatively.

5. Type in “home” and click twice on “Find Next.”

There are no special concerns in the assessment of his home living situation.  You can do other searches depending on the elements in the assessment/ reassessment at your facility.  

Now let’s review the nursing documentation regarding the discharge process.
1. Choose Nursing Discharge Instructions.

2. Review the note.

· Based on the documentation will the patient know what to expect in regard to his diet, activity, and follow-up care? (Yes)

· Was the patient involved in the discharge plans? (Yes)

· What questions come to mind about this note?  
A surveyor will probably ask about the “no restrictions” on the diet since the patient was on an oral hypoglycemic prior to admission and on insulin during the stay.  Just below that entry you will notice that the patient will have no new medications after discharge.  Is this part of the medication reconciliation process at the point of discharge?  The patient had mesh inserted during the surgery and was on an IV antibiotic post-op.  Is there a possibility that an oral antibiotic should be prescribed after discharge?  These are the questions that might be addressed in the discharge medication reconciliation process.

The surveyor might ask you about the process for referring a patient to social work if assistance is needed at home following discharge or if there is a need for further care before going home.  Although this might not relate to your specific patient, just talk through the process with the surveyor.

If the documentation in the record is not clear regarding the discharge planning process, the surveyor may ask such questions as:

· Where do we find documentation that the “team” is planning for discharge?  
· Are actions assigned to specific individuals or disciplines?  
· When actions are completed are they communicated directly to team members?  If so, how is this documented/communicated?
· Is there a tentative date of discharge noted so the entire team is moving in the same direction?  
· Who will provide discharge instructions and what is included in the information?  
· How are the medications reconciled at the time of discharge to make sure that none are missed?  If some medications were not used during hospitalization, how will they be readdressed at the time of discharge? 
The surveyor will try to determine if the documentation supports a coordinated discharge process.  Several staff members may be asked about discharge planning during the course of a survey to determine that the process is consistent among the staff.

SEGMENT VI - Summary

We have spent some valuable time today tracing the care provided to our patient and talking about how the tracer process is used to evaluate a system of care.  I encourage you to utilize this process as you continually prepare for any type of survey, inspection, or review.  Sometimes we can get lost in all the “standards” and “rules” and we can question whether our focus in health care has gone astray.  The goal is to focus on the patient and the processes we design to provide care to the patient.  In building sound, data supported processes we will indeed be continually ready for all those events.
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