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Introductions

O CARP Team

CAPT Brian Hroch, MPH, CIH, CSP, REHS Industrial Hygiene and Safety Manager
* Vanessa Vicenti, MT Area Laboratory Consultant
* Olowafi de Herrera, RN, BSN Public Health Nurse Consultant and Acting-Area Nurse Consultant
* Jennifer Nafiez Behavioral Health Consultant
* Alleyne Toya Health Systems Specialist
*  CAPT (ret) Tom Plummer, PE Director, Division of Health Facilities
e CAPT Wil Darwin ABQ Area Clinical Application Informaticist
* Jeanette Garcia Credentialing Consultant

O Supporters and Contributors

* Leonard Thomas, MD Albuquerque Area Director

* Sandra Winfrey Executive Officer

* Russel Pederson Regional OEHE Director

*  Debra Grabowski Director, DEHS

* Betty Namingha Santa Fe SU QA Manager Rt QEALTE

e LT Helen Chavez Mescalero SU Lab Director 30 § %‘a
*  CAPT (ret) Greg Powers Mescalero SU QA Manager S (C % z@'
*  CAPT Rebecca Grizzle Zuni SU QA Manager 6%,?:3 ‘&‘98- 1‘3"";

e CAPT Jeff Salvon-Harman, MD Headquarters, Office of the Director






What is CARP?

CARP is the Albuquerque Area’s proactive approach at ensuring continuous accreditation readiness
and preparedness among all of its Service Unit healthcare facilities.

The C’s have it:

Comprehensive Continuous
Collaborative Communication focused
Competency based Culture

100% accreditation success rate among all ABQ Area healthcare facilities during the 2015-2016
accreditation survey cycle. Never-ending preparations for the 2018-2019 accreditation survey cycle

_
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Area Goveming Body

Description

Consists of Area Leadership and Senvice Unit CEOQ's

Survey Year [2016)

1st Year (2017)

2nd Year (2018)

3rd Year (2019)

gm

Quarterly
[Surveys [TIC, AAAHC, CARF, etc.)
Official Accreditation Surveys (TJC, D muitiple SURVEYS OCCUMING the Area
ABAHC, CARF) (Biennial Laboratory Accreditation surveys are not specifically represented Triennial Area-Wide Accreditation Surveys Area-Wide Accreditation Surveys
hese)
Official Laboratory Accreditation Surveys Represents mulfiple Laboratory accreditaion surveys occurring froughout sinial Area-Wide I.dmr.ltuy Area-Wide Lahm'
en . e
(CAP, COLA) the Area Accreditation Surveys Accreditation Surveys
Comective Actions from Accreditation Az a result of the Official Accreditation survey, Evidence of Standande. Accreditation Survey's Corrective Actions itati - .
Survey Compgi address defici and comective acions and riennial | immesiate cas o Tics 60 sey Escrm —— Accreditation Survey's Corrective Actions
Performance Improvement measures. May range from immediate - . . = - .
ions o lengthisr faciity cagtal e Facility Capital Improvement Projects Facility Capital Improvement Projects
Area Mock Surveys Represents mulfiple mock surveys occurring throughout Area. Target is at
Jeast 12 mes befors oficial aceretation survey. Replicates official Trisnrial e T S Area-Wide Mock Surveys
surveys. Includes "Mock Survey Guide” & Tracers Surveys Improvement Committee Do e )
Meock Survey Comrective Actions Corrective Actions o b= based upon Mock Survey "Punchiist”. The
*Punchiist” is to be provided to Servics Unit at end of Area Mock Survey, Folqws Area Mock Corrective Actions Follow-up Tracking
with official mock survey report o follow i
Committees
Area Quality Improvement Committee Consists of Area and Service Unit staff
Quarterly
Area Institutional Environmental Consists of Area and Service Unit staff
Health/Environment of Care (ECC) Quarterly
Committes
Area Infection Prevention Committee Consists of Area and Service Unit staff
Quarterly
Competencies for Infection In addtion to the Infection Prevention Program "Dashboard”,
Preventionist and Sterilization Techs Competencies were developed for the Infection PrevenBionist [ RN I (Y (Y Y I > I N > 5] 4 N Y Y 5| Y | 5| sl Y Y
C ies for Techsarein
Mesti
Governing Body Meetings and Reporting Service Unit Dachboards are sooesd and presented to Goveming Body.
Inchudes GPRA reporting. and fhe Area's Strategic Plan Quarterly
Area Operational Meetings/ These reviews/mesfings are performed by the Area Office Leaderchip and Each Year's 2nd and
Reviews of Senvice Units focus on the Service Urit performance with Leadsrship, Quaitty and et
Finance
Area Medical Equipment Goveming Body Coneists of Area and Service Unit staff
Quarterly
Area Laboratory Supervisor Meetings Consists of Area and Servics Unit staff, Peer laboratory reviews,
Compliance Reviews, Quartesly

ormal Accreditaticn Trainings, including
webinars and updates

Frequency and topic depend upon identified needs of Area. May consist of
formial classroom style trainings andior webinars

