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Objectives

−Review emerging survey trends for critical access 
hospitals in the United States

−Compare survey trends to critical access hospitals in 
Illinois

−Provide resources and information to address quality 
and patient safety issues in critical access hospitals
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The Joint Commission Today

− An improvement organization focused on improving health care for the public

− Evaluating and inspiring health care organizations to excel in providing safe and 
effective care of the highest quality and value

− Beyond accreditation: Creating and delivering effective solutions towards quality 
and safety improvements

− Continuously evaluating and improving everything we do using lean six sigma and 
change management methodologies 

− Leading the way to zero harm: Creating a vision for high reliability in healthcare and 
providing a road map to get there
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− Surveys identify areas for 
risk within an organization

− Risk areas depicted in 
visual matrix:

• Communicates risk 
points

• Prioritizes improvement 
efforts based on 
potential for harm

• Can be used as an 
internal comparison 
tool across health 
systems 

Our Assessments Focus On Identifying Areas of Risk 
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Aggregate SAFER Data
Critical Access Hospital Requirements for Improvement (RFI) distribution for surveys 

01/01/2019 through 09/30/2019 (n=65)
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Most Frequently Cited Standards in 
Critical Access Hospitals
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Most Frequently Cited Clinical Elements of Performance
Critical Access Hospital surveys from 01/01/2019 through 09/30/2019 (n=65)

Note: Clinical EPs include all chapters in the Critical Access Hospital Accreditation manual except for the Environment of Care and Life Safety Code Chapters.

Infection control

HLD/sterilization

Device/supply storage

Food/nutrition storage

Care planning

Medical record reflects care, treatment, and services of patient

Resuscitation equipment

Safe administration of medications

#3 in IL

#2 in IL
#1 in IL

#8 in IL

Patient education for ongoing care, treatment, or services

Written policy on informed consent

Credential verification and documentation



8
© 2019 The Joint Commission. All Rights Reserved.

Most Frequently Cited High Likelihood to Harm Clinical EP’s
Critical Access Hospitals surveys from 01/01/2019 through 09/30/2019 (n=65)

Note: High Likelihood to harm is defined as harm could happen at any time and may directly lead to harm without the need for other significant circumstances or failures.  

HLD/sterilization
Device/supply storage

Infection control

Safe administration of medications 

Medication storage

Secure storage of controlled medications

Proper removal and storage of expired, damaged, contaminated medications

Medication contamination avoidance

Staff competence assessment and documentation at time of orientation

Written documentation of scope and content for  information collected at assessment/reassessment

Governing body

Leadership oversight over department, service, program, site

Credentialing/primary source verification

Data collection for OPPE

Process to facilitate OPPE
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1. IC.02.02.01, EP 4

2. PC.02.02.03, EP 11

3. IC.02.01.01, EP 1

4. MM.03.01.01, EP 6

5. MM.04.01.01, EP 13

6. MM.06.01.01, EP 3

7. PC.01.02.03, EP 4

8. PC.01.03.01, EP 2

9. RC.01.01.01, EP 7

10. RC.02.01.03, EP 7

Top 10 Frequently Cited Clinical Standards and EP’s 
Illinois Critical Access Hospitals   

Device/supply storage

Infection control

Food/nutrition storage

Care planning

Dated medical entries

Progress note entered in patient record prior to transferring after high-risk procedure 

Prevention of unauthorized individuals from obtaining medications

Medication errors

Proper administration of medications

Physical exam within appropriate timeframe of procedure requiring anesthesia
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Most Frequently Cited Clinical EP’s: Sample Observations 

IC.02.01.01, EP 1 -The critical access hospital implements its infection prevention and 
control activities, including surveillance, to minimize, reduce, or eliminate the risk of 
infection.

