MINUTES OF THE SPECIAL STUDY COMMITTEE ON SOCIAL AND REHABILATIVE
INSTITUTIONS

Held in Room 254-E at the Statehouse at 12:30 p.m., on February 4, 1980.
Members present were:

Senator Robert Talkington, Chairman
Representative Joe Hoagland, Vice Chairman
Senator Mike Johnston

Representative Phil Martin

Representative David Heinemann was excused.
Staff present were:

Emalene Correll, Legislative Research Department
Marlin Rein, Legislative Research Department
Ray Hauke, Legislative Research Department
Robert A. Coldsnow, Legislative Counsel

Conferees appearing before the committee were:

Secretary Robert C. Harder, Department of Social and Rehabilitation
Services

The Chairman called the meeting to order.

As a continuation of materials and information furnished to members
previously, Secretary Harder made available a copy of "Consolidated
Standards for Child, Adolescent, and Adult Psychiatric, Alcoholism,
and Drug Abuse Programs" (Attachment A) used in psychiatric facilities
accreditation.

Secretary Harder also furnished copies of the "Governor's Task Force
on SRS" (Attachment B) as mentioned by Senator Reilly at the January
31 meeting of this committee and also copies of a mid-December prog-
ress report on how the Department of SRS has responded to Task Force
recommendations (Attachment C). Representative Hoagland asked the
Secretary if the minutes taken during Task Force meetings and a list
of conferees were available. He replied he would furnish the com-
mittee with a complete set of minutes.

Other information distributed by Secretary Harder included: a history
of Topeka State Hospital, "On the Avenue of Approach" (Attachment D);
an opinion from the Attorney General General (Attachment E) regard-
ing criminal history record information: the Department's affirmative
action plan (Attachment F); a sample of the kinds of work being done
at institutions to protect human rights (Attachment G); and an ex-—
ample of the functions of a citizens' advisory committee as found in
the minutes of the Community Advisory Committee to the Youth Center
at Topeka (Attachment H).

In answer to questions, Secretary Harder stated he had updated and
issued Secretary's Letters relating to inappropriate employee behavior,
mandatory reporting of child or management abuse, and law enforcement
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background procedures, all of which had been generally approved by
the Attorney General. He added that all managers are expected to im-
plement these Secretary's Letters which will become part of the over-
all training program for employees. He stated all managers must file
with the Secretary a plan of implementation concerning their particu-
lar areas of responsibility. The Chairman requested copies of these
plans and asked that they be made available to the committee as soon
as possible. Secretary Harder stated members would have this infor-
mation within a month. The Chairman asked if these plans of imple-
mentation would include recommendations made by the Task Force report.
Secretary Harder replied they would respond to the Secretary's Let-
ters only. He pointed out that one updated change in re-issued
Secretary's Letters was that superintendents were to establish a cit-
izens' advisory committee at each institution, and the Secretary noted
information on the number of advisory committee meetings that have
been held will be included in his February report to committee.

Mr. Coldsnow discussed with the committee future meetings and confer-
ees. A copy of a letter from the superintendent at Osawatomie State
Hospital stating his willingness to appear (Attachment I) was distrib-
uted. Mr. Coldsnow said that on February 7 persons from the Atchison
area were scheduled to appear; on February 12, Johnson County confer-
ees were tentatively scheduled; on February 13, conferees from Atchi-
son and Osawatomie: and on February 14, additional conferees from
Atchison were scheduled. Contacts have also been received from Topeka.

Mr. Coldsnow asked what action he should take relative to requesting
Judge McKelvy, a probate and juvenile judge from Atchison, to appear.
He was directed by the Chairman to contact the judge and review with
him those items to which he would testify if necessary, and the com-
mittee would request that he appear.

Mr. Coldsnow asked if the committee wanted to set a policy as to how
far back they wanted to hear about incidents at the various institu-=
tions for the purpose of this study. He pointed out some potential
witnesses wanted to relate to matters occurring from two to sixteen
years ago. Members were asked to consider this question for a de-
cision at a later date.

The Chairman advised the committee a policy decision had been made
that the committee will be holding its meetings in Topeka. He noted
specific requests have been received for out-of-town meetings. He
suggested that should these become necessary, consideration be given
to the possibility of a subcommittee, to be officially recognized and
approved by the Legislative Coordinating Council, being appointed, a-
long with reduced staff, to fulfill these requests. He pointed out
the committee or subcommittee could not be put in the position of
having to go to all locations just because it had gone to one. Rep-
resentative Hoagland felt no preliminary decisions on out-of-town in-
terviews and meetings should be made until the committee has heard
conferees who come to Topeka anyway.

Representative Martin pointed out members were getting reams of ma-
terial relating to this study, and it was the concensus of opinion
that some sort of index would be helpful.
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Senator Johnston cautioned the staff of the narrow scope of the com-
mittee's charge and felt, in view of time limitations, persons interest-
ed in appearing should understand this. The Chairman stated this has
been stressed, and the House Speaker and the Senate President have
stated the charge to the committee as stated in minutes of the Legis~
lative Coordinating Council is the exact intent of the Council.

The next meeting of the committee will be February 7, in Room 313-S,
at 12:30 p.m.

The meeting adjourned at 1:00 p.m.

TN N

Chairman
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Foreword

In 1951, the American College of Physicians, the American Hospital Asso-
ciation, the American Medical Association, and the Canadian Medical Asso-
ciation joined with the American College of Surgeons to form the Joint
Commission on Accreditation of Hospitals (JCAH) as an independent non-
profit organization for voluntary accreditation of hospitals. The Canadian
Medical Association withdrew in 1959 to participate in its own national
accreditation program, the Canadian Council on Hospital Accreditation.

By the mid-1960s, the demand for accreditation of facilities other than
hospitals encouraged JCAH to expand. Through Memoranda of Agreement
with 24 national organizations that represented particular categories of
health and health-related services, JCAH established the Accreditation
Council for Services for Mentally Retarded and Other Developmentally
Disabled Persons, the Accreditation Council for Long Term Care Facilities,
the Accreditation Council for Ambulatory Health Care, and the Accredita-
tion Council for Psychiatric Facilities.

In the ensuing years each Council, under the auspices of JCAH, funneled
its energies into maintaining accreditation programs, and establishing stan-
dards, survey procedures, and educational materials. During this period, the
Accreditation Council for Psychiatric Facilities developed nationally-recog-
nized accreditation programs and standards for adult psychiatric programs,
child and adolescent psychiatric programs, alcoholism programs, drug abuse
programs, and community mental health services.

In late 1978, to consolidate and strengthen the various accreditation pro-

rams, JCAH reorganized, dissolving the accreditation councils (as of June
30, 1979) and establishing a Professional and Technical Advisory Committee
for each accreditation program and a Policy Advisory Committee to the
Board of Commissioners.

For the next few years a major thrust of JCAH, while striving to provide
the best possible services to the field, will be the integration and streamlin-
ing of many aspects of the survey process. This consolidation of all Accredi-
tation Program for Psychiatric Facilities standards (with the exception of
those for community mental health) represents one of the first steps in this
effort.

John E. Affeldt, MD
President



Preface

To develop standards for psychiatric facilities, the Accreditation Council
for Psychiatric Facilities was formed as part of the Joint Commission on
Accreditation of Hospitals in 1970. As various accreditation programs within
the Accreditation Council evolved—adult psychiatric, child and adolescent
psychiatric, alcoholism, drug abuse, and community mental health—pro-
grams that provided more than one type of service experienced difficulty in
reconciling the subtle differences that sometimes existed in each of the
accreditation manuals. A careful review of the manuals revealed that, al-
though similar in nature, language, and formating, the differences were sub-
stantial enough to cause confusion and hardship in the field. In addition,
standards were developed in later accreditation manuals that were worthy
of inclusion in those that had been published earlier.

JCAH and the Accreditation Chuncil decided to consolidate the manuals,
taking the most specific, concise, and measurable standards contained in
each. The resulting manual would then be applicable to all child, ado-
lescent, and adult psychiatric, alcoholism, and drug abuse programs. (Be-
cause revisions are being considered, standards for community mental
health programs are not included in the consolidation. )

The Consolidated Standards are the product of input from Councillors
who represented the various interest groups of the accreditation programs.
In addition, hundreds of reviewers from many different types of programs
throughout the United States have given extensive guidance and construc-
tive criticism regarding format and the inclusion and applicability of cer-
tain standards. In keeping with JCAH’s mission to promote optimal patient
care, the Consolidated Standards outline the elements integral to the provi-
sion of high quality psychiatric, mental health, alcoholism, and drug abuse
care.

Myrene McAninch, PhD
AP/PF Director

Richard D. Weedman, MSW
AP/PF Deputy Director
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Using the Standards

Representing the integration of JCAH’s adult, child and adolescent, al-
coholism, and drug abuse manuals, the Consolidated Standards apply to a
wide range of programs. The standards include the most specific, measur-
able, and rigorous quality of care and treatment criteria found in the man-
uals, with efforts made to reduce ambiguities of intent. All of the standards
contained in this document apply to all programs, except as indicated in
Appendix A, “Table of applicable standards” (see explanation below), and
as indicated within the text of the standard (for example, Section 2.22.1
begins “In child and/or adolescent programs . . . signaling that standard’s
applicability only to those types of programs).

The “General administrative policies and procedures” portion of these
Standards describes the survey eligibility criteria and overall policies and
procedures for survey application, survey, accreditation decision, and ap-
peal; it should be reviewed carefully by those interested in seeking accredi-
tation. Any questions should be directed, in writing, to the Accreditation
Program for Psychiatric Facilities at JCAH’s central office.

Appendix A, “Table of applicable standards,” will assist a program in
describing its operations and services and identifying applicable standards.
The reader is advised to carefully review this appendix to avoid unnecessary
and costly preparation for survey and/or failure to respond adequately to all
necessary standards.

The major portion of this document is devoted to the standards, which
have been clustered into four groups to assist the program in identifying and
addressing issues critical to the quality of patient care. “Program manage-
ment” covers such areas as governing body, clinical staff organization, per-
sonnel and administrative issues, and quality assurance; “Patient manage-
ment” pertains to the implementation and documentation of direct intake,
assessment, and treatment services; “Patient services” covers the various
components of the service delivery system; and “Facility management” per-
tains to safety and sanitation, therapeutic environment, and infection con-
trol concerns. The “Glossary” should be consulted whenever questions about
the intent of the standards or the language of the standards arise. It pro-
vides detailed explanations of many of the terms used and will aid in a
precise understanding of the standards.

As important to a program as the surveyors’ objective evaluation is a pro-
gram’s self-evaluation on the basis of JCAH standards. Since this document
is used by surveyors as the survey document, it is ideal for use as a self-
evaluation tool. Based on identification of the applicable standards using
Appendix A, staff can easily rate a program’s level of compliance with the
standards. The compliance levels defined below should be used, placing the
appropriate number on the line to the right of each standard.
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1—Substantial compliance, indicating that the program’s operations
fully meet the intent of a standard as evidenced by action and
documentation

2—Partial compliance, indicating that the program’s operations ad-
dress the intent of a standard but continued refinement and
upgrading of procedures and/or documentation are needed be-
fore it achieves substantial compliance

3—Noncompliance, indicating that the program’s operations do not
meet the intent of a standard

4—Does not apply, indicating that a standard does not apply to
the program

The overall compliance for each chapter should then be determined and
placed in the appropriate space at the chapter’s end. The “Summary of com-
pliance” sheet found in Appendix D, “Surveyor materials,” will provide
an overall view of the program’s level of compliance; and, as an added aid
to the self-evaluation process, the program can complete the “Comments
and recommendations” sections after each chapter, providing documenta-
tion to justify each rating.

Located in Appendix B of these Standards is a “Survey process question-
naire” that will provide the Accreditation Program for Psychiatric Facilities
with a basis for evaluating the effectiveness of individual surveyors, infor-
mation about areas that necessitate improved surveyor training techniques,
and information on the effectiveness and efficiency of the entire survey pro-
cess from the point of application through the summation conference. Pro-
grams are under no obligation to complete the questionnaire, but they are
encouraged to do so as the answers will provide valuable information for
improving JCAH’s services to the field.

Appendix C, “Acknowledgements,” credits those individuals who have
contributed to these Standards, as well as those who have given of their time
to JCAH and the Accreditation Program for Psychiatric Facilities. The con-
tents of Appendix D, “Surveyor materials,” have been included in these
Standards for use by surveyors only, except for the aforementioned “Sum-
mary of compliance” sheet which can be used by a program for purposes of
self-evaluation.



General administrative
policies and procedures

Principles governing accreditation survey procedures

The purpose of an accreditation survey is to determine a program’s extent
of compliance with JCAH standards, which is assessed by using the follow-
ing methods:

o statements from responsible program personnel;

e documentary evidence or certification of compliance with specific stan-
dards which is provided by the program;

o answers to surveyors’ detailed questions, substantiated by visual observa-
tions and written documentation that verify compliance with specific stan-
dards; and

e on-site observations by surveyors.

Survey eligibility criteria

To be eligible for a survey by JCAH’s Accreditation Program for Psychi-

atric Facilities (AP/PF), a program must meet the following criteria:

e be located within the United States or one of its territories or possessions;
or be owned or controlled by the United States, an entity organized under
the laws of the United States, or one of the states, territories, or posses-
sions; “

e have been in operation and actively caring for patients for at least six
months prior to its application;

e maintain facilities, beds, and/or services that are available to individuals
and their families over a continuous 24-hour period, seven days a week
and/or that are available over a less than 24-hour a day period on a reg-
ulary scheduled basis;

e be in compliance with the applicable federal, state, and local laws and
regulations, including any requirements for licensure;

« have a governing body and organized clinical staff whose primary function
is the diagnosis, treatment, and/or rehabilitation of persons evidencing
psychiatric, mental health, alcoholism, and/or drug abuse problems;

e provide the information requested by AP/PF; and

e operate without discrimination by reason of race, creed, color, sex, or
national origin.
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Application for survey

Requests for an application for survey should be addressed to the Accredi-
tation Program for Psychiatric Facilities, Joint Commission on Accreditation
of Hospitals, 875 North Michigan Avenue, Chicago, Illinois 60611.

In the application for survey, the program will indicate all categories of
service that it offers and that JCAH accredits. Programs offering two or
more such categories of service shall seek accreditation for all of them (see
“Multiple-category facilities” below ).

Except where prohibited by law, a nonrefundable processing fee must be
included with the application for survey.

Survey fees and schedules

The survey of a program will be conducted by AP/PF survey personnel.
The composition of the survey team will be determined according to the
size, structure, and level of complexity of the program; and the number of
days required for the survey will be determined by AP/PF. The organiza-
tion will be notified of the survey date(s) approximately four weeks in
advance. The invoice for payment will be sent to the program prior to the
survey date and, except where prohibited by law, must be paid in full in
advance. The survey fees will be related to the survey’s actual cost, as
determined annually by JCAH.

If the program cancels its survey in writing more than four weeks prior to
the survey date, the survey fee less the deposit will be refunded. If a pro-
gram cancels its survey in writing less than four weeks before the survey
date, JCAH reserves the right to retain any direct costs incurred in the
preparation of the survey.

Multiple-category facilities

For the purpose of JCAH accreditation, a multiple-category facility is
defined as a program offering two or more categories of service for which
JCAH offers accreditation under differing standards. When seeking accredi-
tation, such a program must apply to JCAH for survey of all these categories
of service. Additional application and survey fees may be charged when
more than one category of service is to be surveyed. Programs that provide
more than one category of service falling under the purview of AP/PF will
be surveyed under the Consolidated Standards and will receive a single
accreditation decision. JCAH no longer considers such programs to be
multiple-category facilities.

For multiple-category facilities seeking accreditation, the Department of
Integrated Surveys of [CAH will determine the composition of the survey
team, the duration of the survey, and the standards and survey procedures
that are applicable to each category of service. Efforts will be made to con-
duct a single, integrated survey to assure that the accreditation process is
the most convenient and economical for a program. Accreditation decisions
will be made independently for each category surveyed. To retain any
JCAH accreditation, however, a program must apply at least annually for
survey of each service category that is not accredited or is accredited for
one year. The determination to survey or to defer survey shall be the pre-
rogative of JCAH.
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Public information interviews

JCAH will provide an opportunity during the surveyors’ on-site visit for
the presentation of information by representatives of consumers, the public,
and the staff of the program undergoing survey. Anyone wishing to present
information regarding the program’s conformance to JCAH standards may
request a public information interview. The program must post on its
premises, in a public place, the official JCAH notice of the survey date and
ofﬁhe opportunity for such an interview. The public notice must be posted
approximately four weeks prior to the survey and must remain posted until
the first day of the survey. All requests for a public information interview
must be received in writing by JCAH two weeks prior to the survey. Al-
though the program need not publicize survey information in the mass
media, it is expected to share with anyone, upon request, the date(s) of
the survey and the fact that a public information interview may be re-
quested or that such an interview has already been scheduled. To assure
that the public information interview policy has been carried out properly,
AP/PF surveyors are required to obtain a copy of the public notice at the
time of survey.

Public information interviews are usually conducted during the first
morning of the survey and normally do not exceed two hours in length. The
program is expected to provide reasonable accommodations, and program
personnel are expected to attend. AP/ PF surveyors will conduct the inter-
view session and receive all relevant information. The interview will consist
only of the orderly receipt, within the prescribed time limit, of verbal and
written information. All information received by this method will be fully
considered for pertinence and accuracy, and the findings included in the
surveyors’ report. Any further participation in the survey by an outside
source must be authorized by the program.