Triennizl to Annual

Formal
Training

Formal
Training

Formal
Training

Founds

Senice Unit Dashboards Maintained for Service Unit Planning and Area Cffice Reporting.
Dashboards results are "scored” and reported on Scorecards to the Area Quarterly
Governing Body
Area On-site Consultative Support (OEHE, Monthiy & Cngoing support provided to the Senvce Units from the Area
Credentialing, Laboratory, etc.) Office. Inciudes On-Demand technical support as site visits/phone consults c':ﬂ"t'l‘r“m
and participation at SU's monthly program meetings
Service Unit Process Reviews & At the direction of the Area Director and Area Office, Service Unit SMEs
Asgistance from Service Unit SME's perform process reviews of fellow Service: Units, which includes practices: C —| || 3| 3| > 3| —| 3 —» > 3| | —] 3 — —|— 3 3| —>| 3| = = —| = —={—|
and may include standardzation
Service U
Seqvice Unit Preparedness Service Uinit program management, monitoring, planning and inifatves ars
imgerative to Accreditaion Comeliance, Quality and Safety c > —3| 3| — 3| —|—|—= 3| — 3| — > > 3| —| 3 — > > —3 3 —3| > — ||| 3 —3| > —3| >
Intracycle Monitoring Inciudes Focused Standards Assesement (FSA)
e 3 3 5 3 » 3 3 3 » 3| » 5 » » » 5] » 5 3] » 3] 3 5 3 3 | —] 3 3 3 3 »
‘WebCident, Patient/EQC/IC Tracers, Risk Ongoing processes and activities to assess and monitor conditions for
its, Electroni it quakity and emvironment of care © N Y 3| 3| —s|—3] 3| —3 33 3 3 5[—s 3 —3 N 3| —3| N 3| —3 | —s|— N 3| —3| 3
Conditions (eS0C)
SU Programs and Meetings- Monthiy/Quarterly meetings for SU Implementation of Area's Strategic Plan,
QAPIPDSA/GPRAS Infection QAPI, GPRA, Infection Prevenfion, EoC, PDSA, "AAAHC 1-Step”, Monthly
Prevention/EQC Improving Patient Care Home Model
Management Plan Evaluations & Policy Arnual Evaluations of Managements Plans
Reviews/Revigions Annual
Envi Rounds Biannually for Patient Cars Areas, Annually for Mon-Pafient Care Areas.
Inciudes Infechion Control, Emvronment of Care, Life Safety, Emergency Bi-annual
Comective Actions from Environmental Vanous options for i exist which may be performed
Rounds i or may be p in conp with Emvi Bi-annual varies




How it works

Action/Activity,
Description,
and

Frequency

v.2015-04-23

Albuquerque Area's Continuous Accreditation Readiness Program

1117 printout recommendsd

Survey Year (2016)

1st Year (2017)

2nd Year (2018]

3rd Year [2019)
3rd

icial Laboratory Accreditation Sur

ratory accreditaion surveys occuring throughout

Area Operational Mestngs!
Reviews of Service Units

Thes reviewsimeetings are perfommed by the Area Office Leadersnip and
focus on the Senvice Unit performance with Leadership, Quality and

arrs.
Finance
Area Medical Equipment Goveming Body Consiats of Area and Senvice Unit siaf.
Quarterly
Area Laboratory Supervisor Mestings Consisls of Area and Senvice Unit siat, Peer aboralory reviews,
Comgliance Reviews, Quarterly

‘Comective Actions iitation Az a result of the Offical Accreditation survey, Evidence of Standards. Accreditation Survey's Corrective Actions itati = i
Survey Complianos address deficiencies and demonctrate corective actions and Triennial i | | | e e
Performancs Improvement measures. May range from immediate ™ " " | | ‘ ‘ Facil . 5
fon 10 lengiher aciity capial st Facility Capital Improvement Projects | ’ ‘ . acllltycapnnl Improvement Projects
Represents mulfiple mock surveys oocurring throughout Area. Target is at
et 12 moe before official aocreditafion survey. Replicates offcial rriennial Area-Wide Mock Surveys ‘ ‘ | ‘
surveys. Includes "Mock Survey Guide” & Tracers Suieys e e h |
Mock Survey Corrective Actions Corrective Actions to be based upon Mock Survey "Punchiist”. The Follows.
“Punchiist” is to be provided to Servios Unit at end of Area Mock Survey, m“'“‘“"“‘ Corrective Actions Follow-up Tracking
with official mock suniey report to follow s
[Area Quality Improvement Committee Consists of Area and Senvice Unit staff
Quarterly
Arza Institutional Environmental Congists of Area and Service Unit ctaff
HealthvEnvironment of Care (EQC) Quarterly
Committee:
Area Infection Prevention Committes Congists of Area and Service Unit ctaff
Quarterly
‘Competencies for Infection In adkition to the Infection Prevention Program "Dashboard”,
Preventionist and Sterilization Techs Competencies were developed for the Infection Prevenfionict. continuous.
G for Steilization Teche are in
[Preetings
Governing Body Mesfings and Reporting Service Unit Dasvboards are soored and presentzd o Governing Body_
Inchudes GPRA reporting, and the Area's Strategic Plan Quarterly