−The Ear Nose and Throat clinic performed high level disinfection.  The area had not          
been included in the infection control risk assessment or plan and there was no 
infection control oversight.
−The vinyl covering was torn and frayed not allowing for proper cleaning.
−The facility was using sanitizer in the final rinse cycle of the dishwasher to provide 

disinfection.  The sanitizer level was only being checked once daily and not at each 
time the dishwasher was drained and refilled for a different meal time washing per 
manufacturer’s instructions.
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Most Frequently Cited Clinical EP’s: Sample Observations

IC.02.02.01, EP 2 – The critical access hospital implements infection prevention and control 
activities when doing the following: Performing intermediate and high-level disinfection 
and sterilization of medical equipment, devices, and supplies

− Facility was not following manufacturer’s instructions for use.
− Instruments were soaking in a sink that is used for hand hygiene.
− Staff were not following the correct process for high-level disinfection.
− Reusable laryngeal mask airway (LMA) are being used. The reusable LMA’s have 

limited 40 uses or one-year reprocessing limit according to manufacturer. Staff were 
unaware of the manufacturer’s recommendation, and were not monitoring the 
number of times that the LMA’s were reprocessed.

− The Scope Buddy used in the cleaning process for endoscopes was not being cleaned 
at the end of the day per manufacturer’s recommendations.
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Most Frequently Cited Clinical EP’s: Sample Observations

IC.02.02.01, EP 4 - The critical access hospital implements infection prevention and 
control activities when doing the following: Storing medical equipment, devices, and 
supplies.

− OB delivery room had a vaginal probe that was not protected from contamination.
− The airway bags that are stored in the hospital owned ambulances contain six 

laryngoscope blades of various sizes, which were not protected from 
contamination.

− During a tour of the sterile storage room, it was noted that a rack with sterile 
instruments was stored less than two inches from an external wall.  This is not 
consistent with AAMI guidelines, which the organization has adopted.

− Storing of scopes, the bronchoscopes, were observed hanging bent and the ends 
upward which did not follow manufacturer instructions for storage.
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Most Frequently Cited Environment of Care & Life Safety EP’s

Note: The Environment of Care and Life Safety Code chapters address general life safety design, building construction, and the physical environment.  

Critical Access Hospitals surveys from 01/01/2019 through 09/30/2019 (n=65)

Utilities labeled

Sprinklers as support

Utility testing

Quarterly fire drills

Penetrations

Safe environment

Ventilation system

#5 in IL

#4 in IL

Fire door hardware

Accessibility and identification of valves for piped medical gas and vacuum systems

Documentation of maintenance, testing, and inspection activities for fire safety equipment

Self/auto closing doors in existing hazardous areas
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Most Frequently Cited High Likelihood to Harm Environment of 
Care & Life Safety EP’s

Note: High Likelihood to harm is defined as harm could happen at any time and may directly lead to harm without the need for other significant circumstances or failures.  

Critical Access Hospitals surveys from 01/01/2019 through 09/30/2019 (n=65)

Ventilation system
Safe environment

Interim life safety measure policy

Grease-producing cooking devices contain exhaust system and grease removal devices without mesh filters

Appropriate labeling of hazardous materials and waste

Minimizing risk with storing, transporting, disposing, and using hazardous materials

Annual testing and inspection of fire door assemblies

High-risk equipment is inspected, tested, and maintained

Performance testing and maintenance of sterilizers 

Inspection, testing, and maintenance of high-risk utility system components

Inspection, testing, and maintenance of piped gas and vacuum systems
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1. EC.02.04.03, EP 3

2. EC.02.02.01, EP 5

3. EC.02.03.03, EP 1

4. EC.02.05.01, EP 15

5. EC.02.05.01, EP 9

6. EC.02.05.09, EP 12

7. LS.02.01.34, EP 10

8. LS.02.01.35, EP 6

9. EC.02.02.01, EP 12

10. EC.02.03.01, EP 9

Top 10 Frequently Cited Environment of Care & Life Safety 
Standards and EP’s – Illinois Critical Access Hospitals   