Confidentiality

All information obtained by JCAH during the accreditation survey process,
including information obtained during the public information interview and
the contents of the surveyors’ report, is considered confidential. Except as
required by law, JCAH will not release any information obtained through
the survey of any program without that program’s written authorization.
The contents of the AP/PF report will be provided only to the participating
program and may be disseminated solely at its discretion.
JCAH will, however, provide the following information to anyone upon
request:
o whether or not an application for survey has been received from a pro-
gram for either an initial survey or resurvey;
o a list of programs scheduled for survey in any or all states for the current
quarter of the calendar year, without enumeration of specific survey dates;
e upcoming survey dates for a program, after the program has been notified;
o the current accreditation status of a program, after the program has been
so notified, including any preliminary adverse actions for which the pro-
gram has the right to appeal or which the program is in the process of
appealing; and
o the accreditation history of a program.



xiv/Consolidated Standards Apgi, 1979

Accreditation decision and duration of accreditation

At the completion of the on-site visit, the surveyors will conduct a summa-
tion conference with representatives of the governing body, administration,
and clinical staff. At this time, the surveyors will present the survey findings
for discussion and clarification, with full opportunity for the exchange of
information or rebuttal to any adverse findings.

AP/PF staff will review the report and recommendations of the surveyor,
and any other relevant information, and make an accreditation recommen-
dation to the Accreditation Committee of the Board of Commissioners.
Individuals from the Professional and Technical Advisory Committee for
Psychiatric Facilities are nonvoting members of this committee.

The Accreditation Committee will make an accreditation decision based
on the survey documents and AP/PF’s recommendation. No member of the
Accreditation Committee who is in any way affiliated with a program will
participate in deliberation or vote on the accreditation status for that pro-

ram.

& With the single exception for fire safety problems noted below, programs
will be granted two-year accreditation, one-year accreditation, or nonac-
creditation. JCAH will notify the program of the accreditation decision and
provide specific recommendations for correction of noted deficiencies as
they relate to the standards. Copies of these reports will be forwarded to
the program’s chief executive officer and the heads of the governing body
and clinical staff.

For programs that are constructing or renovating and exhibit only fire
safety problems at the time of survey, a two-year decision may be rendered
with the proviso that the program’s efforts to achieve full compliance are
demonstrated during a one-day survey to be conducted, at the program’s
expense, within nine months after the award of such accreditation. The exact
time period within which the one-day survey must be conducted will be
determined by the Accreditation Committee when making the accreditation
decision. However, if at the time of the one-day survey substantial effort to
comply with the fire safety standards is not demonstrated, accreditation
may be reduced to one year or be revoked by JCAH.

A program not granted accreditation, or whose accreditation is with-
drawn, is eligible to apply for another survey no earlier than six months
following the final decision not to accredit. This six-month waiting period
may be waived by the president of JCAH when the program demonstrates
sufficient progress in correcting deficiencies to justify such a waiver and
presents evidence indicating hardship as a result of the adverse decision.
JCAH reserves the right to survey an accredited program at its discretion.

Accreditation is not transferable. JCAH must be advised immediately
when an accredited program changes ownership or control, or undergoes a
major change in its capacity or in the categories of service offered, with
disclosure of all factors involved in the change. If JCAH decides that a new
survey is necessary, the program must submit an application for survey and
the required fee within 20 days of such notification by JCAH. Failure to
comply with these procedures will result in a loss of accreditation.

JCAH must also be notified immediately of the merger of any program
with another. If the merging programs are both accredited, then the merged
program must be surveyed within one year of such notification. A merger
with a program not accredited by JCAH requires completion of a new ap-
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plication for survey and a survey of the merged program. For purposes of
accreditation, a merged program has a single governing body, single admin-
istrator, and single clinical staff.

Accreditation is not automatically renewable at the end of an accredita-
tion period. The program must submit an application for survey; a new
survey will be conducted and new accreditation decision rendered.

Appeal of nonaccreditation decisions

A program not granted accreditation, or whose accreditation is withdrawn
is entitled to an appeal in accordance with JCAH's appeal procedures. The
program will receive an outline of the appeal procedures when notified of
the nonaccreditation decision. If a program chooses to appeal the decision,
the first step is an interview with an AP/PF representative or representa-
tives, which gives the program an opportunity to demonstrate that it was
not in less than full compliance with the standards at the time of the survey.
Within 20 days of its receipt of the notification of nonaccreditation, the pro-
ram must advise AP/PF of its desire for such an interview. The previous
accreditation of the program will be retained until the appeal is abandoned
by the program or a final decision is made. When the appeal is abandoned,
the nonaccreditation decision becomes final as of that date. A final decision
to deny accreditation by JCAH becomes effective on the date of decision.

Public recognition

A program will receive a JCAH certificate of accreditation when awarded
acereditation status. The certificate will specify the name of the program
and the year in which accreditation is granted.

The initial certificate, as well as a new certificate reflecting a name
change, will be provided without charge. Additional certificates are avail-
able from JCAH at the cost of reproduction.

The certificate and all copies remain the property of JCAH and must be
returned to JCAH if a new certificate reflecting a name change is issued or
if accreditation is withdrawn for any cause.



Standards
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Program management

1. Governing body

1.1 Every program shall have a governing body that has the ultimate au-
thority for the overall operation of the program.

1.1.1 If the governing body is a public organization, it shall provide a
written description of the administrative organization of the govern-
ment agency within which it operates.

1.LL1 A written description of the lines of authority within the
government agency in relation to the governing body of the pro-
gram shall also be provided.

1.12 If the governing body is a private, nongovernmental organiza-
tion, it shall provide written documentation of its source of authority
through charter, constitution and bylaws, and, where required, state

license.

1.2 The program’s ownership and controlling parties, including the names
and addresses of all owners or controlling persons, shall be fully disclosed.

1.2.1 This full disclosure of owners and controllers is required wheth-
er they be individuals; partnerships; corporate bodies; or subdivisions
of other bodies, such as public agencies or religious, fraternal, or other
charitable organizations.

1.2.2 In the case of corporations, the name and addresses of officers,
directors, and principal stockholders, either beneficial or of record, shall
be disclosed.

13 Accreditation status is not transferable on change of ownership or con-
trol. The accredited program shall advise JCAH within 30 days of any such
change. Accreditation, at the discretion of JCAH, may be continued pro-
visionally until JCAH can make an appropriate determination of the status
of the program under the new ownership or control.

1.4 The governing body shall hold meetings at least quarterly.
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1.41 Minutes shall be kept of these meetings and shall include, but
need not be limited to, the following items:

a. date of the meeting;

b.names of members attending;

c. topics discussed,;

d. decisions reached and actions taken;

e. target dates for implementation of recommendations; and

f. chief executive officer or other reports.

L5 The governing body shall develop a committee structure to fulfill its
responsibilities and to assess the results of the program’s activities.

1.5.1 The governing body, through its chief executive officer, shall
have a written statement of the program’s goals and objectives, as well
as written procedures for implementing these goals and objectives.

1.5.1.1 Documentation shall verify that this statement is based
upon a planning process that is approved by the governing body.

1.5.2 The governing body, through its chief executive officer, shall
have a written plan for obtaining financial resources that are consonant
with the program’s goals and objectives.

L6 The governing body shall actively participate in the accreditation
process; and one or more governing body members shall be in attendance
at the time of survey and during the final summation conference.

1.7 When a specific categorical program (e.g., adult, child and adolescent,
alcoholism, and/or drug abuse) is a component of a larger program, it shall
have sufficient planning, leadership, organizational, and operational author-
ity to meet its special needs.

1.7.1 The specific categorical program shall have sufficient authority
for the acquisition and development of an adequate number of staff
with qualifications and/or training appropriate to their work, and shall
have authority for the hiring and/or placement of any staff.

1.8 The governing body, through its chief executive officer, shall develop
policies and shall have or make available sufficient resources, e.g., funds,
staff, equipment, supplies, and facilities, designed to assure that the pro-
gram is capable of providing appropriate and adequate services to patients.

L9 The program shall have insurance to protect its physical and financial
resources. The buildings and equipment should be appropriately covered,
and members of the governing body and appropriate administrative and
clinical personnel should have adequate comprehensive liability insurance.

1.10 The governing body shall establish bylaws, rules and regulations,
and/or a table of organization for relationships among itself, the responsible
administrative and clinical staffs, and the community.

L10.1 There may be one set of bylaws or rules and regulations which
clearly delineates the responsibilities and authority of all members of
the governing body and the administrative and clinical staffs.
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1.10.2 There may also be separate bylaws, guidelines, or rules and
regulations adopted by the administrative and/or clinical staff consis-
tent with the policies established by the governing body.

1.10.3 The bylaws, guidelines, or rules and regulations shall be in
accordance with legal requirements, shall strive to assure the high
quality of patient care, and shall be consonant with the program’s com-
munity responsibility.

1.10.3.1 Such regulations shall include a definition of the powers
and duties of the governing body, its officers, and its committees;
or such regulations shall describe, if such is the case, any legally
designated person’s authority and responsibilities, as well as the
authority and responsibility delegated to the responsible adminis-
trative and clinical staffs.

1.10.3.2 Such regulations shall state the eligibility criteria for
governing body membership; the types of membership and the
method of selection of members; the method for determination of
a quorum and the attendance requirements for governing body
meetings; and the length of the terms of appointment or election
for governing body members, officers, and committee chairpersons.

1.10.3.3 Such regulations shall describe the qualifications, au-
thority, and responsibilities of the chief executive officer.

1.10.3.4 Such regulations shall specify the manner of appointment
of the chief executive officer.

1.10.3.5 Such regulations shall provide that staff have sufficient
autonomy and freedom to carry out their responsibilities within the
framework of the organization of the program.

1.10.3.6 Such regulations shall provide sufficient authority to en-
able the clinical staff to provide high quality patient care.

1.10.3.7 Such regulations shall state the regulations under which
the administrative and clinical staffs function.

1.10.3.8 Such regulations shall require that controls be established
that are designed to assure that each professional member of the
staff observes all the standards of the profession and assumes and
carries out clinical and/or administrative functions in a manner
consistent with local, state, and federal laws and regulations.

1.10.3.9 Such regulations shall delineate the organizational struc-
ture of the staff and describe the method of selection of members,
duties, functions, responsibilities, and composition of any staff
standing committees.

1.10.3.10 Such regulations shall specify the method for perform-
ing credentials review.

1.10.3.11 Such regulations shall specify procedures for admission
to and retention of staff membership, including the delineation and
assignment of administrative and/or clinical authority and respon-
sibilities.
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1.10.3.12 Such regulations shall provide for a procedure for the
granting or denial of staff appointments and reappointments, as
well as for the granting, denial, curtailment, suspension, or revoca-
tion of clinical and administrative authority and responsibilities.

L.10.3.12.1 Unless otherwise provided by law, this procedure
shall provide that the staff have the right to be heard at some
step of the process.

1.10.3.12.2  The final decision shall be rendered by the gov-
erning body within a fixed period of time.

1.10.3.13  Such regulations shall provide procedures for the selec-
tion of staff officers, directors, and department or service chiefs.

1.10.3.14  Such regulations shall require that the evaluation and

- authentication of medical histories, the performance and recording
of physical examinations, and the prescribing of medications be
carried out by physicians with appropriate qualifications, licenses,
and clinical privileges.

1.10.3.14.1 Dentists with appropriate qualifications, licenses,
and clinical privileges also shall prescribe medications.

1.10.3.15 Such regulations shall establish requirements regarding
the frequency of and staff attendance at general and department,
service, team, or unit meetings.

1.10.3.16 Such regulations shall delineate the clinical privileges
of all clinical staff as well as the responsibilities of the physician
members of the staff in relation to nonmedical clinical staff.

1.10.3.17 Such regulations shall include provisions for a mecha-
nism by which the administrative and clinical staffs report to the
governing body.

1.10.3.18 Such regulations shall include an effective, formal
means by which the administrative and clinical staffs may partici-
pate in the development of program policies relative to both pro-
gram management and patient care.

1.10.3.19  Such regulations shall establish an orientation program
for new governing body members and develop a continuing edu-
cation program for all members of the governing body.

1.10.3.20  Such regulations shall provide that the bylaws, guide-
lines, or rules and regulations be reviewed at least every two years,
revised as necessary, and signed and dated to indicate the time of
last review.

Overall compliance: governing body

Comments and recommendations
Provide specific documentation for each 2 or 3 rating.
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2. Chief executive officer

2.1 The governing body shall appoint a chief executive officer whose
qualifications, authority, and duties shall be defined in the governing body’s
bylaws and/or rules and regulations.

2.1.1 In programs where, in lieu of a single chief executive officer,
more than one person has direct executive authority granted by the
governing body and direct responsibility to the governing body, those
persons shall comply with all of the standards contained herein relating
to the chief executive officer.

2.9 The chief executive officer shall be a health professional.

9.9.1 The chief executive officer should have a medical degree or a
master’s degree in administration, psychology, social work, education,
or nursing, with appropriate licenses when required. -

2.2.1.1 Carefully evaluated experience, when justified and docu-
mented by the governing body, may be substituted for a profes-
sional degree.

2.9.9 The chief executive officer shall have appropriate professional
ualifications and experience, including administrative responsibility
in a health facility.
9991 In child and/or adolescent programs, the chief execu-
tive officer shall have appropriate professional qualifications and
experience, including administrative responsibility in a facility for
children and/or adolescents.

2.3 In accordance with the program’s bylaws and/or rules and regulations,
the chief executive officer shall be responsible to the governing body for the
overall operation of the program, including the control, utilization, and con-
servation of the physical and financial assets of the program and the recruit-
ment and direction of staff. o

9.4 The chief executive officer shall assist the governing body in formulat-

ing policy. The chief executive officer shall prepare for, present to, and re-

view with the governing body the following items:

a. long-term and short-term plans;

b.reports on the nature and extent of funding and other available resources;

c. reports describing the program’s operations;

d.evaluation reports dealing with the efficiency and effectiveness of the
program; and

e. budgets and financial statements.
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2.5 The chief executive officer shall ensure that a written manual defining
program policies and procedures is prepared, regularly revised, and updated.
The manual shall contain all of the written policies and procedures required

by these Standards.

2.6 Documentation shall verify that the chief executive officer attends and
participates in continuing education programs.

Overall compliance: chief executive officer

Comments and recommendations
Provide specific documentation for each 2 or 3 rating.
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3. Clinical staff organization

3.1 The governing body shall hold the clinical staff responsible for making
recommendations to it concerning staff appointments, reappointments, and
privileges.

3.2 The appointment and reappointment of clinical staff members shall
be based upon well-defined, written criteria which are related to the goals
and objectives of the program, as set forth in the bylaws and/or rules and
regulations of the governing body and/or clinical staff.

3.2.1 The governing body shall utilize the advice of the clinical staff
in defining the scope of clinical privileges and in granting them to in-
dividuals, commensurate with their qualifications, experience, and pres-
ent capabilities.

3.2.2 No applicant shall be denied clinical staf membership and/or
clinical privileges on the basis of age, sex, race, handicap, creed, color,
or national origin.

3.2.3 Applicants for clinical staff membership and/or clinical privi-
leges shall sign an agreement to abide by the governing body and/or
clinical staff bylaws and/or rules and regulations.

3.2.4 The governing body shall inform applicants of the disposition of
their application for clinical staff membership and/or clinical privileges
within a reasonable period of time after their applications have been
submitted.

3.3 The governing body shall require that the clinical staff establish con-
trols that are designed to ensure the achievement and maintenance of high
standards of professional ethical practice.

3.3.1 The governing body shall establish policies stating that only
members of the clinical staff and clinical practitioners granted tem-
porary staff privileges shall admit patients to the program.

3.32 A physician member of the clinical staff shall be responsible for
the care of any medical problem that may arise during inpatient or resi-
dential treatment.

3.4 When required, members of the clinical staff shall be licensed.

3.4.1 Both physician and dentist staff members shall be fully licensed
to practice in the state in which the program is located.

3.5 Clinical privileges granted to dentists shall be based on their training,
experience, and demonstrated competence and judgment.



12/Consolidated Standards

3.5.1 The extent of surgical procedures that each dentist may perform
shall be specifically defined.

3.6 Each member of the clinical staff shall assume responsibility for abid-
ing by clinical staff and program policies.

3.6.1 A major responsibility in this context is that of appropriately
documenting a patient’s disabilities and the treatment rendered.

3.6.2 Beyond this requirement, a member of the clinical staff shall
take an active role in the development of policies and standards of
patient care through the mechanisms of the clinical staff organization.

3.7 The clinical staff shall have rules and regulations that establish a
means of carrying out its responsibility to the governing body.

3.7.1 There shall be a mechanism for, and evidence of, a periodic
review and revision, as necessary, of the rules and regulations.

3.7.1.1 The rules and regulations shall define the qualifications,
functions, and responsibilities of the clinical staff.

3.7.1.2 The rules and regulations shall delineate the organization-
al structure of the clinical staff.

3.7.1.3 The rules and regulations shall specify the qualifications
and procedures for admission to, and retention of, staff member-
ship, including the delineation, assignment, reduction, or with-
drawal of privileges.

3.7.1.4 The rules and regulations shall specify the method of
performing credentials review.

3.7.1.5 The rules and regulations shall provide a procedure rela-
tive to clinical staff recommendations for denial of staff appoint-
ments and reappointments, as well as for denial, curtailment, sus-
pension, or revocation of clinical privileges.

3.7.1.5.1 This procedure shall provide that a practitioner
have the right to be heard, upon request, at some step of the
process.

3.7.1.5.2 The final decision shall be made by the governing
body within a fixed period of time.

3.7.1.6 The rules and regulations shall provide methods for the
selection of officers and department or service chairpersons.

3.7.1.7 The rules and regulations shall specify composition and
functions of standing committees as required by the complexity of

the program.

3.7.1.8 The rules and regulations shall establish requirements re-
garding the frequency of, and attendance at, general and depart-
ment or service meetings of the clinical staff.

3.7.1.9 The rules and regulations shall require that the evaluation
and authentication of mental health and medical histories, the
performance and recording of physical examinations, and the pre-
scribing of treatment be carried out by those with appropriate
licenses and clinical privileges.
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3.7.1.10 The rules and regulations shall establish requirements
regarding completion of patient records.

3.7.1.11 The rules and regulations shall provide for a mechanism
by which the clinical staff consults with, and reports to, the gov-
erning body.