Resources.
Formal Accreditalion Trainings, including
'webinars and updates

Frequency and topic depend upon identified needs of Area. May consist of
formal ciassroom ety Irainings andior wekinars

Triennial to annual

Training

Service Unit
Senvice Unit Preparedness

and may include standardization

Service Unit program management_ monitoring, planring and inifiatves are
imperative to Accreditation Compdiance, Quality and Safety

Service Unil Dashboards Waintaned for Servioe Uni Planming and Area Ofce Reporing.
Dashboards results are "scored” and reported on Scorecarde to the Area Quarterly
Gowerning Body
Area On-site Consuliative Support (OEHE, Montrly & Cngoing sugport provided to the Service Units from he Arsa
Credentialing, Laboratory, etc.) Office. Inchudes On-Demand technical support as site visits/phone consults. c:l‘:'"":;‘;
ficipation at SU's monthly program meetings
Service Unit Process Reviews & Atthe dirscfion of the Area Director and Area Office, Service Unit SMEs
Assistance from Service Unit SME's pesiom process reviews of fellow Service Units, which inchudes practices continuous

Training

4 Year scope
broken down
by Quarters
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Action/ Activil T=r [ Survey Year [2016] | st Year [2017] 2nd Year [2018] 3rd Year [23313)

Congists of Area Leadership and Service Unit CEQ's
Quarterly
[Surveys [TIC, AAAC, CARF, stc]
(Official Accreditation Surveys (TJC, Represents multiple accreditation surveys occuming throughout the Area
AAAHC, CARF) (Bienrial Laboratory Accresitation surveys are not specifically represented Trienil
here)
(Official Laboratory Accreditation Surveys Represents mulfiple Laboeatory accreditaion surveys occuring throughout o
(CAP, COLA) the Area Biennial
gzl:;hve Actions from Accreditation Asa n?:‘!:ﬂh Olﬁmrt?: Surey, Evdermdsmd_anka"d . Accreditation &Jm@y‘smrrﬂcﬁve Actions Accreditation Survey's Corrective Actions
Performancs Improvement measures. May range from immediate ™ " " - . 5
. fon 10 lengiher aciity capial st Facility Capital Improvement Projects Facility Capital Improvement Projects
Area Mock Surveys Represents mulfiple mock surveys oocurring throughout Area. Target is at
Area-WIde Jeast 12 moe before official accreditalion survey. Replicate official Triennial Area-Wide Mock Surveys
surveys. Includes "Mock Survey Guide” & Tracers Suieys e e
Mock Survey Corrective Actions Corrective Actions to be based upon Mock Survey "Punchiist”. The Follows Area
. L “Punchiist” is to be provided to Servios Unit at end of Area Mock Survey, g Corrective Actions Follow-up Tracking
activities rely e -
[Area Quality Improvement Committee Consists of Area and Senvice Unit staff
h Quarterly
O n t e Arza Institutional Environmental Congists of Area and Service Unit ctaff
HealthvEnvironment of Care (EQC) Quarterly
. Committee:
fou ndatlon Of Area Infection Prevention Committes Congists of Area and Service Unit ctaff
Quarterly
. . ‘Competencies for Infection In adkition to the Infection Prevention Program "Dashboard”,
Preventionist and Sterilization Techs Competencies were developed for the Infection Prevenfionict. continuous.
ervice Uni et
=
Governing Body Mesfings and Reporting Service Unit Dasvboards are soored and presentzd o Governing Body_
t' 't' Inchudes GPRA reporting, and the Area's Strategic Plan Quarterly
ac lVI Ies Area Operaional Meetings/ Thes reviewsimeetings are perfommed by the Area Office Leadersnip and
Reviews of Senvice Units focus on the Senvice Urit performance with Leackrship, Cuality and e e dand
Finance
Area Medical Equipment Goveming Body Consiats of Area and Senvice Unit siaf.
Quarterly
Area Laboratory Supervisor Mestings Consisls of Area and Senvice Unit siat, Peer aboralory reviews,
Comgliance Reviews, Quarterly
Resources.
Formal Accreditafion Trainings, including Frequancy and topic depend upon identified needs of Area. May consist of
webinars and updates formal ciassroom stybe trainings andlor webinare. Triennial to annual . -
Training Training
Senvice Unit Dashboards Maintained for Service Unit Planning and Area Office Reporting.
Dashboards results are "scored” and reported on Scorecarde to the Area Quarterly
Goveming Body
Area On-site Consuliative Support (OEHE, Montrly & Cngoing sugport provided to the Service Units from he Arsa
Credentialing, Laboratory, etc.) Office. Inchudes On-Demand technical support as site visits/phone consults. a":l":i'u"’"
ficipation at SU's monthly program meetings nous
Service Unit Process Reviews & Atthe dirscfion of the Area Director and Area Office, Service Unit SMEs
Assistance from Service Unit SME's perform process reviews of fellow Servicz Units, which includes practices. continuous
and may include standardzation