Ventilation system

Utilities labeled

Minimizing risk with storing, transporting, disposing, and using hazardous materials

Appropriate labeling of hazardous materials and waste

Non high-risk equipment is inspected, tested, and maintained

Quarterly fire drills, by shift, within all buildings identified as healthcare occupancy

Policy implementation for handling of all cylinders

Written fire response plan with specific roles of staff defined

Fire alarm requirements

18+ inches of space between top of storage and sprinkler deflector
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Most Frequently Cited Environment of Care & Life Safety EP’s: 
Sample Observations

EC.02.05.01, EP 9 - The critical access hospital labels utility system controls to facilitate 
partial or complete emergency shutdowns.  

−Electrical Panel 42 had a circuit breaker that was on and not labeled.
−The circuit breaker that controls the main fire alarm control panel did not 

specifically state, "FIRE ALARM CIRCUIT" as required by NFPA 72 2010 section 
10.5.5.2.2.  
−In 3 of 6 Electrical panel checks panel number did not match the index and 

numerous numbers were missing on the breakers. Additionally, the some of the 
panel breaker numbers did not match the index.
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LS.02.1.35, EP 4 - Approved automatic sprinkler systems piping is not used to support 
any other item.

− A wire was found using the sprinkler pipe as support.
− There was low voltage wiring and/or metal flex conduit lying on the fire sprinkler 

piping.
− Ceiling in front of the 2nd floor electrical closet there were cables and flexible 

conduit on the fire main.
− During ceiling inspection, conduit was observed using the sprinkler pipe for 

support, outside nursing station in acute care, 3 wires were observed using the 
sprinkler pipe as support.

Most Frequently Cited Environment of Care & Life Safety EP’s: 
Sample Observations
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EC.02.05.05, EP 6 – The critical access hospital inspects, tests, and maintains the following: Non-high-risk 
utility system components on the inventory. The completion date and the results of the activities are 
documented.  Note: Scheduled maintenance activities for non-high-risk utility systems components in an 
alternative equipment maintenance (AEM) program inventory must have a 100% completion rate. AEM
frequency is determined by the critical access hospital AEM program.

―Observed on building tour, an electrical shut off panel was blocked in Imaging X-ray. This finding was 
observed during survey activity but corrected onsite prior to the surveyor's departure.

―An open electrical Junction box was observed above the ceiling on the first floor by the nurses 
station.

―It was observed that there were combustible materials stored within 12 inches of two transformers 
in the engineering area.  It was observed that an electrical junction box was open in the liquid 
oxygen yard enclosure.

Most Frequently Cited Environment of Care & Life Safety EP’s: 
Sample Observations
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Top 10 Most Frequently Cited Clinical Elements of Performance (EPs)
Comparing General Acute Care Hospitals to Critical Access Hospitals (CAH)

Note: Clinical EPs include all chapters in the Hospital Accreditation manual except for the Environment of Care and Life Safety Code Chapters.

HLD/sterilization

Food/nutrition storage

Timed medical record entries/orders

Resuscitation 
equipment

Medical record reflects care, treatment, and services of 
patient

Bylaws/policies/rules and 
regulations

Device/supply storage

Care planning

Infection control

Safe administration of 
medications

#1 for CAH

#3 for CAH

#5 for CAH

#4 for CAH

#2 for CAH

#7 for CAH

#8 for CAH
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Quality and Safety Improvement 
Tools
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Accreditation Activities 
• Standards and survey processes
• R3 Reports
• SIG/FAQs
• Continuous Customer Engagement

Risk Reduction 
• Sentinel Event Alerts
• Sentinel event review process
• Complaint analysis
• Topic specific portals
• Case examples

Education and Publications
• Published books and journals
• Seminars/webinars/conferences

Communication
• Joint Commission Online
• Website postings and news releases
• Quick Safety Alerts/advisories