Overall compliance: clinical staff organization

Comments and recommendations
Provide specific documentation for each 2 or 3 rating.
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4. Staff composition

4.1 To adequately evaluate and meet the fundamental needs of patients,
all programs shall have available a sufficient number of appropriately quali-
fied clinical, administrative, and support staff.

4.1.1 The clinical staff shall have qualified personnel involved when
indicated in physical health services, mental health services, nursing,
education, occupational therapy, recreation, counseling, speech, hear-
ing, pharmacy, anesthesia, clinical testing, and pathology laboratories.

4.2 The program shall have a written plan which clearly delineates the
number and qualifications of its clinical, administrative, and support per-
sonnel as determined by at least the following:

a. the size of the program;

b. the clinical characteristics of the patient population;
c. the fundamental needs of the patients;

d.the characteristics of the program’s patients, e.g., adults, children, adoles-
cents, or those with alcohol or drug problems;

e. the hours and days the program operates; and
f. all applicable federal, state, and local laws and regulations.

4.2.1 When appropriate qualified clinical staff members are not avail-
able or not needed on a full-time basis, arrangements shall be made to
obtain sufficient services on an attending, continuing consultative, or
part-time basis.

4.2.2 Inpatient programs shall have on duty, at all times, a registered
nurse to plan, assign, supervise and evaluate nursing care, and to assure
that patients receive the nursing care that requires the judgment and
skill of a registered nurse.

4.2.3 Annual documentation shall verify that clinical staff meet all
federal, state, and local requirements for licensing, registration, and/or
certification.

4.3 The clinical staff shall participate in determining the qualifications
(e.g., training, experience, and documented competence) required for as-
suming speciﬁc clinical service responsibilities.

4.3.1 There shall be a written plan delineating the supervision of all
clinical activities by qualified, experienced personnel.
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4.3.2 The assignment of clinical responsibilities to members of the
treatment team and/or trainees shall be in accordance with the policies

contained in the program’s procedures manual and with Section 11.7.2.2
of these Standards.

Overall compliance: staff composition

Comments and recommendations
Provide specific documentation for each 2 or 3 rating.
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5. Personnel policies

5.1 Personnel policies and procedures shall be designed, established, and
maintained to promote the objectives of the program and to ensure that an
adequate number of qualified personnel is provided, during all hours of
operation, to support a high quality of care and the functions of the program.

5.1.1 All policies shall be written, systematically reviewed, and ap-
proved on an annual basis by the governing body and dated to indicate
the time of last review.

5.1.2 The policies shall include procedures for the recruitment, selec-
tion, promotion, and termination of staff.

5.1.3 Policies specific to the chief executive officer and service direc-
tors shall be defined.

5.2 The personnel policies and procedures shall be available and apply to
all employees and shall be discussed with all new employees. A mechanism
shall be established for notifying employees of changes in the policies and
procedures.

5.2.1 Documentation shall verify that the written personnel policies
and procedures are explained and given to each employee and are
available to others upon request.

5.2.2 Included in the written policies and procedures shall be infor-
mation on the following:

employee benefits;

. recruitment;

promotion orientation;

training and staff development;

employee grievances;

safety and employee injuries;

relationships with employee organizations;

B0’ e e TR

disciplinary systems;
suspension and termination mechanisms;
wages, hours, and salary administration;
rules of conduct;
lines of authority;

. performance appraisals; and

B g oo

equal employment opportunity and, when required, affirmative ac-
tion policies.
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5.2.3 The written personnel policies and procedures shall describe
methods and procedures for the supervision of all personnel, includ-
ing volunteers.

5.2.4 The written policies and procedures shall include a mechanism
for determining that all personnel are medically and emotionally cap-
able of performing assigned tasks and are free of communicable and
infectious diseases.

5.3 There shall be a written statement of the policies and procedures for
handling cases of patient neglect and abuse. The written statement shall be
given to all personnel and be available to others who have authority, as
determined by the governing body, to request the statement.

5.3.1 Any alleged violations of the statement shall be investigated and
the results of such investigation shall be reviewed and approved by the
governing body.

5.4 A staff member shall be appointed by the chief executive officer to
implement and coordinate the personnel policies and procedures and to ac-
complish the following tasks:

a. develop a written organizational plan for personnel services;
b. maintain personnel records;

c. disseminate general employment information to staff;

d. undertake staff orientation program development;

e. implement procedures to ensure compliance with federal, state, and local
laws related to employment practices; and

f. supervise the processing of employment-related forms.

5.4.1 A personnel record shall be kept on each staff member and shall
contain the following items, as appropriate:

a. the application for employment;
b.references by letter and a record of verbal references;

c. verification of all training and experience, and licensure, certifica-
tion, registration, and/or renewals;

d. wage and salary information, including all adjustments;
e. performance appraisals;

f. initial and subsequent health clearances;

g. counseling actions;

b. disciplinary actions;

i. actions of commendation; and

j. employee incident reports.

5.4.1.1 There shall be written policies and procedures that are
designed to ensure the confidentiality of personnel records and
define who has access to various types of personnel information.

5.0 Hiring practices shall be consistent with the needs of the program.

5.5.1 Selection of personnel shall be based upon criteria that are
demonstrably related to the job under consideration.

5.5.1.1 The therapeutic characteristics of a program may lead to
the development of a staff reflective of the specific patient popula-
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tion served. Personnel policies, however, shall comply with all
federal, state, and local regulations dealing with fair employment
practices.

55.1.2 Programs shall not arbitrarily refuse employment to in-
dividuals with known personal drug and alcohol abuse, mental
illness, or criminal histories.

5.5.1.3 Provisions shall be made for personnel who speak lan-
guages other than English, when there is substantive utilization of
the program by a language minority, and for personnel familiar
with special languages for the blind and deaf as appropriate.

5.6 There shall be a written job description for each position in the pro-
gram which includes a specific statement of duties and responsibilities and
the minimum level of education and training and/or related work experi-
ence required or needed to fulfill them. Each job description shall spe-
cifically identify the following items:

a. position title;

b. department, service, or unit;

c. direct supervisor’s title;

d.position supervised;

e. degree of supervision;

f. tasks and responsibilities of the job;

g. career ladder; and

h. location of the job, and materials and equipment used, if any.
5.6.1 Written job descriptions shall be sufficiently detailed to accom-
plish the following:
a. clearly describe job functions;

b.delineate clinical, administrative, and procedural responsibility and
authority;

c. serve as a basis for performance appraisals; and
d.allow another or new person to assume functions when necessary. -

5.6.1.1 Job descriptions shall accurately reflect the actual job
situation and shall be revised whenever a change is made in the
required qualifications, duties, supervision, or any other major
job-related factor.

5.7 Performance appraisals shall be developed according to the job per-
formed and related to the written job description. The criteria by which
the job performance of staff members is evaluated during the appraisal
should be valid, reliable, and objective.

5.7.1 Performance appraisals shall be conducted during the initial
employment relationship and annually.

5.7.2 Performance appraisals shall be in writing.

5.7.2.1 Documentation shall verify that the employee has re-
viewed the evaluation and had an opportunity to comment upon
it. The employee shall be asked to sign the appraisal after review
and comments are completed.
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5.7.3 When it is found that a serious gap exists between the staff
member’s actual job performance and the criteria for optimal job
performance, the staff member shall be informed of the skills, knowl-
edge, or attitudes expected and should be encouraged to perform the
job according to these optimal levels of job performance. Appropriate
training programs should be considered.

5.7.3.1 Appropriate subsequent performance appraisals should be
completed.

5.8 Any wages paid to patients engaged in vocational training or work
within the program shall be in accord with the applicable local, state, and
federal requirements.

5.9 Annually, the personnel service shall prepare a written statistical re-
port concerning its functions.

Overall compliance: personnel policies

Comments and recommendations
Provide specific documentation for each 2 or 3 rating.
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6. Volunteer services

6.1 When volunteers are utilized, an appropriately qualified and experi-
enced staff member shall be assigned to select and evaluate volunteers and
coordinate volunteer activities.

6.2 The objectives and scope of the service and the authority and respon-
sibilities of the volunteer coordinator shall be clearly stated in writing, and
shall be reviewed at least annually and signed and dated by the chief
executive officer or a designee.

6.2.1 The volunteer coordinator shall perform the following functions:

a. assist the staff in determining the need for volunteer services and in
developing assignments;

b.plan and implement the program for recruitment of volunteers;

c. coordinate the recruitment, selection, and training of volunteers, and
the referral of volunteers for placement in appropriate services or
units;

d. inform staff as to proper, effective, and creative use of volunteers;

e. work to increase the readiness of salaried staff to effectively utilize
volunteers;

f. keep the staff and community informed about volunteer services and
activities;

g. provide opportunities for volunteers to acquire the qualifications for
certification, when applicable; and

h. provide or assign an appropriate staff member to provide ongoing
supervision, inservice training, and evaluation of volunteers.

6.3 An orientation program shall familiarize all volunteers with the goals
and services of the program and provide appropriate clinical orientation
regarding the program’s patients.
6.3.1 The orientation program shall include explanations of at least
the following:
a. the importance of confidentiality and the protection of patients’
rights;
b.how to respond to and follow the procedures for unusual events and
incidents; and I
c. the program’s channels of communication and the differences be-
tween administrative and clinical authority and responsibility.

6.4 Volunteers shall be under the direct supervision of the staff of the
service or unit utilizing their services, receiving general direction and guid-
ance from the volunteer coordinator.
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6.5 Utilization of volunteers as members of treatment teams to supplement
the total treatment program shall be done only in collaboration with appro-
priate members of the clinical staff and with consideration of the patients’
needs for continuity.

6.5.1 The supervisory clinical staff shall be available to provide guide-
lines for volunteers that will enhance volunteer-patient interactions and
make the most effective use of this unique relationship.

6.5.2 Communication practices shall be designed to assure that obser-
vations by volunteers are reported to the clinical staff responsible for
the patient. These observations may be entered in the patient’s record.

6.5.3 In addition to performing other services for the program, volun-
teers may be utilized to help meet the patients” basic needs for social
interaction, self-esteem, and self-fulfillment.

6.6 The records and reports of volunteer activities shall contain informa-
tion useful in evaluating the effectiveness of the volunteer service.

6.6.1 At least the following records shall be maintained by the volun-
teer service:

a. a personnel record for each volunteer which includes the application,
record of assignments, and progress reports;

b.a master assignment schedule for all volunteers, including times and
units of assignment; and

c. a current job description for each volunteer.

Overall compliance: volunteer services

Comments and recommendations
Provide specific documentation for each 2 or 3 rating.
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7. Fiscal management

7.1 Each year, the program shall have a formal, written budget of ex-
pected revenues and expenses.

7.1.1 The written budget shall categorize revenues for the program
by source.

7.1.2 The written budget shall categorize expenses by the types of
services and/or program components provided.

7.1.3 The written budget shall be reviewed annually and approved
by the governing body prior to the beginning of the next fiscal year of
operation.

7.1.4 Revisions of the budget during the fiscal year of operation shall
be reviewed and approved by the governing body.

7.2 The fiscal management system shall include a fee schedule.

7.2.1 The program shall maintain a current written schedule of rate

and charge policies that has been approved by the governing body.

7.2.1.1 The fee schedule shall be accessible to all program per-
sonnel and all individuals served by the program.

7.3 The fiscal management system shall maintain a reporting mechanism
that provides information regarding the fiscal performance of the program.

7.3.1 Reports shall be provided that show the relationship of the
budget to actual experience, including revenues and expenses by cate-
gory and explanations of reasons for variances.

7.3.2 Reports developed by the financial reporting system shall be
available to those staff and governing body members who participate
in budget preparation and have fiscal management responsibilities.

7.4 An audit of the financial operations of the program shall be performed
by an independent public accountant at least annually.

7.4.1 For government programs, this audit shall be performed in ac-
cordance with the regulations promulgated by the responsible govern-
ment agency.

74.2 Documentation shall verify that the reports of such audits have
been reviewed and approved by the governing body.

7.5 Current written policies and procedures shall be maintained regarding
the operation of the fiscal management system.
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7.5.1 There shall be written policies and procedures for the control
of inventories, including purchasing authority and procedures, product
selection and evaluation, and supply storage and distribution.

7.5.2 There shall be written policies and procedures for the control
of accounts receivable; for handling cash; for credit arrangements; and
for discounts, write-offs, and billings.

7.5.3 Records shall be maintained to document compliance with these
established policies and procedures.

Overall compliance: fiscal management

Comments and recommendations
Provide specific documentation for each 2 or 3 rating.
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8. Referrals

8.1 The program shall have written referral policies and procedures that
facilitate patient referral and consultation between the program’s com-
ponents and/or between the program and other service providers in the
community.

8.1.1 The written policies and procedures shall delineate the condi-
tions under which referrals and consultations are made.

8.1.1.1 The conditions under which referrals and consultations
are made shall include a need for the following items:

a. examinations, assessments, or consultations that are not within
the professional domain or expertise of the staff;

b.special treatment services; and

c. the assistance of other providers that can contribute to the
patient’s well-being.

8.1.2 The written policies and procedures shall describe the methods
by which continuity of care is assured for the patient.

8.1.2.1 These methods shall include, but not be limited to, pro-

Viding the receiving component or other community service pro-

vider with the following information:

a. background information related to the referral;

b.treatment-related patient data, e.g., current treatment, diag-
nostic assessments, and special requirements;

c. treatment objectives desired;

d.suggestions for continued coordination between the two re-
sources;

e. special clinical management requirements; and

f. the mechanism by which the patient can be returned to the
referring program or program component.

8.1.2.2 These methods shall include requesting a follow-up re-
port from the receiving resource within a designated time period.

8.1.3 The written policies and procedures shall describe the mecha-
nism by which a patient may request referral to another component
or community service provider.

8.1.4 The written policies and procedures shall describe the means
by which the program assists in the referral of those individuals who
are seeking services that the program does not provide.

REFERRALS/25
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8.1.5 The annual review and approval of the referral policies and
procedures by the chief executive officer and appropriate administra-
tive and clinical staff shall be documented.

8.2 Each program component shall keep a current, confidential log of all
referrals that it initiates and receives.

8.3 Each community service provider to which patients are referred shall
express in writing its willingness to abide by federal, state, program, and
JCAH standards dealing with the confidentiality of patient information.

8.3.1 When community service providers are used repeatedly, a letter
of agreement and/or contract shall be developed.

Overall compliance: referrals

Comments and recommendations
Provide specific documentation for each 2 or 3 rating.
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9. Research

9.1 When a program conducts or participates in research with human sub-
jects, there shall be written policies designed to assure that rigorous review
is made of the merits of each research project and of the potential effects of
the research procedures on the participants.

9.2 There shall be an interdisciplinary research review committee made
up of individuals qualified by training and experience to conduct reviews of
research projects. This committee may be either a permanent standing com-
mittee or a committee convened on an as-needed basis and composed of
individuals with appropriate experience in the research area to be reviewed.

9.2.1 A majority of the members of the review committee should be
made up of individuals who are not directly associated with the re-
search project under consideration. Some members should be selected
from among individuals not formally associated with the program.

9.2.2 Prior to the authorization and beginning of each research proj-
ect, the research committee shall conduct a detailed review of the

roject. This initial review shall form the basis for the written report
that shall be submitted by the committee to the chief executive officer.
This review shall be concerned with:

a. the adequacy of the research design;

b.the qualifications of the individuals responsible for coordinating the
project;

c. the benefits of the research in general;

d. the benefits and risks to the participants;

e. the benefits the program will derive from the research;

f. the possible disruptive effects of the project on program operations;

g. the compliance of the research design with accepted ethical stan-
dards;

h. the process to be used in obtaining informed consent from partici-
pants; and

i. the procedures for dealing with any potentially harmful effects that
may occur in the course of the research activities.

9.3 All individuals asked to participate in a research project shall be given

the following information prior to being asked to give their consent:

a. a description of alternative services that might prove equally as advan-
tageous to them;

b.a full explanation of the procedures to be followed, especially those that
are experimental in nature;
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c. a description of the potential discomforts and risks; and
d.a description of the benefits to be expected.

9.3.1 1If the investigator does not wish to fully disclose to the partici-
pants the purpose, nature, outcome, and implications of the research
prior to its commencement, the investigator shall clearly and rigorously
justify to the review committee that such disclosure is inadvisable and
that failure to give full disclosure is not detrimental to the participants.
Under such conditions, disclosure may be deferred until the research
project is completed.

9.4 All research project participants shall sign a consent form which indi-
cates their willingness to participate in the project.

9.4.1 The consent form shall address all of the information contained
in Section 9.3 and shall indicate the date the form was signed and the
name of the person who supplied the participant with the information.

9.4.1.1 The participant’s right to privacy and confidentiality shall
be addressed by the informed consent document.

9.4.1.2 Neither the consent form nor any other written or oral
agreement entered into by the participant shall include any lan-
guage through which the program, its agents, or those responsible
for conducting the research are released from liability for neg-
ligence.

94.2 All prospective participants over the age of 12 and all parents
¢ of participants under the age of 18 shall sign a written consent form
that indicates willingness to participate in the project.

9.4.2.1 The consent form shall contain the full information de-
scribed in Section 9.3, as well as the date the consent form was
signed and the name of the individual who supplied the prospec-
tive participant with the information.

9.4.3 Prospective participants age 12 or younger and all prospective
participants who are legally or functionally incompetent to provide in-
formed consent shall participate only when and if consent has been
given by a person legally empowered to consent and such consent has
been reviewed by an independent advocacy group, if available.
9.43.1 Such legal guardian and/or advocate shall receive the
same information as required in Section 9.3 and shall sign the con-
sent form.
9.5 The denial of consent to participate by any potential research subject
shall not be a cause for denying or altering the indicated services to that
patient.

9.6 Participants shall be allowed to withdraw consent and discontinue
participation in the project at any time without affecting their status in the
program.