Service Unit
Senvice Unit Preparedness Service Uinit program management, monitoring, planring and inifiatves are
imperative to Accreditation Compdiance, Quality and Safety
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Oversight
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Area’s
Governing
Body
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Description

Congists of Area Leadership and Service Unit CEQ's

[ Survey Year [2016] |

3rd Year [2019] |

st Year (2017) | 2nd Year (2018)
[ istaw_J 2edow | sdou ] _ahov | istow | 2edov | sdow | show | istow | 2ndow | sdow ] ahow

stou_|_zndow ] sdou_|_athow

|Surveys (TIC, AAAHC, CARF, etc.)
(Official Accreditation Surveys (TJC,
)

Represents multiple accreditation surveys occuming throughout the Area

AAAHC, CARF (Bienrial Laboratory Accresitation surveys are not specifically represented Trienil
here)
(Official Laboratory Accreditation Surveys Represents mulfiple Laboeatory accreditaion surveys occuring throughout B
(CAP, COLA) the Area Biennial
Comective Actions from Accreditation s a resull of the Official Accreditation survey, Evidence of Siandands ‘Accreditation Survey's Corrective Actions - - 3
Survey Compliance address deficiencies anﬂdeﬂmmatecmechvemaﬂd Triennial g Accreditation Survey’s Corrective Actions
Performancs Improvement messures May rangs from immesiate ™ " " - . 5
comections to lsnathier faclity captal i Eroject Facility Capital Improvement Projects Facility Capital Improvement Projects
‘Area Mock Surveys Represents mulfiple mock surveys oocurming throughout Area. Target is at
et 12 moe before official aocreditafion survey. Replicates offcial rriennial Area-Wide Mock Surveys
surveys. Includes "Mock Survey Guide” & Tracers Surveys e e
Mock Survey Corrective Actions Corrective Actions to be based upon Mock Survey "Punchiist”. The Follows.
“Punchiist” is o be provided to Service Unit at end of Area Mock Survey, w“'“‘“““‘ Corrective Actions Follow-up Tracking
with official mock suniey report to folow s
[Area Quality Improvement Committee Consists of Area and Senvice Unit staff
Arza Institutional Environmental Congists of Area and Service Unit ctaff
HealthvEnvironment of Care (EQC)
Committee
Area Infection Prevention Committes Congists of Area and Service Unit ctaff

‘Competencies for Infection
Preventionist and Sterilization Techs

In adkdifion to the Infection Prevention Program "Dashboard”,
mmmmmnm Infection Preventonist
for Steilization Teche are in

[Meetings
Governing Body Meetings and Reparting

Service Unit Dasvboards are soored and presentzd o Governing Body_
Inchudes GPRA reporting, and the Area's Strategic Plan

Area Operational Mestngs!

Reviews of Service Units

Thes reviewsimeetings are perfommed by the Area Office Leadersnip and
focus on the Senvice Unit performance with Leadership, Quality and
Finance

Area Medical Equipment Goverming Body

Consists of Area and Senvice Unit staff.

Area Laboratory Supervisor Meetings

Consists of Area and Senvice Unil siaff, Peer laboralory reviews,
Compliance Reviews,

Formal Accreditalion Trainings, including
'webinars and updates

Frequency and topic depend upon identified needs of Area. May consist of
formal classtoom styis Irainings andior webinars

Triennial to annual

Training

cqer\u((-: Unit

and may include standardzation

Service Unit program management, monitoring, planring and iniiates are
imperative to Accreditation Comlance, Quality and Safety

Service Unil Dashboards Waintaned for Servioe Uni Planming and Area Ofce Reporing.
Dashboards results are "scored” and reported on Scorecarde to the Area Quarterly
Gowerning Body
Area On-site Consuliative Support (OEHE, Montrly & Cngoing sugport provided to the Service Units from he Arsa
Credentialing, Laboratory, etc.) Office. Inchudes On-Demand technical support as site visits/phone consults. ;ﬂ“::‘::“;
ficipation at SU's monthly program meetings
Service Unit Process Reviews & At the direction of the Area Director and Area Office, Service Unit SME's
Assistance from Service Unit SME's perform process reviews of fellow Service Units, which includes practioss. Continuous.
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Action/ Activil T=r [ Survey Year [2016] | st Year [2017] 2nd Year [2018] 3rd Year [23313)