Center for Transforming Healthcare
• Targeted Solutions Tools
• Center projects

Performance Measurement
• Pioneers in Quality™ portal
• Quality Check

Advocacy 
• Washington, D.C. office
• Speak Up™ Campaigns

Collaboration with Professional Organizations
• Advisory Groups 
• Expert Panels

Methods to Address Quality and Patient Safety Issues
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Educational Resources

Evidence-based resource 
portals: 

− Infection Prevention and 
Control

− Workplace Violence 
Prevention

− Suicide Prevention

− Physical Environment

− Emergency Management 

− Transitions of Care
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Addressing Patient Safety Issues – Behavioral Health/Inpatient Suicide
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Addressing Patient Safety Issues – Behavioral Health/Inpatient Suicide
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Addressing Patient Safety Issues – Behavioral Health/Inpatient Suicide 
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Quality and Patient Safety Solutions Tools

− Proven, highly effective improvement 
tools for persistent quality and safety 
issues: 

• Hand Hygiene 

• Safe Surgery

• Hand-Off Communications

• Preventing Falls

• Sepsis

− Provides evidence-based solutions unique 
to your organization
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Quality and Safety Solutions
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HAC The Joint Commission: Key Resources for Prevention Cost per Occurrence*

CLABSI • Infection Prevention & Control Portal
• CLABSI Toolkit and Monograph on Website
• National Patient Safety Goal (NPSG) #7 and Specific NPSG on CAUTI
• Standards on Infection Control & Prevention
• Performance Measures on Pneumonia
• Targeted Solutions Tool on Hand Hygiene

$48,000 per CLABSI

CAUTI $13,000 per CAUTI

Ventilator Associated Pneumonia $47,000  per VAP

Surgical Site Infections

• Surgical Site Infection (SSI) Implementation Guide
• Infection Prevention & Control Portal
• Performance Measures on SCIP
• Colorectal SSI Project on Center for Transforming Healthcare Website

$28,000 per SSI

Pressure Ulcers • NPSG on Pressure Ulcers
• Pressure Ulcers/Injuries Project on Center for Transforming Healthcare Website $14,000 per pressure ulcer

Injuries from Falls • Targeted Solutions Tool on Preventing Falls with Injury $6,700 per fall with injury

Venous Thromboembolism
• Performance Measures on VTE
• NPSG #3 – Improve the Safety of Using Medications
• Center Project on VTE Prevention

$17,000 per VTE

Adverse Drug Events
• Medication Management Standards
• NPSG #3 – Improve the Safety of Using Medications
• Sentinel Event & Quick Safety Alerts

$5,700 per ADE

Preventable Readmissions

• Performance Measures on CHF
• Standards on Discharge Planning and Care Coordination
• Integrated Care Coordination
• NPSG #2 – Effective Communication Among Caregivers
• Transitions of Care Portal and White Papers
• Center Project on CHF Readmissions
• Targeted Solutions Tool on Handoff Communications

$14,000 per readmission

*Source: AHRQ 2017

Resources to Aid in Prevention of Hospital-Acquired Conditions
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Transforming Healthcare Into A Highly Reliable Industry
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High Reliability Assessment and Resources

‒ Self-assessment tool for hospitals

‒ Gauges an organization’s 
maturity level (beginning, 
developing, advancing, 
approaching) towards high 
reliability 

‒ Contains a resource Library with 
educational resources and 
change management strategies 
to assist organizations on high 
reliability journey
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High Reliability Assessment Tool Components
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Appendix
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SAFER Matrix – Operational Definitions
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SAFER Matrix – Operational Definitions
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Preventative Resources for Emerging Healthcare Issues
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Preventative Resources for Emerging Healthcare Issues
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Resources for Emerging Healthcare Issues
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Resources for Emerging Healthcare Issues
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Standards Compliance Resources
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Safety Culture Resources



Chad Larson
clarson@jointcommission.org

Join the conversation on our LinkedIn, Twitter, and Facebook pages

mailto:clarson@jointcommission.org
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