9.7 Privacy and confidentiality should be strictly maintained at all times.

9.8 Upon completion of the research procedures, the principal investigator
shall attempt to remove any confusion, misinformation, stress, physical dis-
comfort, or other harmful consequences that may arise in the participants as
a result of the procedures.
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9.8.1 Investigators and others directly involved in research shall ad-
here to the ethical standards of their respective professions concerning
the conduct of research and should be guided by the regulations of the
Department of Health, Education, and Welfare on the protection of
human subjects (Title 45, Part 46, 1978).

9.9 Upon completion of the research, the principal investigator, whether
a member of the program staff or an outside researcher, shall be respon-
sible for communicating to the staff of the program, in a manner which they
can understand, the purpose, nature, outcome, and possible practical or
theoretical implications of the research.

9.10 Reports of all research projects shall be maintained by the program.

Overall compliance: research

Comments and recommendations
Provide specific documentation for each 2 or 3 rating.
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10. Patient rights

10.1 Programs shall support and protect the fundamental human, civil,
constitutional, and statutory rights of the individual patient.

10.2 There shall be a written plan or policies and procedures that describe
the patients’ rights and the means by which these rights are protected and
exercised. These rights shall include the following.

10.2.1 Access to treatment shall be impartial, that is, free of discrim-
ination by race, religion, sex, ethnicity, age, or handicap.

1022 Care and treatment shall, at all times, recognize and respect
the personal dignity of the patient.

10.2.3 The patient has a right to individualized treatment, which shall
include at least the following:

a. adequate and humane services, regardless of source(s) of financial
support;

b.least restrictive environment;
c. an individual treatment plan;

d.active participation of the patient over 12 years of age and of the
responsible parent, relative, or guardian in the planning for treatment;

e. periodic review of the treatment plan; and

f. an adequate number of competent, qualified, and experienced clinical
staff supervising and implementing the treatment plan.

10.2.4 The program’s environment and procedures shall assure and
protect the personal privacy of the patient within the constraints of the
individual treatment plan.

10.2.41 Program policies shall allow patient visitation by all
members of the patient’s family and significant others, regardless
of the visitor’s age, unless clinically contraindicated.

10.2.4.2 Suitable areas shall be provided for patients to visit in
private, unless this is in conflict with the patient’s treatment plan.

10.2.4.3 Patients shall send and receive mail without hindrance.

10.2.4.4 Patients shall be allowed to conduct private telephone
conversations with family and friends, unless clinically contrain-
dicated.
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10.2.4.5 If therapeutic indications necessitate restrictions on visi-
tation, telephone calls, or other communications, those restrictions
shall be evaluated for continuing therapeutic effectiveness at least
every seven days by the clinically responsible staff.

10.2.4.6 If limitations on visitations, calls, or other communica-
tions are indicated by practical reasons, e.g., expense of travel or
phone calls, such limitations shall be determined with the partici-
pation of the patient and family. All such restrictions shall be
tully explained to the patient and the family.

10.2.5 The patient has the right to request the opinion of a consultant
at personal expense or to request an in-house review of the individual
treatment plan as provided in the specific procedures of the program.

10.3 The patient shall be informed of his or her rights in language under-
stood by the patient.

10.3.1 The patient shall receive a written description of the patient
rights, and such a description shall be posted in various areas of the
program.

10.4 Each patient over the age of 12 shall be fully informed about the
following items:

a.

b.

his or her rights;

the clinical staff responsible for his or her care and those staff members’
professional status and staff relationship;

the nature of the care, procedures, and treatment which he or she will
receive;

. the present and future use and disposition of products of special observa-

tion and audiovisual techniques such as one-way vision mirrors, tape
recorders, television, movies, or photographs; :

the risks, side effects, and benefits of all medications and treatment pro-
cedures used, especially when the medications and treatment procedures
are unusual or experimental;

his or her participation in any research project that introduces addition-
al inconvenience or risk (see the “Research” section of these Standards);

. the alternative treatment procedures that are available;
. the right to refuse to participate in any research project without com-

promising access to the program’s services;

the right, to the extent permitted by law, to refuse specific medications
or treatment procedures;

the program’s responsibilities, when he or she refuses treatment, to seek
appropriate legal alternatives or orders of involuntary treatment, or, in
accordance with professional standards, to terminate the relationship
with him or her upon reasonable notice;

. the cost, itemized when possible, of services rendered to him or her;

the source of the program’s reimbursement, and any limitations placed
on duration of services;

any proposed change, and the reasons for such change, in the clinical
staff responsible for him or her, or any transfer of him or her within or
outside of the program;
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n. the rules and regulations of the program applicable to his or her conduct;

o. the right to initiate a complaint or grievance procedure and the appro-
priate means of requesting a hearing or review of the complaint;
. the discharge plans; and

q- the plans for meeting continuing mental and physical health require-
ments following discharge.

gl

10.4.1 1In all cases dealing with child and adolescent patients, the
responsible parent, relative, or guardian shall also be informed about
these items.

10.5 Each patient over the age of 12 shall give written, dated, and signed
informed consent to the following:

a. voluntary admission to the program;

b. the release of confidential information;

c. the use of audiovisual equipment;

d. the utilization of surgical procedures;

e. the utilization of electroconvulsive therapy;

f. the utilization of any unusual medication or hazardous assessment or
treatment procedure;

g. participation in any research project;
h. transfer to another facility;
i. discharge plans; and
j- aftercare plans.
10.5.1 In all cases dealing with child and adolescent patients, the

responsible parent, relative, or guardian shall also give written, dated,
and signed informed consent to these items.

10.6 The confidentiality of communications between patients and staff
and of all information recorded in the patient record shall be the respon-
sibility of all staff (see the “Patient records” section of these Standards).

10.6.1 The program shall have continuing training for all staff and
specific orientation for all new personnel in the principles of confiden-
tiality and privacy.

10.7 A patient shall be allowed to work for the service provider only

under the following conditions:

a. the work is part of the individual treatment plan;

b.the work is performed voluntarily, with full consent of the patient;

c. the patient receives wages commensurate with the economic value of the

work; and

d.the work is in accordance with local, state, and federal laws and regula-
tions.

10.7.1 A patient may be required to perform tasks of a personal house-
keeping nature without compensation.

10.8 Unusual or experimental drugs, treatments, or procedures shall be
reviewed by the research review committee, or other appropriate peer re-
view committees, prior to utilization.
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10.9 When a program uses physical restraints or seclusion as a part of its
therapeutic procedures, an explicit written statement of policies and proce-
dures, as described by the “Treatment plans” section of these Standards,
shall be reviewed and approved annually by the chief executive officer and
the clinical staff.

10.9.1 Physical restraints or seclusion may be used only as a thera-
peutic measure to prevent the patient from causing physical harm to
self or others, or to prevent serious disruption of the therapeutic en-
vironment.

10.9.2  Physical restraints or seclusion may not be used as a punish-
ment, as discipline, as a convenience for the staff, or as a mechanism to
produce regression.

10.9.3 Physical restraints or seclusion may be used only in accordance
with these Standards and the provisions of local, state, and federal laws
and regulations. '

10.9.4 The physical space utilized for seclusion shall be immediately
accessible to staff for observation and care of the patient and shall ade-
quately accommodate the patient’s physical and environmental needs
without undue violation of personal dignity.

Overall compliance: patient rights

Comments and recommendations
Provide specific documentation for each 2 or 3 rating.
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11. Quality assurance

11.1 To identify problems in the delivery of care, the program shall imple-
ment quality assurance activities.

11.1.1 The quality assurance activities shall include, but are not lim-
ited to, the following:

a. program evaluation procedures;

b. evaluation of clinical privileges;

c. professional growth and development activities;

d. utilization reviews;

e. individual case reviews; and

f. patient care audits.

11.2 There shall be a written plan describing the mechanisms for assuring
the comprehensive integration of quality assurance activities.

11.2.1 All clinical disciplines reflected in the composition of the clin-
ical staff and all members of the treatment team shall be included in
the quality assurance activities in a reasonably representative manner.

Program evaluation

11.3 The program shall have a written statement of goals and objectives.

11.3.1 The program’s goals and objectives shall be based upon a plan-
ning process.

11.32 The goals and objectives shall be related to the needs of the
population to be served.

11.3.3 The goals and objectives shall specify the services to be pro-
vided or shall specify other means by which these goals and objectives
can be attained.

11.3.4 The goals and objectives shall be updated at least annually.

11.3.5 A written statement of the goals and objectives shall be pro-
vided to the governing body and program management and shall be
available to program staff.

11.4 There shall be a written plan for evaluating the program’s level of
attainment of its goals and objectives.
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11.4.1 The plan shall specify information and data to be collected,
and methods of retrieval and analysis of such data.

11.4.2 The plan shall specify methods for assessing the utilization of
staff and other program resources in terms of the goals and objectives.

11.4.3 The plan shall specify the timetable for the evaluation, which
shall be carried out at least annually.

11.44 The plan shall specify the criteria to be used in assessing the
level of attainment of the goals and objectives.

1145 The plan shall require that failure to achieve goals and objec-
tives be explained.

11.5 Documentation shall verify the following items:
a. the goals and objectives were written and are revised at least annually;

b.the goals and objectives were provided to the governing body and pro-
gram management and were made available to program staff;

c. the evaluation plan was conducted; and

d. the results of the evaluation were provided to the governing body and
program management and were made available to program staff.

11.6  Written evidence shall verify that the findings of the evaluation have
influenced program planning,

Clinical privileges

117 There shall be a written plan describing the methods by which the
clinical staff defines the qualifications required to provide clinical services
in the program.

11.7.1 The written plan shall delineate the clinical authority and
responsibilities of the clinical staff and be in accordance with the stan-
dards regarding clinical staff rules and regulations contained in the
“Clinical staff organization” section of these Standards.

11.7.2 Members of the clinical staff shall be licensed, when required,
to exercise the clinical privileges granted to them.

11.7.2.1 The qualifications and clinical privileges shall comply
with all applicable federal, state, and local laws, rules, and regula-
tions.

11.7.2.2 All members of the treatment team who have been as-
signed specific treatment responsibilities shall have training or
experience and demonstrated competence, or shall be supervised
by clinical staff members who are qualified by experience to super-
vise such treatment.

11.7.2.3 When physicians are members of a program’s clinical
staff, the relationship between physician and nonphysician mem-
bers of the clinical staff shall be clearly delineated.
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11.7.3 Documentation shall verify that the determination of clinical
privileges bas been influenced by the findings of the quality assurance
program.

Professional growth and development

11.8 Appropriate programs of staff development for administrative, clin-
ical, and support personnel shall be provided.

11.8.1 Staff development shall be under the supervision and direction
of a committee or qualified person. Such person or committee may
delegate any part of the responsibility for the program to appropriately
qualified individuals.

11.8.2 Documentation shall verify participation in such programs.

11.9 Evidence shall verify that the clinical staff is provided with a con-
tinuous program of professional education which is designed to keep the
staff informed of significant new clinical and administrative developments

and skills.

11.9.1 The clinical staff development program should include intra-
mural activities.

11.9.1.1 Such activities shall be planned and scheduled in ad-
vance and should be held on a continuing basis.

11.9.2 The program’s continuing education programs should make
use of educational opportunities outside the program, such as work-
shops, institutes, seminars, and formal continuing education courses.

11.9.3 These programs shall be designed to meet the needs identified
in the quality assurance program.

11.9.4 The program shall communicate and collaborate, as appropri-
ate, with national and local mental health professional and standards-
setting organizations in the planning and providing of continuing edu-
cation programs.

11.10 The results of patient care audit studies shall be an important part
of the staff development programs. :
11.10.1 Documentation shall verify that the clinical staff has reviewed
the clinical work of its members.

11.10.2 Written evidence shall verify that staff development activities
are influenced by the findings of the quality assurance program.

11.11 The staff development programs shall reflect all administrative and
service changes in the program and shall contribute toward the preparation
of personnel for greater responsibility and promotions.

11.12 A mechanism for evaluating the effectiveness of professional educa-
tion and inservice training programs at Jeast annually shall be provided.

11.12.1 All such evaluations shall be both signed and dated by the
reviewer(s).



40/ Consolidated Standards

11.13 Appropriate orientation and training programs shall be available for
all employees.

11.13.1 These programs shall be held prior to, or at least on, the day
that employment begins.

11.13.2 The programs for new employees shall include event-training
or incident-training when appropriate, and shall familiarize each em-
ployee with the existing staff backup and support system.

11.14 Each service group shall maintain regular communication meetings
among the people responsible for training.

11.14.1 Such communication shall help to coordinate training proce-
dures and define effective and efficient training plans.

11.14.2 Evaluations of the effectiveness of the training program should
be made in collaboration with appropriate national standards-setting
organizations.

Utilization review

11.15 The program shall demonstrate appropriate allocation of its re-
sources through the conduct of a utilization review program.

11.15.1 In keeping with the program’s striving to provide optimal
achievable quality of patient care in the most cost effective manner,
the utilization review program shall make every effort to assure appro-
priate allocation of the program’s resources.

11.15.1.1 The utilization review program shall address under-
utilization and inefficient scheduling, as well as overutilization, of
the program’s resources.

11.16 The program shall implement a written plan that describes the util-
ization review program and governs its operations. This plan shall be ap-
proved by the clinical staff, the administration, and the governing body, and
shall include at least the following:

a. a delineation of the responsibilities and authority of those involved in the
performance of utilization review activities, including members of the
clinical staff, any utilization review committee(s), the administration, and,
when applicable, any qualified outside organization contracting to per-
form review activities;

b.a conflict of interest policy, applicable to all those involved in utilization
review activities;

c. a confidentiality policy, applicable to all utilization review activities and
resultant findings and recommendations;

d.a description of the method(s) for identifying utilization-related prob-
lems;

e. the procedures for conducting concurrent review; and
f. a mechanism for initiation of discharge planning.
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11.16.1 The methods for identifying utilization-related problems shall
include analyses of the appropriateness and clinical necessity of admis-
sion, continued stays, supportive services, and delays in the provision
of supportive services, as well as utilization of the findings of related
quality assurance activities and other current relevant documentation.

11.16.1.1 Such related activities may include, but are not limited
to, profile analyses, the results of retrospective patient care evalua-
tion studies, medication usage reviews, infection control activities,
and reimbursement agency utilization reports that are component/
service specific.

11.16.1.2 Retrospective monitoring of the program’s utilization of
resources shall be ongoing to identify problems and document the
impact of corrective actions taken.

11.162 The procedures for conducting concurrent review shall in-
clude the time period within which the review is to be initiated follow-
ing admission, and the length-of-stay norms and percentiles to be used
in assigning continued stay review dates.

11.16.2.1 The determination of which patients are to be reviewed
concurrently shall not be based solely on source of payment.

11.16.2.2 Written measurable criteria and length-of-stay norms
that have been approved by the clinical staff shall be utilized in

erforming concurrent review and shall be included in or ap-
pended to the program’s utilization review plan.

11.16.2.3 Length-of-stay norms must be specific to diagnoses,
problems, and/or procedures.

11.16.3 Discharge planning shall be initiated as early as a deter-
mination of the need for such activity can be made to facilitate dis-
charge as soon as care is no longer required.

11.16.3.1 Criteria for initiating discharge planning may be de-
veloped to identify those patients whose diagnoses, problems, or
psychosocial circumstances usually require discharge planning.

11.16.3.2 The discharge planning activity shall not be limited to
placement in long-term care facilities but also shall include provi-
sion for, or referral to, services that the patient may require to
improve or maintain his or her mental health status.

11.17 The program’s utilization review program, including the written
plan, criteria, and length-of-stay norms, shall be reviewed and evaluated at
least annually, and revised as appropriate to reflect the findings of the pro-
gram’s utilization review activities.

11.17.1 A record shall be maintained of such reviews, and the findings
shall be reported to the appropriate committee of the clinical staff and
to the governing body.
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Individual case review

11.18 Each program shall have a written plan designed to ensure that the
clinical care planned and provided for patients is evaluated and updated
according to the needs of each individual patient.

11.19 Individual case review meetings shall be held in all services, depart-
ments, units, or teams, and shall be documented.

11.19.1 Individual case reviews shall be conducted on a random basis
at regular intervals and shall include a review of the following:

a. unresolved diagnosis problems;

b. unimproved patients;

c. diagnostic errors;

d. treatment failures;

e. complications in treatment; and

f. other treatment issues.

11.19.2 An essential feature of the individual case review is the super-
visory and consultative roles of other clinical staff to the provider of
services. The supervisory and consultative responsibility between staff

members shall be reflected and documented in one or more of the
following places:

a. the individual patient record;
b. minutes of staff meetings and conferences;

c. schedules maintained for individual and group supervision of all clin-
ical staff;

d. minutes of individual case review meetings; and
e. notes of supervisory sessions or clinical consultation.

Patient care audit

11.20 The program shall have a written plan for evaluating the quality of
patient care services which shall include at least the following.

11.20.1 The quality of services shall be evaluated by members of the
staff directly responsible for providing services.

11.20.1.1 This may be conducted by evaluation as a service treat-
ment unit or delegation of the responsibility to a committee.

11.20.1.2 The committee membership shall be representative of
the staff responsible for providing services.

11.20.2  The quality of services shall be determined by measuring the
actual services against specific criteria.

11.20.2.1 These criteria shall be established or adapted by the
staff for the evaluation of all services provided.
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11.20.2.2 The criteria shall be explicit and measurable, and shall
reflect the optimal level of service that can be achieved in light of
current psychiatric, mental health, alcoholism, and/or drug abuse

knowledge.

11.20.2.3 The criteria shall be such that outcomes of interven-
tion can be analyzed, therapeutic processes can be justified, and
complications resulting from therapeutic and administrative pro-
cedures can be identified.

11.20.2.4 The criteria may be in terms of specific goals described
in individual treatment plans.

11.20.2.5 The criteria shall be revised or updated to reflect the
findings of previous studies, improvements in techniques, and sci-
entific advances.