Congists of Area Leadership and Service Unit CEQ's
Quarterly
[Surveys [TIC, AAAC, CARF, stc]
(Official Accreditation Surveys (TJC, Represents multiple accreditation surveys occuming throughout the Area
AAAHC, CARF) (Bienrial Laboratory Accresitation surveys are not specifically represented Trienil
here)
(Official Laboratory Accreditation Surveys Represents mulfiple Laboeatory accreditaion surveys occuring throughout o
(CAP, COLA) the Area Biennial
Comective Actions from Accreditation As a result of the Official Accreditation survey, Evidence of Standards: Accreditation Survey's Corrective Actions litati - o
Survey Compliance address deficiencies and demonstrate corrective actions and Triennial g Accreditation Survey’s Corrective Actions
Performancs Improvement messures May rangs from immesiate ™ " " - . 5
fon 1o lengiher aciity capial st Facility Capital Improvement Projects Facility Capital Improvement Projects
‘Area Mock Surveys Represents mulfiple mock surveys oocurming throughout Area. Target is at
et 12 moe before official aocreditafion survey. Replicates offcial rriennial Area-Wide Mock Surveys
surveys. Includes "Mock Survey Guide” & Tracers Surveys e e
Mock Survey Corrective Actions Corrective Actions to be based upon Mock Survey "Punchiist”. The Follows Area
“Punchiist” is o be provided to Service Unit at end of Area Mock Survey, p Mock Corrective Actions Follow-up Tracking
with official mock suniey report to folow s
.
Cate Orlzed Area Quality Improvement Committee Congists of Area and Service Unit siaft
Quarterly
. Area Institutional Environmental Consists of Area and Service Unit staff
n t O HealthVEnvironment of Care (EOC) Quarterly
I ) ‘Committee
Area Infection Prevention Committee Congists of Area and Service Unit staff
. Quarterly
COI I l I I llttees, Competencies for Infection In aition to the Infection Prevention Program "Dashboard”,
Preventionist and Sterilization Techs Competencies were developed for the Infection Prevenfionict. continuous.
. G for Steilization Teche are in
[Metings
ee In S a n Governing Body Mestings and Reporting Service Unit Dasvboards are soored and presentzd o Governing Body_
Vi Inchudes GPRA reporting, and the Area's Strategic Plan Quarterly
Area Operational Meetings/ These reviewsimeetings are perionmed by the Area Ofice Leadership and
esou rces Reviews of Service Units focus on the Senice Unit performance with Leadership, Cuality and mf;;;‘“""
Financs
Area Medical Equipment Goveming Body Consists of Area and Senvice Unil siafi
Quarterly
Area Laboratory Supervisor Mestings Consists of Area and Senvice Unil eiafi, Peer laboralory reviews,
Comgliance Reviews, Quarterly
Formal Accrediafion Trainings, including Frequency and topic depend upon identified nezds of Area. May consist of
webinars and updates formal ciassroom style frainings andior webinars. Triennial to annual - L
Training Training
Service Unit Dashboards Maintained for Service Unit Planning and Area Office Reporfing.
Dashboards results are "scored” and reported on Scorecarde to the Area Quarterly
Governing Body
Area On-site Consullative Support (OEHE. Monihly & Crigoing support provided i the Service Units from the Area
Credentialing, Laboratory, etc.) Office. Inchudes On-Demand technical support as site visits/phone consults. ;ﬂ“g“"’"
ficipation at SL's monthly program meetings nuous
Service Unit Process Reviews & At the direction of the Area Director and Area Office, Service Unit SME's
Assistance from Service Unit SME's perform process reviews of fellow Servicz Units, which includes practices Continuous
and may include standardzation

Service Unit
Senvice Unit Preparedness

Service Unit program management, monitoring, planring and iniiates are
imperative to Accresiitafion Complance, Quality and Safety
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Action/Activity Description Frequency [ Survey Year [2016] [ 1st Year [2017) [ 2nd Year [2018) 3rd Year [2019)
Area Goveming Body Consists of Area Leadership and Service Unit CEC's
Quarterly
[Surveys [TIC, AAAHC, CARF, £lc.)
Official Accreditation Surveys (TJC, Reprezents multiple accreditation surveys occuming throughout the Area
AAAHC, CARF) (Biennial Laboratory Accreditation surveys are not specifically represented Triennial Area-Wide Accreditation Surveys Area-Wide Accreditation Surveys
hesze)
Official Laboratory Accreditation Surveys Represents multiple Laboratory accreditaion surveys ocourring throughout [ Area-Wide lﬂllﬂﬁitﬂ"l Area-Wide m‘v
(CAP, COLA) the Ara " Accreditation Surveys Accreditation Surveys
Comective Actions from Accreditation Az a result of the Offical Accreditation survey, Evidence of Standards Accraditation Survey's Corrective A[:tig)ns - - -
Survey Compliance address deficiencies and demonstrate corective aclions and N C47's t0TICs 60 day ESC2-Evi Accreditation Survey's Corrective Actions
Performance: Improvement measures. May range from immediate Triennial R — B R
[kt Facility Capital Improvement Projects Facility Capital Improvement Projects
Area Mock Surveys Represents mulfiple mock surveys occurring throughout Area. Target is at
lezst 12 mos before offcial accrediation survey. Reglicates official Triennial it e L Area-Wide Mock Surveys
accreditation surveys. Indudes "Mock Survey Guide” & Tracers Surveys Improvement Committee T
Mock Survey Corrective Actions Corrective Acticns to be based upon Mock Survey "Punchiist”. The Follows Ar
"Punchiist” i o be provided to Service Unit at end of Area Mock Survey, gy == Mack Corrective Actions Follow-up Tracking
with official mock survey report to folow e