11.21 The patient record, the primary source of information for patient
care audits, shall be accurate and complete.

11.21.1 In an effort to ensure that evaluation measures are unbiased,
the number of patient records used in the evaluation study shall be
representative of the services being provided by all staff.

11.21.2 The method used for retrieving, abstracting, and reporting
data from patient records shall be efficient and designed to ensure the
reliability of the data.

11.22 Variations from the established criteria shall be identified.

11.22.1 Identified variations shall be justified by the staff evaluating
patient care based upon information prerecorded in the patient record.

11.22.2 The staff evaluating the quality of services shall explicitly
document justified variations.

11.22.3 Variations that are not justified to peer satisfaction must be
analyzed by the staff evaluating patient care services.

11.22.4 If analysis indicates inappropriate patterns of service, action
must be taken to correct problems.

11.22.4.1 Corrective actions should be specific to the problems
and may include educational or training programs, amended
policies and procedures, increased or realigned staffing, provision
of new equipment or facilities, adjustments in staff privileges, and/
or increased supervision.

11.23 Corrective actions shall be validated by completed follow-up studies.

11.23.1 Follow-up studies of corrective actions for problems posing
a threat to health or safety shall be undertaken immediately and con-
tinued until it is clearly demonstrated that the problem has been cor-
rected.

11.23.2 Follow-up studies for problems identified as an indication of
less than optimal services, but not immediately threatening to patients,
shall be completed within a reasonable period of time.

11.23.2.1 The time span for follow-up studies shall be defined by
the staff responsible for the evaluation of the quality of services.
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11.24 The entire patient care evaluation process shall be documented.

11.24.1 The general findings of, and specific recommendations from,
evaluation studies must be reported to, at least, the individual with
overall responsibility for the program’s treatment services, the chief
executive officer, and the governing body.

11.25 Evaluations of the quality of services shall be continuous, compre-
hensive with respect to the conditions and problems treated, and inclusive
of the procedures performed.

11.25.1 The evaluations of the quality of services shall be either on-
going or repeated periodically, according to the criticality of the eval-
uation study topic and the problems identified.

11.26 The results of evaluations shall be reflected in other quality assur-
ance functions, including reappointment and reprivileging of staff members,
control and utilization of organizational resources, the continued monitoring
of staff and therapeutic activities, and the provision of continuing staff de-
velopment and training.

Overall compliance: quality assurance

Comments and recommendations
Provide specific documentation for each 2 or 3 rating.
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Clinical privileges

Professional growth and development

Utilization review
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Individual case review

Patient care audit
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12. Patient records

12.1 A written patient record shall be maintained for each patient.

12.1.1 The patient record shall describe the individual’s status at the
time of admission, the services provided, the progress made, and the
status at the time of discharge.

12.1.2 The patient record shall serve as a basis for treatment planning,
coordination, and implementation.

- 12.1.3 The patient record shall provide a means of communication
among all appropriate staff who are involved in the patient’s treatment.

12.1.4 The patient record shall substantiate the adequacy of the as-
sessment process as the basis for the treatment plan.

12.1.5 The patient record shall facilitate continuity of treatment, as
well as facilitate the determination, at a future date, of the patient’s
condition and what treatment was being provided at any specified time.

12.1.6 The patient record shall furnish documentation of observations
of the patient’s behavior, ordered and supervised treatment, and re-
sponses to treatment.

12.1.7 The patient record shall provide information for the review,
study, and evaluation of the treatment provided to the patient.

12.1.8 The patient record shall provide data, when appropriate, for
use in training, research, evaluation, and quality assurance measures.

12.1.9 The patient record shall provide documentation of the protec-
tion of the rights of the patient, the patient’s family, the program, and
the staff.

12.1.10 The patient record shall provide documentation of the in-
volvement of the patient, parents, siblings, or other family members in
the patient’s treatment program.

12.1.10.1 A separate record for each family member may need to
be maintained.

12.2 The patient record shall contain all pertinent information.
12.2.1 The patient record shall contain identifying data, including
the following items:
a. name;
b. home address;
c. home telephone number;
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date of birth;

sex;

next of kin;

d.
e.
f. race or ethnic origin;
g
h. education;

marital status:;

Sl 0

type and place of employment;

. date of initial contact or admission to the program;
legal status, including relevant legal documents;

. other identifying data as indicated;
date the information was gathered; and

o B g ~m

signature of staff member gathering the information.
12.2.2 The patient record shall contain the source of referral.

12.2.3 The patient record shall contain the reason for referral (ie.,
presenting problems or complaints).

12.2.4 The patient record shall contain a record of the completed
assessment of the patient.

12.25 The patient record shall contain a record of the initial formula-
tion and diagnosis based on the assessment of the patient.

12.2.6 The patient record shall contain a record of the individual
treatment plan, and revisions thereof, prepared in accordance with the
“Treatment plans” section of these Standards.

12.2.7 The patient record shall contain a record of all medications
administered including type, dosage, adverse reactions, errors, frequen-
cy of administration, physician or dentist prescription, and person who
administered each dose.

12.2.7.1 Medication administration shall be in accordance with
the “Pharmacy services” section of these Standards.

12.2.8 The patient record shall contain information on any unusual
events or occurrences such as the following:

a. treatment complications;

b.accidents or injuries to the patient;

c. morbidity;

d.death of a patient; and

e. procedures placing the patient at risk or causing unusual pain.
12.2.9 The patient record shall contain documentation of patient and/

or family consent for admission, treatment evaluation, aftercare, or re-
search, as necessary.

12.2.10 The patient record shall contain both physical and emotional
diagnoses, made with a recognized diagnostic system.

12.2.11 The patient record shall contain reports of laboratory, roent-
genographic, or other diagnostic procedures.

12.2.12 The patient record shall contain reports of consultation.
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12.2.13 The patient record shall contain reports of surgery performed.

12.2.14 The patient record shall contain reports of any patient-ori-
ented multidisciplinary case conferences or consultations, which shall
include the identity of attendees as well as recommendations made or
actions taken.

12.2.15 The patient record shall contain correspondence related to the
patient, and signed and dated notations of relevant telephone calls
regarding the patient’s treatment.

12.2.16 The patient record shall contain a discharge summary.
12.2.17 The patient record shall contain a plan for aftercare.
12.2.18 All entries in the patient record shall be signed and dated.

12.2.18.1 Symbols and abbreviations shall be used only if they
have been approved by the clinical staff, and when there is an
explanatory legend.

12.2.18.2 Symbols or abbreviations shall not be used when re-
cording diagnoses.

12.3 The patient record shall contain special documentation of all pro-
cedures that place the patient at risk or in unusual pain including, but not
limited to, the following:

a. restraint;
b. seclusion; and/or
c. behavior modification using painful stimuli.

12.3.1 Such records shall document the rationale or justification for
the use of the procedure, the specific procedures employed, the re-
quired authorization, and the procedures employed to protect the pa-
tient’s safety and rights. ‘

12.4 Within 15 days after discharge, a discharge summary shall be entered
in the patient’s record.

12.4.1 The discharge summary shall include the initial formulation
and diagnosis.

12.4.2 The discharge summary shall include the clinical resume, which

shall summarize the following items:

a. the significant findings;

b. the course and progress of the patient with regard to each fundamen-
tal problem;

c. the clinical course of the patient’s treatment and recommendations
and arrangements for further treatment including prescribed medica-
tions and aftercare; and

d.the final formulation reflecting the general observations and under-
standing of the patient’s condition initially, during treatment, and at

discharge.

12.43 The discharge summary shall include the final primary and
secondary diagnoses.
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12,5 1In the event of a patient’s death, a summation statement shall be
added to the record in the form of a discharge summary. The statement
shall include the circumstances leading to death and shall be signed by a
physician.

12.5.1 An autopsy shall be performed whenever possible, and, when
performed, a provisional anatomic diagnosis shall be recorded in the
patient record within 72 hours; the complete protocol shall be made a
part of the record within three months.

12.6 The patient records department shall maintain, control, and super-
vise the patient records and maintain their quality.

12.6.1 The patient records department shall be the responsibility of
an individual who has demonstrated competence and experience or
training in patient records administration.

12.6.2 Appropriate patient records shall be kept on the unit where the
patient is being treated and shall be directly accessible to the clinical
staff caring for the patient.

12.6.3 There shall be written policies and procedures governing the
compilation, storage, and dissemination of, as well as access to, patient
records.

12.6.3.1 The policies and procedures shall be designed to ensure
that the program fulfills its responsibility to safeguard and protect
the patient record against loss, or unauthorized alteration or dis-
closure of information.

12.6.3.2 The policies and procedures shall be designed to ensure
that the content and format of patient records are uniform.

12.6.3.3 The policies and procedures shall be designed to ensure
that entries in the patient record are dated and signed.

12.6.4 The program shall provide adequate physical facilities for the
storage, processing, and handling of patient records. The facilities
shall include suitably locked and secured rooms and files.

12.6.5 When a program stores patient data on magnetic tape, com-
puter files, or other types of automated information systems, adequate
security measures shall prevent inadvertent or unauthorized access to
such data.

12.6.6 The program shall maintain an indexing or referencing system
that permits the location of a patient record that has been removed
from the central file area.

12.7 There shall be a written policy governing the disposal of patient
records.

12.7.1 Patient records shall be maintained for not less than five years
from the date they are officially closed, or longer if legally required.

12.7.2 Methods of disposal shall be designed to assure the confiden-
tiality of the information in the records.

12.8  There shall be written policies protecting the confidentiality of pa-
tient records and governing the disclosure of information from the records.
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12.8.1 Such policies shall specify the conditions under which informa-
tion on applicants or patients may be disclosed and the procedures for
releasing such information.

12.8.2 A patient or authorized guardian may consent to a release of
information provided that written consent is given on a form contain-
ing the following items:

a. the name of the person, agency, or organization to which the infor-
mation is to be disclosed;

b. the specific information to be disclosed;
c. the purpose for the disclosure;

d.the date the consent was signed and the signature of the individual
witnessing the consent; and

e. a notice that the consent is valid only for a specified period of time.

12.8.3 A patient’s written consent for the disclosure of information
shall be considered valid only if the following conditions have been
met.

12.8.3.1 The patient shall be informed, in a manner that strives
to assure his or her understanding, of the specific type of informa-
tion that has been requested, as well as the benefits and disadvan-
tages of releasing the information, if known.

12.8.3.2 The patient shall give consent freely and voluntarily.

12.8.3.3 The patient shall be informed that treatment services are
not contingent upon the patient’s decision concerning the release
of information.

12.8.3.4 The consent shall be in accordance with the standards
contained herein and any applicable federal, state, or local laws,
rules, or regulations.

12.8.4 Every authorization for the release of information, the actual
date the release was made, and the signature of the staff member re-
leasing the information shall be made a part of the patient record.

12.8.5 Staff members or persons having access to patients” records
shall be required to abide by the written program policies regarding
the confidentiality of patient records and regarding the disclosure of
information from the records, as well as any applicable federal, state,
or local laws, rules, or regulations.

12.8.6 In a life-threatening situation or when an individual’s condi-
tion or situation precludes the possibility of obtaining written consent,
the program may release pertinent medical information to the medical
personnel responsible for the individual’s care without the individual’s
authorization, and without the authorization of the chief executive of-
ficer or a designee, if obtaining such authorization would cause an ex-
cessive delay in delivering treatment to the individual. When informa-
tion has been released under such conditions, the staff member
responsible for the release of information shall enter into the individ-
ual’s record all details pertinent to the transaction, which shall include
at least the following items:

a. the date the information was released;
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b.the person to whom the information was released;

c. the reason the information was released;

d. the reason written consent could not be obtained; and
e. the nature and details of the information given.

12.8.6.1 As soon as possible after the release of information, the
patient or applicant shall be informed that such information was
released.

12.9 Patient records shall comply with all standards stated herein, and all
applicable federal, state, and local laws and regulations.

Overall compliance: patient records

Comments and recommendations
Provide specific documentation for each 2 or 3 rating.
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Patient management

13. Intake

13.1 The acceptance of a patient for treatment shall be based on an intake
procedure and assessment of the patient.

13.1.1 Acceptance of a patient for treatment shall be based on an

intake procedure that determines the following:

a.a patient requires treatment which is appropriate to the intensity
and restrictions of care provided by the program or program com-
ponent; and/or

b.the treatment required can be appropriately provided by the pro-
gram or program component; and

c. alternatives for less intensive and restrictive treatment are not avail-

able.

13.1.2 Criteria for determining the eligibility of individuals for ad-
mission shall be clearly stated in writing.

13.1.3 Assessment shall be done by members of the clinical staff and
be clearly explained to the patient.

13.1.3.1 The assessment shall be explained to the patient’s family,
when appropriate.

13.2 When a patient is found to be ineligible for admission, the reason
shall be recorded in the patient intake record, and a referral to an appropri-
ate agency or organization should be attempted.

13.2.1 The results of that referral attempt shall be documented.

13.3 A written confidential log shall be maintained and shall indicate the
nature and disposition of all referrals received by the program.

13.4 Methods of intake shall be determined by the nature of the program
and the needs of the patients it is designed to serve.

13.41 The program shall have written policies and procedures gov-
erning the intake process, including the following:
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a. the types of information to be obtained on all applicants prior to
admission;

b. the procedures to be followed when accepting referrals from outside
agencies or organizations;

c. the types of records to be kept on all applicants;
d. statistical data to be kept regarding the intake process; and

e. the procedures to be followed, including those for referrals, when
an applicant is found ineligible for admission.

13.4.2 During the intake process, every effort shall be made to assure
that applicants understand the following:

a. the general nature and goals of the program;

b.the rules governing patient conduct and the types of infractions that
can result in disciplinary action or discharge from the program;

c. the hours during which services are available in a nonresidential pro-
gram;

d. the treatment costs to be borne by the patient, if any; and
e. the patients’ rights.

13.4.3 When a patient is admitted on court order, the rights and re-
sponsibilities of the patient and family shall be explained.

13.43.1 This explanation shall be fully documented in the pa-
tient’s record.

13.4.4 Sufficient information shall be collected during the intake pro-
cess so that a tentative treatment plan can be developed.

135 The following information shall be recorded on standardized forms
and shall become a part of the accepted patient’s record:
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name;

. home address;

home telephone number;

. date of birth;

sex;
race or ethnic origin;

. next of kin;
. education (current school and grade if applicable);

marital status;
type and place of employment;

. date of initial contact or admission to the program;

legal status, when appropriate, including relevant legal documents;

.other identifying data as indicated;
. date the information was gathered; and

signature of the staff member gathering the information.

13.6 All programs which house patients overnight shall document the
following items for each patient:

a. responsibility for financial support;
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b. responsibility for medical and dental care, including consents for medical
or surgical care and treatment;

c. arrangements for appropriate family participation in the treatment pro-
gram;

d. arrangements for appropriate phone calls and visits when indicated;

e. arrangements for clothing, allowances, and gifts; and

f. arrangements regarding the patient’s departure from the program with or
without clinical consent.

137 Staff members who will be working with the patient, but who did not

participate in the initial assessment, shall be informed about the patient

prior to meeting him or her.

Overall compliance: intake

Comments and recommendations
Provide specific documentation for each 2 or 3 rating.
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14. Assessment

141 The program shall be responsible for a complete patient assessment
that includes clinical consideration of each of the fundamental needs.

14.1.1 This shall include, but is not limited to, an assessment of the
physical, psychological, chronological age, developmental, family edu-
cational, social cultural, environmental, recreational, and vocational
needs of the patient.

14.1.2 Clinical consideration of each area of the fundamental needs
of the patient shall include the determination of the type and extent of
special clinical examinations, tests, and evaluations necessary for a
complete assessment.

142 The assessment of the patient’s physical health shall be the respon-
sibility of a qualified physician.
14.2.1 The physical health assessment shall include a complete medi-
cal and drug history.

14.2.2 In inpatient programs, the physical health assessment shall
include a complete physical examination and, when indicated, a neuro-
logical assessment.

14.2.2.1 A complete physical examination must be completed
within 24 hours after admission to any adult psychiatric or child/
adolescent inpatient program.

14.2.2.2 In inpatient alcoholism and drug abuse programs, a phys-

ical examination must be completed before commencing detoxifica-
tion or before administering prescription drugs.

14.2.3 In residential and outpatient programs, documentation shall
verify that a determination of the necessity of a physical examination
was made prior to the development and implementation of the patient’s
treatment plan.

14.2.3.1 There shall be a written procedure for determining the
necessity of a physical examination.

14.2.3.1.1 Documentation shall verify that this procedure
was developed in consultation with a physician.

14.2.3.2 The steps employed in determining the need for a phys-
ical examination shall include, but are not limited to, the following:

a. routine inquiry of every patient of when last treated by a physi-
cian and when last complete physical examination was done:

b.awareness of the presence of any medical problem; and
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¢. what, if any, medication is being taken.

14.2.3.3 If a physical examination is determined to be necessary,
the process and results of this examination shall be documented
in the patient’s record.

14.2.3.4 Documentation shall verify that the physical examination
is obtained during the patient’s present course of treatment.

14.2.4 Residential and/or outpatient programs shall have a written
plan for the provision of physical examinations, if such services are not
directly provided by the program.

14.2.5 The physical health assessment shall include an appropriate
laboratory workup.

14.2.6 If, just prior to admission to the program, a complete physical
history has been recorded and a complete physical examination has
been performed by the patient’s physician, the signed report of this
examination and history may be made part of the patient’s record.

14.2.7 In addition to the requirements outlined in Sections 14.2
through 14.2.6, the physical health assessments in child and adolescent
programs shall include evaluations of the following:

a. motor development and functioning;

b. sensorimotor functionings;

c. speech, hearing, and language functioning;
d. visual functioning; and

€. immunization status.

14.2.7.1 1If a patient’s immunization is not complete according to
the USPHS Advisory Committee on Control of Infectious Diseases
of the American Academy of Pediatrics, then the program shall
complete it.