Official Accreditation Surveys
O Representation of multiple accreditation surveys occurring throughout the Area for a four year period.
* Health Care Facilities are on a 3 year accreditation cycle
e Laboratories are on a 2 year accreditation cycle

0 Corrective Actions are addressed:
 Immediately to 60 days
e Facility Capital Improvements may require greater time

L SERVICES
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Action/Activity Description Frequency [ Survey Year [2016]) [ 1st Year (2017) [ 2nd Year [2018) 3rd Year [2019)
Area Goveming Body Consists of Area Leadership and Service Unit CEC's
Quarterly
[Surveys [TIC, AAAHC, CARF, etc]
Official Accreditation Surveys (TJC, Reprezents multiple accreditation surveys occuming throughout the Area
AARHC, CARF) (Biennial Laboratory Accreditation surveys are not epecifically represented Triennial Area-Wide Accreditation Surveys Area-Wide Accreditation Surveys
hesze)
Official Laboratory Accreditation Surveys Represents multiple Laboratory accreditaion surveys ocourring throughout o Area-Wide lm? Area-Wide um
(CAP. COLA) the Area Biennial Accreditation Surveys Accreditation Surveys
Comrective Actions from Accreditation As 2 regult of the Official Accreditation survey, Evidence of Standards Accreditation Survey's Corrective A[:tmns it ;i ;
Survey Comgliance address deficiencies and demonstrate corective actions and — C47's £ TICs 60 day ESC2-E4i WEEEITE I e ETEs i s e
PTG I Cvet e Tieas Gl es Wiy Tange o et - o B =
ion 1o enathierfaci i iocte Facility Capital Improvement Projects | | | | | | | | | | | Facility Capital Improvemant Projects
Area Mock Surveys Reprezents multiple mock surveys occurring throughout Area. Target is at
least 12 mos before: oficial accrediation survey. Replicates oficial Triennial TR TS LR D AT Area-Wide Mock Surveys
accreditation surveys. Indudes "Mock Survey Guide” & Tracers Surveys Improvement Committee T
Mock Survey Corrective Actions Corrective Acticns to be based upon Mock Survey "Punchiist”. The Follows Ar
"Punchiist” i o be provided to Service Unit at end of Area Mock Survey, gy == Mack Corrective Actions Follow-up Tracking
with official mock survey report to folow ey

Area Mock Surveys
O Representation of recurring mock surveys throughout the Area over the accreditation cycle.

0 Seeks to replicate official accreditation surveys and includes a “Mock Survey Guide” and Tracers
* Previous target was at least 12 months before the (anticipated) official accreditation survey.
e After comments through the “Mock Survey Process, Development and Improvement Committee” we revised
the target to at least 18 months before the anticipated accreditation survey.
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. .. . | Survey Year (2016) | 1st Year (2017) | 2nd Year (2018} 3rd Year (2019)
.Acllbﬂfm LEITIT IR Lst Oitr 2nd Qtr 3rd Qikr Ath Qr 1st Otr Znd Qtr Jrd Qer Azh Gitr L=t Oitr 2nd Otr 3rd Oikr Ath Qer 1st Qtr Znd Otr Frd Qfr
Service Unit
Service Unit Preparedness Service Unit program management, monitoing, planning and initiatves are
impesative to Accreditation Compliance, Cuality and Safety Continuous
Intracycle Monitoring Includes Focused Standards Assessment (FSA)
Continuous
WebCident, Patient'EQC/IC Tracers, Risk (Ongoing processes and activiies to assess and monitor conditions for
Assessments, Electronic Statement of quality and srvironment of care Continuous:
Conditions (e30C)
SU Programs and Meetings- Mondhly/Cuartery meetings for SU Implementation of Area's Strategic Plan,
QAPIPDSAIGPRAS Infection QAP|, GPRA, Infection Prevention, EoC, PDSA, "AMAHC 10-Step”, Manthly
Prevention/EQC Improving Pabient Care Home Model
Management Plan Evaluations & Policy Annual Evaluations of Managements Plans
Reviews/Revisions Annual
Envircnmental Rounds Biarnually for Patient Care Areas, Annualy for Non-Pafient Care Areas.
Includes Infection Control, Ervicoament of Care, Life Safety, Emergency Bi-Anmual
Management
Cormrective Actions from Environmental Various options for implementation exist which may be performed
Rounds independently or may be performed in conjunciion with Environmental Bi-Annual Varizs
Rounds.