14.2.7.2 Child and adolescent programs shall have available all
necessary diagnostic tools for physical health assessments, includ-
ing EEG equipment, a qualified technician trained in dealing with
children and adolescents, and a properly qualified physician to in-
terpret the electroencephalographic tracing of children and ado-
lescents.

14.2.7.2.1 Programs without EEG equipment and such staff
must have written arrangements with another facility to pro-
vide such services.

14.3 There shall be an assessment procedure for the early detection of
mental health problems that are life threatening or indicative of severe per-
sonality disorganization or deterioration, or that may seriously affect the
treatment or rehabilitation process.

14.3.1 For each patient, a psychological assessment shall be completed
and entered in the patient’s record. The psychological assessment shall
include, but is not limited to, the following items:

a. history of psychological problem areas;
b. family history;
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c. previous psychiatric treatment;

d. direct psychological observation and behavioral appraisal;

e. a psychodynamic appraisal;

f. when indicated, intellectual, projective, and personality testing; and

g when indicated, evaluations of language, cognition, self-help, and
social-affective and visual-motor functioning.

14.3.2 In child and adolescent programs, the psychological assessment
shall also include an assessment of the developmental/chronological
age of the patient, including, but not necessarily limited to, the follow-
ing items:

a. a developmental history from the prenatal period to the present;

b. the rate of progress;

c. developmental milestones;

d. developmental problems;

e. an evaluation of the patient’s strengths as well as problems; and

f. an assessment of the patient’s current age-appropriate developmental
needs, which shall include a detailed appraisal of peer and group
relationships and activities.

14.4 For each patient, a social assessment shall be undertaken and shall
include information relating to the following areas:

a. environment and home;

b. religion;

c. childhood history;

d. military service history;

e. financial status;

f. drug and alcohol usage among other members of the family or household;

g. evaluation of the characteristics of the social, peer-group, and environ-
mental settings from which the patient comes;

h. evaluation of the patient’s family circumstances, including the constella-
tion of the family group, the current living situation, and all social, re-
ligious, ethnic, cultural, financial, emotional, and health factors; and

i. evaluation of the expectations of the family regarding the patient’s treat-
ment, the degree to which they expect to be involved, and their expecta-
tions regarding the length of time and type of treatment required.

14.5 For each patient, a vocational status assessment shall be undertaken
which shall include the following areas:

a. vocational history;

b. educational history, including academic and vocational training; and

c. a preliminary discussion between the individual and the staff member
doing the assessment concerning the individual’s past experiences with
and attitudes toward work, present motivations or areas of interest, and
possibilities for future education, training, and/or employment.

14.6 A nutritional assessment shall be included in the patient’s record for
those patients who, for medical reasons, require a special diet regimen.

AssEssMENT/61



62/Consolidated Standards

14.7 For each patient, an activities assessment shall be undertaken which
shall include information relating to the individual’s current skills, talents,
aptitudes, and interests, and include assessments of the following:

a. physical abilities and limitations;

b. ability to financially afford various forms of activities;
c. amount of leisure time available; and

d. motivations for engaging in various activities.

14.8 In drug abuse programs, a legal assessment of each patient shall be
undertaken which shall include the following areas as a minimum:

a. legal history; and

b.a preliminary discussion to determine the extent to which the individuals
legal situation will influence progress in treatment and the urgency of the
legal situation.

14.8.1 No part of these standards dealing with legal assistance is in-
tended to contravene any established laws or rules of court or any
principle of ethics related to the practice of law. Where a conflict exists
between these standards and the laws or rules of court or ethical prin-
ciples, said laws, rules, or principles shall prevail.

Overall compliance: assessment

Comments and recommendations
Provide specific documentation for each 2 or 3 rating.
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15. Treatment plans

15.1 Each patient shall have an individualized written treatment plan
which is based upon the assessments of that patient’s fundamental needs.

15.1.1 The treatment plan shall be developed as soon after the pa-
tient’s admission as possible.

15.1.2 Appropriate therapeutic efforts may begin before finalization
of the treatment plan.

15.1.3 The treatment plan shall be a reflection of the program’s
philosophy of treatment and shall reflect appropriate multidisciplinary
input by the staff.

15.1.4 The overall responsibility of the treatment plan shall be as-
signed to a member of the clinical staff.

15.1.5 The plan shall specify services required for meeting the pa-
tient’s needs.

15.1.6 The plan shall include referral for needed services not pro-

vided directly by the program.

15.1.7 Speech, language, academic education, and hearing services
shall be available when appropriate either within the program or by
written arrangement with a qualified clinician or facility in order to
meet the patient’s needs.

15.1.8 The treatment plan shall include clinical consideration of the
patient’s fundamental needs.

15.1.9 Goals necessary for the patient to achieve, maintain, and/or
re-establish emotional and/or physical health and maximum growth
and adaptive capabilities shall be included in the treatment plan.

15.1.9.1 These goals shall be determined on the basis of the
assessment of the patient and/or the patient’s family.

15.1.9.2 Specific goals with both long-term and short-term ob-
jectives and the anticipated time expected to meet these goals shall

be established.

15.1.9.3 Treatment plan goals shall be written in terms of mea-
surable criteria.

15.1.10 The patient shall participate in the development of the treat-
ment plan, and such participation shall be documented.
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15.1.11 The treatment plan shall describe services, activities, pro-
grams, and anticipated patient actions and responses, as well as specify
the staff assigned to work with the patient.

15.1.12  The treatment plan shall delineate the locations and frequen-
cy of treatment procedures.

15.1.13 The treatment plan shall designate the means for measuring
the progress and/or outcome of treatment efforts.

15.1.14 The treatment plan shall delineate the specific criteria to be
met for termination of treatment and aftercare services. Such criteria
shall be a part of the initial treatment plan.

I5.L15 A specific plan for the involvement of the family or significant
others shall be included in the treatment plan, when indicated.

152 Treatment procedures which place the patient at physical risk or in
pain shall require special justification.

15.2.1 The rationale for the use of such procedures shall be clearly
stated in the treatment plan.

15.2.2 Evidence in the treatment plan shall verify that such treatment
procedures have been specifically reviewed by the head of the clinical
staff before implementation.

15.2.3 The plan for such treatment procedures shall be consistent
with the patient’s rights and with the program’s policies governing the
procedures” use.

15.2.4 The clinical indications for the use of such procedures shall be
documented in the patient’s record.

15.2.5 The clinical indications shall outweigh the known contraindica-
tions for the individual patient.

15.3 The use of physical restraint or seclusion shall require clinical justi-
fication and shall be employed only to protect a patient from self-injury or
from injuring others, and shall not be employed as punishment, as a con-
venience for staff, or as a mechanism to produce regression.

15.3.1 There shall be observation and examination of the patient prior
to the writing of the order for the use of physical restraint or seclusion.

15.3.2 The rationale and authorization for the use of restraint or seclu-
sion shall be clearly set forth in the patient’s record by the clinical staff
member responsible for the patient.

15.3.3 The written order shall specify the length of time restraint or
seclusion is to be used.

15.3.3.1 The written order of a physician, renewable every 24
hours, shall be required for the use of restraint or seclusion for a
period longer than one hour.

15.3.4 The staff implementing the written order shall have docu-
mented training in the proper application of restraints and the use of
seclusion.

15.3.5 All use of physical restraints or seclusion shall be reported to
the head of the clinical staff daily.
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15.3.6 The written approval of the head of the clinical staff shall
be required when physical restraint or seclusion is utilized for the con-
tinuing treatment of a patient for longer than a 24-hour period.

15.3.7 The head of the clinical staff shall review the program’s use
of physical restraint and seclusion daily and investigate unusual or un-
warranted patterns of utilization.

15.3.8 Physical restraint or seclusion shall be used in such a manner
as not to cause any undue physical discomfort, harm, or pain.

15.3.9 Every 15 minutes, appropriate attention shall be paid to a
patient in physical restraint or seclusion, especially with regard to
regular meals, bathing, and use of the toilet.

15.3.10 Physical restraint or seclusion may be employed in the event
of an emergency without a written order under the following condi-
tions. '

15.3.10.1 When restraint or seclusion is employed in an emer-
gency situation, a written order for physical restraint or seclusion
shall be given by a member of the clinical staff who is qualified by
experience and training in the use and application of physical re-
straint and seclusion.

15.3.10.2 When restraint or seclusion is employed in an emergen-
cy situation, the written order of the psychiatrist or other clinical
staff member responsible for the patient’s individual treatment
plan shall be obtained in less than four hours.

15.4 The program shall have specific written policies and procedures gov-
erning the use of electroconvulsive therapy and other forms of convulsive

therapy.

15.4.1 Written informed consent of the patient shall be obtained and
made a part of the patient’s record. The patient may withdraw consent
at any time.

15.4.2 In child and adolescent programs, electroconvulsive therapy or
other forms of convulsive therapy shall not be administered unless,
prior to the initiation of treatment, two qualified psychiatrists with
training or experience in the treatment of children and adolescents,
who are not affiliated with the treating program, have examined the
patient, have consulted with the responsible psychiatrist, and have
written and signed reports in the patient’s record which show concur-
rence with the decision to administer such treatment.

15.4.2.1 For patients under the age of 13, documentation that
such reviews are carried out only by qualified child psychiatrists
shall be included in the patient’s record.

15.4.3 In circumstances when the family and/or legal guardian are
required to give written informed consent, such person(s) may with-
draw consent at any time.

15.5 There shall be written policies and procedures for the initiation of
lobotomies or other surgical procedures for the intervention in or alteration
of a mental, emotional, or behavioral disorder to be performed on adult
patients.
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15.5.1 Lobotomies shall not be performed on any adult patient unless,
prior to the initiation of such treatment, one qualified psychiatrist who
is not affiliated with the treating program has examined the patient,
consulted with the responsible psychiatrist, and written and signed a
report which shows concurrence with the decision to administer such
treatment.

15.5.1.1 Documentation of such consultation shall be in the pa-
tient’s record.

15.5.2 Policies shall prohibit lobotomies or other surgical procedures
for the intervention in or alteration of a mental, emotional, or behav-
ioral disorder in children or adolescents.

15.6 Documentation shall verify that an evaluation of the fundamental
needs of the patient has been completed prior to discharge.

15.6.1 Documentation shall confirm that this evaluation is initiated
by appropriate clinical staff as early as the clinical condition permits.

15.6.2 Documentation shall confirm that this evaluation is used as the
basis for the patient’s long-term treatment plan.

15.6.3 Documentation shall confirm that this evaluation is available
to other components of the program.

15.6.4 Documentation shall confirm that this evaluation is available
to other community service agencies that will provide continuous care
following discharge. This information shall be made available only with
the written consent of the patient, consistent with the program’s pa-
tients” rights policies governing the release of confidential information.

15.7 Progress shall be reviewed regularly at multidisciplinary case con-
ferences that are oriented toward evaluation of the individual patient’s
treatment plan as well as evaluation of the patient’s progress in meeting the
stated treatment goals.

15.7.1 Results of these reviews shall be entered in the patient’s record.
15.8 Progress notes shall be entered in the patient’s record and include the
following items:
a chronological documentation of the patient’s clinical course;
b. documentation of all treatment rendered to the patient;
¢. documentation of the implementation of the treatment plan;
d. descriptions of each change in each of the patient’s conditions;
e. descriptions of responses to and outcomes of treatment; and
f. descriptions of the responses of the patient, patient’s tamily, and/or sig-

nificant others to significant intercurrent events.

158.1 Progress notes shall be dated and signed by the individual
making the entry.

1582  All entries that involve subjective interpretation of the patient’s
progress should be supplemented with a description of the actual be-
havior observed.
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15.8.3 Efforts should be made to secure written reports of progress
and other patient records for patients receiving services from an out-
side resource.

15.8.4 When available, outside resource patient records shall be in-
cluded in the patient’s record.

15.9 Reviews of and changes in the treatment plan shall be recorded in the
patient’s record.

15.9.1 Progress and current status in meeting goals outlined in the
treatment plan shall be recorded regularly in the patient’s record.

15.9.2 Efforts by staff members to help the patient achieve stated
goals shall be recorded regularly.

15.10 The treatment plan shall be reviewed and updated regularly.

15.10.1 Programs with an anticipated length of stay of under three
months shall review treatment plans no less frequently than within the
first 72 hours, after one week, and every two weeks thereafter for the
duration of active treatment.

15.10.2 Programs with an anticipated length of stay of three to twelve
months shall review treatment plans no less frequently than required
by the schedule outlined in Section 15.10.1 for the first three months
and every three months thereafter for the duration of active treatment.

15.10.3 Programs with an anticipated length of stay of longer than
twelve months shall review treatment plans according to the schedules
outlined in Sections 15.10.1 and 15.10.2 and every six months thereafter
for the duration of active treatment.

15.10.4 In an outpatient situation, treatment plans shall be reviewed
no later than after the sixth outpatient session of assessment and treat-
ment and once a month for the first three months thereafter. Subse-
quent treatment plan reviews shall be held at least once every three
months for the first twelve months of treatment and no less frequently
than every six months following the first twelve months of treatment.

15.11 A discharge note shall be completed within 15 days after discharge
and shall be in accordance with the “Patient records” section of these

Standards.

15.12 There shall be a written aftercare plan developed, with the partici-
pation of the patient, prior to the completion of treatment.

15.12.1 The individual aftercare plan shall be designed to establish
continued contact for the support of the patient.

15.12.2 The aftercare plan shall include, but not be limited to, the
methods and procedures whereby the needs of the individual are met
by the aftercare personnel through direct contact and/or assistance
from other community human service resources.

15.12.3 Documentation shall verify that the aftercare plan is jointly
formulated by prior treatment providers, aftercare personnel, the pa-
tient, and the patient’s family.

15.12.4 Documentation shall verify that the patient has a SPeciﬁc
point of contact to facilitate obtaining needed services.
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15125 A periodic review and updating of the aftercare plan shall be
carried out.

15.12.5.1 The frequency of review and update of the aftercare
plan shall be determined jointly by the treatment providers and
the patient.

15.12.6 The aftercare plan shall include criteria for reentry into pri-
mary treatment and for termination of aftercare services.

15.12.7 As a means for ensuring contact if the patient intends to re-
locate, the aftercare plan may include provisions for referral to another
aftercare agency.

Overall compliance: treatment plans

Comments and recommendations
Provide specific documentation for each 2 or 3 rating.
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Patient services

16. Activity services

16.1 The program shall provide activity services to meet the physical,
social, cultural, recreational, health maintenance, and rehabilitation needs
of patients. These services shall be included in the therapeutic treatment
program of each patient. Activity services involve the principles and prac-
tices of many disciplines which may include, but are not limited to, art,
dance, movement, music, occupational therapy, and recreational therapy.

16.2 There shall be a written plan describing the organization of the ac-
tivity service, or the arrangements for the provision of such services, to meet
the needs of patients.

16.3 The activity service shall be supervised by a qualified individual
assisted by staff sufficient in number and skills to meet the needs of the
patients and to achieve program goals.
16.3.1 Activity service staff shall receive training and demonstrate
competence in handling medical and psychiatric emergency situations.

16.3.2 Activity service staff shall participate in appropriate clinical
and administrative committees and conferences.

16.3.3 The activity service shall maintain ongoing staff development
programs, and shall encourage extramural studies of, evaluation of, and
research on activity services.

16.4 The activity service shall have written policies and procedures that
are consistent with those of the program and are reviewed and revised as
necessary.

16.4.1 The objectives of the activity service shall be stated in writing.

16.4.2 The activity service shall have written procedures for ongoing
review and revision of its goals, objectives, and role within the program.

16.4.3 The activity service shall maintain statistical and other records
concerning the functioning and utilization of the service.

16.4.4 Activity service staff shall collaborate with other clinical staff
members in the delineation of the patients’ treatment, health main-
tenance, and vocational adjustment goals.
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16.4.5 The written activity service policies and procedures shall be
made known and made available to all activity service personnel, as
well as to other appropriate personnel. '

16.5 When activity services are indicated, they shall be incorporated in
the patient’s treatment plan.

16.5.1 The treatment plan shall be formulated after assessment of,
and according to, the individual patient’s needs, interests, life experi-
ences, capacities, and deficiencies.

16.5.2 Progress notes in the patient record shall be used for docu-
menting the responses to activity service treatment and other pertinent
observations.

16.6 Appropriate activity services shall be provided for all patients for
daytime, evenings, and weekends to meet their needs and the goals of the
program, and shall be posted where patients and stafl have access to them.

16.6.1 The daily program of activities shall be planned to provide a
consistent, well-structured, yet flexible, framework for daily living, and
shall be reviewed and revised according to the changing needs of
patients.

16.6.2 Whenever possible, patients should participate in the planning
of activity services.

16.7 Documentation shall verify that leisure time is provided for patients
and that there is a mechanism by which they are encouraged to use the
time in a way that fulfills their own cultural and recreational interests and
feelings of human dignity.

16.8 Suitable and appropriate space, equipment, and facilities for activity
services shall be provided to meet the needs of patients.

16.8.1 Suitable and appropriate space, equipment, and facilities shall
be designated and constructed or modified to permit all activity ser-
vices to be provided, to the fullest extent possible, in pleasant and
functional surroundings, and to be accessible to all patients, regardless
of their disabilities.

16.8.2 When indicated, equipment should be utilized that enables the
service to be brought to the patient.

16.8.3 There shall be adequate and accessible space for offices, stor-
age, and supplies, suitable to the age group the program serves.

16.8.4 Space, equipment, and facilities utilized both inside and outside
the program shall meet federal, state, and local requirements for safety,
fire prevention, health, and sanitation.

16.9 The activity service shall have a well-organized plan for the utiliza-
tion of community resources.

16.10 All labeling of vehicles used for transportation of patients shall be
such that it does not call unnecessary attention to the patients.

Overall compliance: activity services

ArriL 1979
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Comments and recommendations
Provide specific documentation for each 2 or 3 rating.
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17. Anesthesia services

17.1 Anesthesia care shall be available in programs that provide surgical
or obstetrical services and/or utilize anesthetic agents in electroconvulsive
therapy or other health care procedures.