Service Units
O Service Unit program management, monitoring, planning and initiatives are imperative to Accreditation
Compliance, Quality and Safety.
e Joint Commission’s Intracycle Monitoring, including Focused Standards Assessment (FSA)
* WebCident, Patient/EOC/IC Tracers, Risk Assessments, Electronic Statement of Conditions (eSOC)
e SU Programs and Meetings-QAPI/PDSA/GPRA/ Infection Prevention/EOC
e Management Plan Evaluations & Policy Reviews/Revisions ssRvices

: : : &
* Environmental Rounds and Corrective Actions _/¢~ f%%
"'J&mn &&S \Q‘;:




Albuquerque Area’s Governing Body
Environment of Care Dashboard and Scorecard

CAPT Richard Turner!, CAPT Brian Hroch?, CDR Gary Carter?, Mr. Spencer Weaver3, Ms. Ann Buchanan*

1Environmental Health Support Center; Albuquerque Area Office; 3Acoma Canoncito Laguna Service Unit; *Mescalero Service Unit

Introduction Methods
The Albuquerque Area developed a Dashboard and Scorecard for monitoring and reporting the status [ After developing the EOC Dashboard and Scorecard templates, pilot testing was performed with two of the Area’s
of the Area’s Health Care Facilities (HCF’s) for compliance and proper management of the Hospitals (Acoma Canoncito Laguna (ACL) and Mescalero). After this testing, this process was implemented Area-wide

Environment of Care’s Safety Management, Life Safety and Emergency Management programs. The | for the first Governing Body meeting of 2016. This process is as follows: 1) The Service Unit staff will complete and

status of thiseEprggrams are :r(':t'cal fo;:;) el pat'en'f" staff a?nhd vmto;s 2).mon|tdor|ng ?nd update the individual EOC Dashboards and return to the IEH program. 2) The IEH program will then review, analyze,

|mpr9vmgt e Environment of Care and 3) maintaining compliance wit acere |t.at|on S gtory summarize and score (Green, Yellow, Red) the updated Dashboards and enter into the Area-wide EOC Scorecard. 3)

requirements. These management tools were developed through a multi-disciplinary process with Th Its will b ided to the Area’s G ine Bodv. 4) The G ine Bodv will add ; th

staff from the Area Office Leadership, OEHE and the Service Unit Health Care Facilities. e.S(.a resju ?WI . .e provided to the Area’s Governing Body. 4) The Governing Body will address n(? ewor v
deficiencies identified from EOC Dashboard 5) The EOC Dashboard should also be used by the Service Unit’s Safety and

Facility Management staff for planning and monitoring EOC activities.

S Results
This reporting process was successfully utilized for the Area’s first Governing Body meeting of 2016. This allowed the
Governing Body members, OEHE and IEH staff to review the Area-wide EOC Scorecard, a summarized status of the

Area’s health care facility EOC programs. Additionally, health care facilities have also reported their satisfaction with
the EOC Dashboard and have voluntarily begun using it as a planning and tracking tool.
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Discussion

1 With the numerous participants, components and requirements for managing an EOC program, the Dashboard and
Scorecard, provide a structured approach to planning, documenting and reporting these numerous activities. These
management tools allow for local program management and planning. At the Area level, it also assists with
accreditation compliance and preparation. Additionally, it allows for proper prioritization and focus of support to the
Service Unit healthcare facilities.

FACILITY

Conclusions/Recommendations

Recommendations for additional actions, include: 1) continuing the use of
the EOC Dashboard/Scorecard by the Area’s Governing Body 2) advocating
for the health care facilities to use the Dashboard as a management tool 3)
refining and improving the Dashboard with suggestions for improvement
from the health care facilities 4) sharing this process as a resource with
other Area’s and through the IHS Quality Consortium.
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CARP’s Critical Components

O Support
* Leadership

* Service Unit

0 Commitment
* Quality of Care
e Continual improvement

O Involvement
* Integral aspect to CARP

0O Communication

* Fundamental bases for the success of CARP s, <SALTy
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CARP’s Fundamentals

0 Continually evolving and improving over
time

O Maintains the focus on continual
improvement and proactive approaches

O Establishes a working relationship between
Area and Service Units

* Team-based approach

O Provides structure and guidance to assist
with the high turnover rate often seen
within our sites.




CARP’s Challenges

O Personnel

O Resources

O Time
e Coordinating/scheduling

O Prioritization and Focus




The IHS Quality Framework

Goals

* |Improve Health Outcomes for Patients Receiving Care
* Provide a Care Delivery Service All Patients Trust

Priorities
1. Strengthen Organizational Capacity to Improve Quality of Care & Systems
Meet & Maintain Accreditation for IHS Direct Service Facilities
Align Service Delivery Processes to Improve Patient Experience
Ensure Patient Safety
Improve Processes & Strengthen Communications for Early Identification of Risks
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subject matter of complaints and patient harm reports, they are unlikely to
provide hospital staff with the breadth of information needed to identifv
and diagnose
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GAO
Highlights

Highlights of GAC-17-181, a repart to
congressional requesters

Why GAO Did This Study

IHS is charged with providing health
care to American Indian/Alaska Native
(Al/AN) people who are members or
descendants of SE7 tribes. AVAN
people born today have a life
expectancy that is 4 4 years lower than
all races in the United States, and they
continue to die at higher rates than
other Americans from preventable
causes. Concemns about the quality of
care provided to AANS in IHS facilities
have been identified recently by federal
officials and tribal members. GAO was
asked to review how |HS oversees the
(quality of care provided in its facilifies.

This report examines IHS's oversight
of the quality of care provided in its
federally cperated facilities. GAQ
reviewed policies and guidance related

INDIAN HEALTH SERVICE

Actions Needed to Improve Oversight of
Quality of Care

What GAO Found

The Indian Health Service’s (IHS) oversight of the quality of care provided in its
federally operated facilities has been limited and inconsistent. While some
oversight functions are performed at the headquarters level, the agency has
delegated primary responsibility for the oversight of care to nine area offices.
Area officials stated that the oversight they provide has included, for example,
holding periodic meetings with facility staff, reviewing available quality

1ce data and reviewing adverse events. However, GAO found that this
oversight was limited and inconsistent across IHS facilities, due in part to a lack
of agency-wide quality of care standards. Specifically, GAQ found:

« variafion in the frequency of govermning board meetings and the extent to
which quality was a standing agenda item at these meetings;

» limited and inconsistent reporting of quality data across IHS areas and
facilities; and
« inconsistent reporting of adverse events at federally operated facilities.

These inconsistencies are also exacerbated by significant tumover in area
ip. Officials from four of the nine area offices in our review reported that

to quality of care in
facilities and interviewed IHS officials
at the headquarters level and all nine
area offices with

they each had at least three area directors in the past five years. According to
IHS officials, the agency has not defined contingency or succession plans for the
1t of key persennel, including area directors. IHS's lack of agency-

ly
facilities. GAO also examined
from

between area office and facility staff.
What GAQO Recommends

GADO recommends that the Secretary
of the Department of Health and
Human Services direct the Director of
IHS to (1) as it implements its quality
framework, ensure that agency-wide
standards for the guality of care
provided in its federally operated
facilities are developed, that facility
performance in meeting these
standards is monitored over time, and
that enhancements are made to its
adverse event reporting system, and
(2) develop contingency and
succession plans for the replacement
of key personnel.

HHS concurred with GAO's
recommendations.

View GAO-17-181. For more information,
contact Kathy King at (202) 512-7114 or
kingk@Egac.gov.

wide quality of care and lack of cor and plans for
key persennel are inconsistent with federal intemal control standards. These

ds suggest that should establish and review performance
standards and then monitor data to assess the quality of performance over time,
and define contingency and ion plans for the of key
persennel to help IHS continue achieving its objectives. As a result, IHS officials

cannot ensure that facilities are providing quality health care.

Recognizing the challenges it faces with overseeing and providing quality health
care in its facilities, IHS finalized the d of a quality in
MNovember 2016 that outlines, at a high level, IHS’s plan to develop, implement,
and sustain a quality program intended to improve patient experience and
ensure the delivery of reliably high quality health care. For example, the
framework directs IHS to develop a quality office that will be responsible for
identifying resource needs, sfructures, processes, and supports for an effective
and st quality 1t and improvement system.
More specifically, the framework directs IHS to develop a process for monitoring
select performance measures, such as measures of clinical care, patient access,
and financial performance, for periodic review by leadership. The framework also
explains that IHS will enhance its current patient safety reporting systems to
encourage consistent use by staff. If effectively implemented, the quality
framework could address the limited and inconsistent oversight of the quality of
care provided in federally operated IHS facilities. As of November 2016, IHS
officials stated that the agency has not yet selected quality performance
measures but has plans fo do so.

http://www.gao.gov/products/GAO-17-181
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Looking ahead...

0 Continue to monitor, assess, and address areas of improvement in our health care facilities

* Requirements from the Agency, Department, Accrediting Bodies and the applicable multiple disciplines
and subject areas.

0 Improvement with Mock Survey process (based upon customer feedback)
* More comprehensive involving additional subject areas

* Additional “Surveyor days”

O Improvement in Quality Reporting
* Modification of EOC/IC reporting templates

* Development of Quality reporting templates




Thank you for your time!
Questions??

Jem Albuguergue Area's Continuous Accreditation Readiness Program Lt st e
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