17.2 Anesthesia services shall be directed by a physician member of the
staff, who shall have overall administrative responsibility for the service.
Whenever possible, the director of anesthesia services shall be a physician
specialist in anesthesiology.

17.2.1 The director’s responsibilities shall include, but are not limited
to, the following:

a. selecting and assigning all individuals with primary responsibility for
anesthesia;

b.monitoring the quality of anesthesia care rendered by anesthetists
throughout the program;

c. making recommendations on the type and amount of equipment nec-
essary for administering anesthesia and for related resuscitative
efforts, ensuring through at least annual review that such equipment
is available;

d. developing regulations concerning anesthetic safety;

e. ensuring that retrospective evaluation of the quality of anesthesia
care is carried out through appropriate audit or clinical care evalua-
tion studies;

f. establishing a program of continuing education for all anesthesia
staff, which includes inservice training and is based in part on the
results of the evaluation of anesthesia care; and

g. establishing and monitoring a system for the recording of all per-
tinent events taking place during the induction of, maintenance of,
and emergence from anesthesia.

17.3 At all times, anesthesia care shall be provided by anesthesiologists,
other qualified physician or dentist anesthetists, qualified nurse anesthetists,
or supervised trainees in an approved education program.

17.3.1 Physician anesthetists shall perform the following services, as

required:

a. using accepted anesthetic procedures, render patients insensible to
pain during the performance of surgical, obstetrical, electroconvul-
sive, and other pain-producing clinical procedures;

b. support life functions during the period of anesthesia administration,
including induction and intubation procedures;
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c. provide appropriate preanesthesia and postanesthesia management
of patients; and

d. provide consultation relating to respiratory therapy, emergency car-
diopulmonary resuscitation, and special problems in pain relief.

17.3.2  Qualified nurse or dentist anesthetists shall have competence to
perform the following services, as required:

a. induce anesthesia;
b.maintain anesthesia at the required levels;

c. support life functions during the period in which anesthesia is ad-
ministered, including induction and intubation procedures;

d.recognize and take appropriate action (including requesting con-
sultation when necessary) for abnormal patient responses to anes-
thesia, or to any adjunctive medication or other form of therapy; and

e. provide professional observation and resuscitative care (including re-
questing consultation when necessary) until the patient has regained
control of his or her vital functions.

17.4 Controls shall be established to minimize electrical hazards in all
anesthetizing areas, as well as hazards of fire and explosion in areas in
which flammable anesthetic agents are used. Anesthesia safety regulations
should be developed by, or be under the supervision of, the director of
anesthesia services in conjunction with the program safety committee, be
approved by appropriate representatives of the clinical staff and administra-
tion, and be reviewed annually. Such regulations shall include at least the
following items.

1741 Anesthetic apparatus shall be inspected and tested by the
anesthetist before use. If a leak or any other defect is observed, the
equipment shall not be used until repaired.

17.4.2 Only nonflammable agents shall be used for anesthesia, or for
the preoperative preparation of the surgical field, when electrical equip-
ment employing an open spark, such as cautery or coagulation equip-
ment, is to be used during an operation.

17.4.3 Flammable anesthetic agents shall be employed only in areas
in which a conductive pathway can be maintained between the patient
and a conductive floor.

17.4.4 All personnel shall wear conductive footwear, where required,
which should be tested for conductivity before entering the area.

174.5 All equipment in the surgical suite shall be fitted with ground-
ing devices, where required, to maintain a constant conductive path-
way to the floor.

17.4.6 The fabrics permissible for use in outer garments or blankets
in anesthetizing areas shall be specified.

17.4.7 With the exceptions of certain radiological equipment and
fixed lighting more than five feet above the floor, all electrical equip-
ment in anesthetizing areas shall be on an audiovisual line isolation
monitor. When this device indicates a hazard, the administration of
flammable anesthetic agents should be discontinued as soon as possible;
the use of any electrical gear should be avoided, particularly the last
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electrical item put into use as well as any item not required for patient
monitoring or support; and the program engineer or maintenance chief
shall be notified immediately. Following completion of this procedure,
the operating room from which the signal emanated should not be used
until the defect is remedied.

17.4.7.1  All personnel who work in such areas shall be familiar
with the procedures to be followed.

17.4.8 The operating room electrical equipment, such as cords, plugs,
switches, and various electronic devices, shall be inspected regularly,
and the conductivity of equipment should be tested by a qualified
engineer.
17.4.8.1 A written record of the results of these inspections should
be maintained.

17.5 Because individuals with varying backgrounds may administer anes-
thetic agents, the clinical staff must approve, enforce, and document the
implementation of written policies on anesthesia procedures.

17.5.1 The policies shall include the delineation of preanesthesia and
postanesthesia responsibilities.

17.5.2 The policies shall delineate the qualifications of those author-
ized to administer anesthesia.

17.5.3 The policies shall provide for a preanesthesia evaluation of the
patient by a physician who will provide appropriate documentation in
the patient’s record on choice of anesthesia and procedure anticipated.
This evaluation should include the patient’s previous drug history, other
anesthetic experiences, and descriptions of any potential anesthetic
problems.

1754 The policies shall provide for an appraisal of the patient’s con-
dition immediately prior to induction of anesthesia and should include
a review of the completeness of the patient’s record, pertinent labora-
tory data, and the dosage and time of administration of preanesthesia
medications. Any change in the patient’s condition compared to the
patient’s condition on previous visits should be noted in the patient’s
record.

17.5.5 The policies shall provide for the safety of the patient during
the anesthetic period.

17.5.6 The policies shall provide that the readiness, availability,
cleanliness, and working condition of all equipment used in adminis-
tration of anesthetic agents be checked by the anesthetist prior to the
administration of anesthesia.

17.5.7 The policies shall provide that each anesthetic gas machine
have a pin-index safety system. :

17.5.8 The policies shall provide that the anesthetist or a designee
remain with the patient as long as necessary following the procedure
for which anesthesia was administered.

17.5.9 The policies shall provide that the personnel responsible for
postanesthesia care should be advised of specific problems presented
by the patient’s condition.

ANESTHESIA SERVICES/77
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17.5.10 The policies shall provide that decisions regarding the dis-
charge of patients from any postanesthesia care unit should be made by
a physician.

17.5.11 The policies shall provide for the recording of physiological
events taking place during the induction of, maintenance of, and emer-
gence from anesthesia, including the dosage and duration of all anes-
thetic agents, other drugs, intravenous fluids, and blood or blood frac-
tioms.

17.5.12 The policies shall provide for the recording of psychiatric
events taking place during the induction of, maintenance of, and emer-
gence from anesthesia, including observations of the patient’s emotional
and mental condition and behavior.

17.5.13 The policies shall provide for the recording of postanesthesia
visits which include at least one note describing the presence or ab-
sence of anesthesia-related complications, and observations of the pa-
tient’s emotional and mental condition and behavior.

Overall compliance: anesthesia services

Comments and recommendations
Provide specific documentation for each 2 or 3 rating.
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18. Community education services
(optional)

18.1 When a program has an organized community education service, it
shall be designed to increase community understanding of the nature of the
specific program, the treatment and prevention of the disability, and the
human and legal rights of the population at risk, as well as to inform the

ublic of existing service resources and gain public support for the develop-
ment of additional resources.

18.1.1 The community education service shall have a written plan
describing its philosophy and goals, the services available, and the
means by which the community’s awareness and acceptance of the
disability is increased.

18.1.1.1 The written plan shall provide documentation which
describes the participation in the community education service of
relevant organizations, individuals, and agencies on a regular and
planned basis throughout each year.

18.1.1.2 The written plan shall document procedures by which
attention is focused on understanding the general and specific
needs, with regard to the disability, of persons and their families
and their right to participate in the mainstream of community life.

18.1.1.2.1 Such procedures may include, but are not limited
to, the following devices:

a. brochures or fact sheets on services currently provided;
b.newsletters;

c. audiovisual materials;

d.a speaker’s bureau;

e. meeting and seminar presentations;

f. school presentations;

g.a total media publicity program, including press releases
and interviews of staff and patients; and

h. a library and/or bibliography of books and publications for

use by staff, patients, and members of the general public.

18.1.1.3 The written plan shall designate places and/or persons
responsible for the collection and dissemination of information

about the disability.

18.1.1.3.1 Efforts to inform the community of the availabil-
ity of those persons and/or places from which information
about the disability can be obtained shall be documented.
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18.1.1.3.2 The educational effort may be coordinated and/or
integrated with the educational efforts of other human ser-
vices both inside and outside the program.

18.1.14 The written plan shall provide for documentation of
measures implemented to educate the general public concerning
the needs of the population at risk that remain unmet and of mea-
sures implemented to stimulate social action.

18.1.1.4.1 The means of stimulating social action may in-
clude, but are not limited to, the following techniques:

a. using volunteers in the community education service;

b.involving citizens in writing and otherwise contacting their
legislators in support of needed legislation;

c. sponsoring special events in support of program needs that
appeal to broad community interests;

d. conducting activities that express and recognize citizen sup-
port of program needs;

e. recognizing community leaders for their participation in and
support of new program developments;

f. encouraging fraternal, civic, and social organizations to
support programs and the families of patients in programs;
and

g. identifying special audiences, such as public officials, and
conducting special information sessions.

18.1.1.5 The written plan shall describe the lines of authority
among, and utilization of, personnel with appropriate skills for pro-
viding community education services.

18.1.1.5.1 A person shall be specifically designated to hold
the responsibility for the functioning of the community edu-
cation service.

18.1.1.6 The written plan shall delineate the interrelationship be-
tween the community education service staff and the staff of all
other services.

18.1.1.7 Documentation shall verify that the written plan is dis-
tributed to and reviewed by all staff members at least annually.

18.1.2 There shall be a written plan for the training of all personnel
in the community education service. .

18.1.2.1 The written plan shall designate an individual in charge
of training who will assume responsibility for the content of both
the plan and the training program.

18.1.2.2 Documentation shall verify that the training plan has
been implemented.

18.1.2.3 Documentation shall verify that the training plan is up-
dated annually to adjust to changing needs.

Overall compliance: community education services
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Comments and recommendations
Provide specific documentation for each 2 or 3 rating.
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19. Consultation services
(optional)

19.1 When a program has a consultation service, the service shall be
designed to provide to the individual or group seeking aid the requisite
skills for coping more adequately with issues involving care and/or program
administration.

19.2 The consultation service shall have a written plan.

19.2.1 The plan shall describe the procedures by which the consulta-
tion needs of community groups and/or agencies are assessed.

19.2.1.1 Documentation shall verify the participation of relevant
community groups and/or agencies in the needs assessment.

19.2.1.2 The goals and objectives of the consultation service shall
be derived from the assessment of the consultation needs.

19.2.2 The plan shall describe the procedures for implementing these
goals and objectives.

19.2.2.1 Documentation shall verify the participation of relevant
community groups and/or agencies in the formulation of proce-
dures for implementing the goals and objectives.

19.2.3 The plan shall describe the lines of authority among and the
utilization of personnel with appropriate skills for the consultation effort.

19.2.3.1 A person shall be specifically designated to hold the re-
sponsibility for the functioning of the consultation service.

19.24 The plan shall delineate the interrelationship between consulta-
tion service staff and the staff of all other services.

19.25 Documentation shall verify that the plan is distributed to and
reviewed at least annually by consultation service staff members and
the participating community groups and/or agencies.

19.3 The agreements between the consultation service and participating
community groups and/or agencies should be documented.

19.3.1 The agreements shall delineate the general and specific respon-
sibilities of the service and of the community groups and/or agencies.

19.4 There shall be a written plan for the training of all personnel in the
consultation service.

19.4.1 The written plan shall designate an individual in charge of
training who will assume responsibility for the content of both the
plan and the training program.
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19.4.2 Documentation shall verify that the training plan has been im-
plemented.

19.4.3 Documentation shall verify that the training plan is updated
annually to adjust to changing needs.

Overall compliance: consultation services

Comments and recommendations
Provide specific documentation for each 2 or 3 rating.
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20. Dental services

20.1 The program shall have a written plan outlining the procedures
whereby the dental health care needs of patients are assessed and treatment
provided.

20.1.1 The written dental health plan shall delineate the following:

a. mechanisms for evaluating the need-for dental treatment;

b.provisions for emergency dental services;

c. policies on oral hygiene and preventive dentistry;

d. provisions for coordinating dental services with other services pro-

vided by the program; and
e. a mechanism for the referral of patients for services not provided.

20.2 When a program provides dental services, a written policy shall
delineate the functions of the service and the specific services provided.

20.2.1 The dental service shall be directed by a fully licensed dentist
member of the clinical staff who is qualified to assume organizational
and administrative responsibility for the dental service.

20.2.2 The dental service shall have a sufficient number of adequately
trained personnel to meet the needs of patients.

20.2.3 The dental service shall have adequate space, equipment, in-
struments, and supplies to meet the needs of patients.

20.3 Reports of all dental services provided shall be made a part of the
patient’s record.

Overall compliance: dental services

Comments and recommendations
Provide specific documentation for each 2 or 3 rating.
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21. Dietetic services

21.1 Programs providing 24-hour care, having therapeutic goals relative
to the nutritional needs of patients, or having patients requiring dietetic
services shall have a written plan describing the organization and delivery
of dietetic services, or the arrangements for the provision of such services,
to meet the needs of patients.

21.1.1 If such services are provided by an outside company, the con-
tractual agreement between the program and the company shall re-
quire the company to comply with the service’s written plan and the
standards of this section.

21.1.2 The plan shall require that the dietetic service be directed by
an individual who by training and/or experience is knowledgeable in
food service management.

21.1.3 The plan shall require the utilization on a full-time, part-time,

or consultation basis of at least one qualified dietitian who has the fol-

lowing qualifications:

a. is registered or eligible for registration by the Commission on Dietetic
Registration; or

b.has the documented equivalent in education, training, and experi-
ence, with evidence of relevant continuing education.

21.1.4 The plan shall describe the utilization of the qualified dietitian.

21.1.4.1 The nutritional aspects of patient care shall be under the
direction of the qualified or registered dietitian or other appropri-
ate persons under the supervision of the dietitian.

21.1.42 When a part-time or consultant dietitian is utilized, the
hours of the dietitian shall be such as to perform the following
tasks:

a. ensure continuity of service;

b.direct the nutritional aspects of patient care;

c. ensure that dietetic instructions are carried out;

d. on occasion, supervise the serving of meals; and

e. assist in the evaluation of the service.

91.1.43 When a qualified or registered dietitian serves in a con-
sultant status, regular written reports should be submitted to the

chief executive officer concerning the extent of services provided
by the dietitian.
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21.1.5 The written plan shall provide for meeting the nutritional
needs of patients, especially those with special dietary needs, e.g., those
with food allergies or those, such as children and adolescents and the
elderly, unable to accept a regular diet.

212 The service shall have an adequate number of appropriately qualified
individuals to meet its responsibilities.

21.3 There shall be written policies and procedures governing all aspects
of dietetic services.

21.3.1 The policies and procedures shall delineate the responsibilities
and authority assigned to staff.

21.3.2 The policies and procedures shall include provisions for dietetic
counseling.

21.3.3 The policies and procedures shall provide that special dietetic
orders should be recorded in the patient’s record.

21.3.4 The policies and procedures shall include provisions designed
to ensure that all observations and information pertinent to dietetic
treatment are recorded in the patient’s record.

21.3.5 The policies and procedures shall specify that standards for
nutritional care should be used to aid in evaluating the nutritional ade-
quacy of the patient’s diet and in ordering diet supplements. The cur-
rent Recommended Dietary Allowances of the Food and Nutrition
Board of the National Research Council of the National Academy of
Sciences is suggested as a guide in developing these standards.

21.3.6 The policies and procedures shall provide that when patients
are assigned to the dietetic service for therapeutic or vocational pur-
poses, the method of their assignment shall be in accordance with the
policies and procedures of the program.

21.3.7 The policies and procedures shall describe the methods for
ensuring that each patient receives the prescribed diet regimen when
special diets are ordered.

21.3.8 The policies and procedures shall include mechanisms for
altering diets or diet schedules as well as discontinuing diets.

21.3.9 The policies and procedures shall be designed to ensure that,
when medically indicated, diet information will be forwarded upon the
patient’s discharge to another institution or facility.

21.3.10 The policies and procedures shall include requirements for the
ancillary dietetic services, including food storage and preparation in
kitchens or patients’ units, formula supply, vending operations, and ice-

making.

21.3.11 The policies and procedures shall require that the dietetic
service be maintained in a safe and sanitary manner, particularly in the
preparation and handling of food, the care and cleaning of equipment
and work areas, and the washing of dishes.

21.3.12 The policies and procedures shall include requirements for
food purchasing, storage, preparation, and service.
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21.3.13 The policies and procedures shall include requirements re-

garding the health and hygiene of personnel.

21.3.13.1 Dietetic service employees shall be free of infectious
and open skin lesions.

21.3.13.2 Health policies for dietetic service employees shall be
in compliance with federal, state, and local laws and regulations.

21.3.13.3 The health policies for patients assigned to the dietetic
service for therapeutic or vocational purposes shall be the same as
for dietetic service employees.

21.3.14 The policies and procedures shall include provisions for the
discarding of plastic ware, china, glassware, or similar items that have
lost their glaze or are chipped or cracked.

21.3.15 The policies and procedures shall include requirements for
the control of lighting, ventilation, and humidity to prevent condensa-
tion of moisture and growth of molds.

21.3.16 The policies and procedures shall provide that dish and uten-
sil washing equipment and techniques will be used which will result in
sanitized serviceware and prevent contamination.

21.3.17 The policies and procedures shall provide that contamination
in the making, storing, and dispensing of ice be avoided and that ice
stored for dispensing be dispensed by a scoop and not have food items
stored directly on it.

21.3.18 The policies and procedures shall provide that disposable con-
tainers and utensils be discarded after one use.

21.3.19 The policies and procedures shall provide that unauthorized
personnel be restricted from the food service area.

21.4 All menus shall be approved by a qualified dietitian.

21.4.1 An up-to-date diet manual shall be used that is approved by a
dietitian and the program’s physicians. The manual shall be reviewed
annually and revised as necessary by a qualified dietitian and dated to
identify the time of the review. Any revisions made shall be approved
by the program’s physicians.

21.42 The ordering of diets should be standardized through the use
of this diet manual.

21.4.3 The nutritional deficiencies of any diet in the manual shall be
indicated. :

21.5 Dietetic service personnel shall conduct periodic food acceptance
studies among the patients and should encourage them to participate in
menu planning.

21.5.1 The results of the food acceptance studies should be incor-
porated into revised menus.

21.6 Food shall be served in an appetizing and attractive manner, at real-
istically planned mealtimes, and in a congenial and relaxed atmosphere.
Dining areas should be attractive and be maintained at appropriate tem-
peratures.
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21.6.1 The dietetic service shall be patient-oriented and should take
into account the wide variations of eating habits, including cultural,
religious, and ethnic needs of the individual patient.

21.6.2 Snacks shall be available as appropriate to the nutritional needs
of the patient and the needs of the program.

21.6.3 The dietetic service shall be prepared to supply extra food for
individual children, and to provide the extra amounts of food needed
by children and adolescents. At the same time, appropriate foods
should be available for children and adolescents with special or limited
dietary needs.

21.7 Dietetic service personnel shall be trained regarding the behavior
and the therapeutic needs of the patients.

21.7.1  Dietetic service personnel shall assist patients, when necessary,
in making appropriate food choices from the daily planned menu.

21.7.2 Dietetic service personnel shall be aware that emotional fac-
tors may cause changes in the food habits of the patients and shall
communicate any changes to the clinical staff.

21.8 Adequate space, equipment, and supplies, as well as any necessary
written procedures and precautions, shall be provided to ensure the safe
and sanitary operation of the dietetic service and the safe and sanitary

handling and distribution of food.

21.8.1 The dietitian’s office should be easily accessible to all who
require consultation service.

21.8.2 The food service area should be appropriately located.

21.8.3 Sufficient space shall be provided for supportive personnel to
perform their duties.

21.8.4 The layout of the department, in combination with the type,
size, and placement of equipment, shall make the efficient preparation
and distribution of food possible.

21.9 The dietetic service shall be in compliance with all applicable federal,
state, and local sanitation and safety laws and regulations.

21.10 The dietetic service shall have policies governing the handling and
preparation of foods.

21.10.1 All refrigerators and freezers on the premises shall be capable
of being opened from the inside regardless of whether or not they are
being used.

21.10.2 Hot and cold water pipes, water heaters, refrigerators, com-
pressors, condensing units, and uncontrolled heat-producing equipment
shall be insulated.

21.10.3  Supplies shall be clearly labeled.

21.10.4 All nonfood supplies shall be stored in an area separate from
that in which food supplies are stored.

21.10.5 Food shall be procured from sources that provide assurance that
the food is processed under regulated quality and sanitation controls.
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21.10.6 Food shall be protected from contamination and spoilage.

21.10.7 Perishable foods shall be stored at proper temperatures, using
an appropriate thermometer and maintaining temperature records.

21.10.8 Adequate hand-washing and hand-drying facilities shall be
located in convenient places throughout the food service area.

21.10.9 Thorough cleansing and sanitizing of all working surfaces,
utensils, and equipment shall occur after each period of use.

21.10.10 The holding, transferring, and disposing of garbage shall be
done so as not to create a nuisance, a breeding place for insects and
rodents, or a medium for transmission of disease.

21.10.11 Garbage containers shall be leakproof and nonabsorbent and
have close-fitting covers.

21.10.12 All garbage containers should have impervious plastic liners.

21.11 The role of the dietetic service in the program’s internal and external
disaster plan shall be clearly defined. The service shall be able to meet the
nutritional needs of patients and staff during a disaster, consistent with the
capabilities of the program and community served.

Overall compliance: dietetic services

Comments and recommendations
Provide specific documentation for each 2 or 3 rating.
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22. Educational services

22.1 Inpatient and residential programs shall provide or arrange for educa-
tional services to meet the needs of all patients.

22.1.1 The services shall include the provision of special education
experiences for those whose emotional disturbances make it difficult
for them to learn.

22.1.2 The services shall include the maintenance and progression of
education and intellectual development for all patients during their
period of disability.

22.1.3 The services shall include the opportunity to remedy deficits in
education for those who have fallen behind because of their disorder.

22.2 When a program operates its own education service, it shall have
adequate staff and space to meet the needs of patients.

99.9.1 An education director and staff who meet state and/or local
certification requirements for education and/or special education shall

be provided.

22.2.2 An appropriate ratio of teachers to students shall be provided
so teachers can give special attention, as needed, to individual students
and groups of students who are at different stages of treatment and
education.

22.2.3 The service shall have adequate classroom and other space, and
a sufficient quantity of educational materials, appropriate to its scope.

22.3 When clinically indicated, patients shall participate in education pro-
grams in the community. Teachers in the community shall be given such
information as needed to work most effectively with the patient.

22.4 Patients who are able to do so shall be encouraged to take part in
extracurricular school activities.

22.5 There shall be documentation in each patient’s record of periodic re-
evaluations of educational achievement in relation to that patient’s develop-
mental level, chronological age, sex, special handicaps, medication, and
psychotherapeutic needs.

22.5.1 The clinical staff shall periodically have conferences with
teachers or principals regarding individual patients, their progress, and
any special problems that arise.

Overall compliance: educational services
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Comments and recommendations
Provide specific documentation for each 2 or 3 rating.
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2.3. Outreach services
(optional)

23.1 The outreach service shall be designed to facilitate identification
(within a target population) of persons who have problems related to mental
health, alcoholism, or drug abuse; to facilitate procurement of health ser-
vices for those persons and their families; to alert all public and private
human service agencies that serve the same target population to the impor-
tance of early problem identification; and to provide easy access to the ser-
vice delivery system. It is essential that the outreach process involve as
many organizations, agencies, and individuals as may be in contact with
a part of the target population.

93.2 The outreach service shall have a written plan which includes the

following items:

a. a description of its service philosophy, objectives, and organization;

b.a justification of the primary outreach procedures that are utilized,;

c. a description of the indicators used to measure progress toward attain-
ment of objectives;

d.a description of the role of the individual in charge of the service;

e. specifications of the lines of authority within the service;

f. descriptions of the roles and responsibilities of outreach personnel;

g. descriptions of the methods of personnel utilization; and

h. a delineation of the interrelationship of the service and its personnel with
other service providers, both inside and outside the program.

23.2.1 The annual review, updating, and approval of the organization
jectives by representatives of the ad-

plan, service philosophy, and obj

ministrative and service staffs shall be documented.

93.3 Outreach services shall include, but are not limited to, the following

activities:

a. identifying persons in need of services, locating services to meet their
needs, assisting them in entering the service delivery system, and ensur-
ing contact at the point of entry;

b.alerting relevant agencies and individuals to the importance of early

roblem detection and to their role as case finders (alerting those who
serve high-risk populations is especially important); and

¢. maintaining liaison and interaction with all relevant community organiza-
tions and agencies.

23.3.1 The implementation of these outreach service activities shall
be documented.
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23.4 The outreach service shall maintain documentation verifying that out-
reach personnel report the activities of, and recommendations regarding,
patients to any individual, agency, and/or organization that has assisted in
the identification of patients.

23.5 A plan shall be written for the training of all outreach personnel.

23.5.1 The written plan shall designate an individual in charge of
training who will assume responsibility for the content of both the plan
and the training program.

23.5.2 Documentation shall verify that the training plan has been
implemented.

23.5.3 Documentation shall verify that the training plan is updated
annually to adjust to changing needs.

Overall compliance: outreach services

Comments and recommendations
Provide specific documentation for each 2 or 3 rating.

Apg, 1979
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24. Pathology services

24.1 Pathology and laboratory services shall be provided according to the
needs of the patients, the size of the program, the services that the program
offers, and the resources available to the community.

24.1.1 The services shall be provided by one of the following methods:
a. the program shall provide the services; or

b. the services shall be provided through a contractual agreement with
an outside facility that is in a hospital accredited by JCAH, is an
independent laboratory approved by the Commission on Inspection
and Accreditation of the College of American Pathologists, or is a
laboratory that meets equivalent standards.

24.1.2 The pathology and laboratory services to be provided shall in-
clude examinations in the field of hematology, chemistry, microbiology,
clinical microscopy, and seroimmunology in sufficient depth to meet
the usual needs of the clinical staff in caring for the patients.

24.1.3 A written plan shall clearly identify the means of providing
pathology services and the position of those services in the overall or-
ganization of the program.

24.2 When pathology and laboratory services are provided by the program,
there shall be written policies and procedures governing the operation of
the service.

24.2.1 The pathology and laboratory service shall be directed by a
physician member of the active clinical staff who is qualified through
education and/or experience to assume this responsibility. When such
direction is provided by other than a pathologist, a pathologist shall
provide overall supervision on a consulting basis.

24.2.2 The number of laboratory technologists/technicians shall be
sufficient to promptly and proficiently perform the tests required of
the laboratory.

24.2.3 Work areas in the laboratory should be arranged so as to mini-
mize problems in transportation and communication and should be
adequately lighted so as to facilitate accuracy and precision. Bench
space should be adequate and conveniently located for the efficient
handling of specimens and for the housing of equipment and reagents.

24.2.4 Pathology service equipment and instruments should be ap-
propriate to the services rendered. Electrical outlets with adequately
stabilized voltage should be sufficient in number and properly ground-
ed. Special precautions should be taken to avoid unnecessary physical,
chemical, and biological hazards.
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24.2.5 The pathology service shall subscribe to an acceptable method
of quality control.

24.2.6 Orders or requisitions for services shall clearly identify the
patient and responsible physician and shall indicate the tests requested,
the date and time the request reached the laboratory, and any special
handling required. Requests for examinations of surgical specimens
should contain a concise statement of the reason for the examination.

24.2.7 Written procedures should be developed that are designed to
assure that satisfactory specimens are collected for the tests to be
performed.

24.2.8 A record should be maintained of the daily collection of speci-
mens, each of which should be numbered or otherwise appropriately
identified. This record should contain at least the following informa-
tion:

a. laboratory procedure number or other identification;
b.identification of the patient;

c. name of the requesting staff member;

d.date and time the specimen was collected;

e. date, time, and by whom the specimen was examined;

f. condition of any unsatisfactory specimen;

g- type of test or procedure performed; and

h.result and date result was reported.

24.2.9 Space and equipment in the necropsy area shall be adequate to
accommodate the usual work load. Lighting should be sufficient to fa-
cilitate the identification of inconspicuous lesions. Ventilation should
minimize discomfort for personnel working in the area, as well as for
patients and other personnel in the program.

24.2.9.1 Each necropsy shall be performed by a pathologist or a
physician who is sufficiently qualified in anatomic pathology to
give reasonable assurance that significant lesions are recognized.

24.2.9.2 Each necropsy procedure, and the record thereof, shall
be thorough and detailed. Provisional anatomic diagnoses should
be recorded in the patient’s record within 72 hours, when feasible;
the complete protocol should be made part of the patient’s record
within three months.

Overall compliance: pathology services

Comments and recommendations
Provide specific documentation for each 2 or 3 rating.
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25. Pharmacy services

25.1 The program shall provide or make arrangements for pharmaceutical
services, where indicated, to meet the needs of patients. These services may
be provided by agreement with another facility, through a community phar-
macy, or through an organized pharmaceutical service within the program.

25.1.1 When the progrimi has an organized pharmacy service, the di-
rector shall be a graduate of a recognized college of pharmacy, or a
person of equivalent education and/or experience.

95.1.1.1 The director shall be oriented to the specialized functions
of the program.

25.1.1.2 The director may be employed on either a part-time or
full-time basis, as the scope of the service requires.

25.1.1.3 The director shall be assisted by additional qualified

pharmacists and ancillary personnel, as needed.

25.2 Whatever the arrangement, a pharmacist shall be responsible for
written policies and procedures that govern the safe storage, preparation,
distribution, and administration of drugs in accordance with applicable
federal, state, and local laws and regulations and shall perform the following
activities.

25.2.1 A pharmacist shall be responsible for the following:
a. the admixture of parenteral products;

b. compounding pharmaceuticals;

c. establishing specifications for the procurement of all drugs, chemicals,
and biologicals;

d. participating in the development of a program formulary, the exis-
tence of which does not preclude the use of unlisted drugs, and a
formulary system to be approved by the appropriate program staff;

e. dispensing drugs and chemicals, including provisions for emergency
service;

f. filling and labeling all drug containers that are issued to departments,
services, or units from which medications are to be administered;

g implementing the decisions concerning drug usage of relevant pro-
gram committees; and

h. maintaining and keeping available the approved stock of antidotes
and other emergency drugs, both in the pharmacy and in patient care
areas.
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25.2.2 A pharmacist should assist in the preparation of drug treatment
plans by providing the following information for inclusion in the pa-
tient’s record and for use by the staff:

a. instructions regarding the drug product, dosage form, route of ad-
ministration, and time of administration with respect to meals, other
drugs, and activities;

b.a schedule of laboratory tests necessary to detect adverse reactions
or to monitor drug therapy; and

c.a description of potential adverse reactions.

25.2.3  Unless otherwise provided by law, the pharmacist should reg-
ularly review the medication records of patients.

2524 To ensure continuity of care when the patient is to be trans-
ferred, the pharmacist should provide the receiving program with in-
formation on the patient’s drug regimen. This information should also
be provided, with the patient’s approval, to the patient’s community
pharmacist and private physician.

25.2.5 Pharmacy assistants shall work under the supervision of a phar-
macist and shall not be assigned duties that are required to be per-
formed only by registered pharmacists.

25.2.6 The pharmacist should participate in staff development pro-
grams for clinical staff members.

25.2.7 The pharmacist should participate in drug abuse education
programs.

25.2.8 A pharmacist should participate in public education and infor-
mational programs relative to the services of the program.

25.2.9 Under the supervision of the pharmacist, an appropriately
trained or experienced individual shall make at least monthly inspec-
tions of all drug storage units, including emergency boxes and emer-
gency carts.

25.2.9.1 A record of these inspections shall be maintained to veri-
fy that the following conditions are maintained.

25.29.1.1 Disinfectants and drugs for external use shall be
stored separately from internal and injectable drugs.

25.2.9.1.2 Drugs requiring special conditions for storage to
ensure stability shall be properly stored in a separate com-
partment within a refrigerator that is capable of maintaining
the necessary temperature.

25.2.9.1.3 Outdated drugs shall not be stocked.

25.2.9.1.4 Distribution and administration of controlled drugs
shall be adequately documented.

25.2.9.1.5 Emergency drugs shall be kept in adequate and
proper supply.

25.2.9.1.6 An emergency kit shall be maintained that meets
the following requirements:

a. made up in consultation with a physician;
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b.readily available to staff, yet not accessible to patients;

c. constituted to be appropriate to the needs of the patients;
and

d.inspected after use and at least monthly to remove deteri-
orated and outdated drugs and ensure completeness of con-
tent.

25.2.9.1.7 The physician responsible for the emergency kit
shall provide a list of its contents and appropriate instructions
for use, authenticating this list with his or her signature.

25.3 Adequate precautions shall be taken regarding storage of medications
under proper sanitation, temperature, light, moisture, ventilation, segrega-
tion, and security conditions.

25.3.1 All drugs shall be kept in locked storage.

25.3.2 Security conditions shall be maintained in accordance with
local and state laws.

25.3.3 Poisons, external drugs, and internal drugs shall be stored on
separate shelves or in separate containers.

95.4 All medication orders shall meet the following conditions.

25.4.1 Medication orders shall be written only by authorized pre-
scribers.

254.1.1 An updated list of authorized medication prescribers
shall be available in all areas where medication is dispensed.

25.4.1.2 Telephone orders shall be accepted only from those
whose names appear on the authorized list.

25.4.1.3 Telephone orders shall be accepted and written in the
patient’s record only by the staff authorized to dispense medication.

25.4.14 Telephone orders shall be limited to emergency situa-
tions which are written and defined by the program.

95.4.1.4.1 Situations which constitute an emergency shall be
defined in the program’s policies and procedures manual.

25.4.1.5 Telephone orders shall be signed by a responsible physi-
cian on the next regular working day (not to exceed 72 hours).

95.4.1.6 A written order signed by the authorized prescriber shall
be included in the patient’s record.

95.4.2 Orders involving abbreviations and chemical symbols shall be
carried out only if the abbreviations and symbols appear on a standard
list approved by the physician members of the clinical staff.

25.4.3 There shall be automatic stop orders on specified medications,
and all medication orders shall be reviewed monthly by the responsible
physician or dentist.

25.4.4 In programs that provide pharmaceutical services through a
community pharmacy, medications shall be obtained by a written pre-
scription of a physician or dentist member of the clinical staff.
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25.4.5 The prescribing and dispensing of drugs that have abuse poten-
tial shall be undertaken only when the following criteria are met:

a. a staff physician has reviewed the patient’s record and has entered
into the record the reasons for prescribing the given drug(s);

b.the drug to be prescribed appears in the program’s formulary; and

c. prior to the initiation of such therapy, the patient and where re-
quired by law, parent or guardian are informed, both orally and in
writing, and, if possible, in the patient’s native language of the bene-

fits and hazards of the drug to be prescribed.

25.5 Medications shall be administered in accordance with the following
conditions.

25.5.1 If in accordance with the approval of the physician members
of the staff and federal, state, and local laws and regulations, clinical
staff members other than physicians, registered nurses, or licensed prac-
tical nurses shall administer medications under the supervision of a
physician, registered nurse, or licensed practical nurse.

25.5.1.1 A medication administration training program for clinical
staft members, approved by a physician, shall be provided.

25.5.1.2 The content of the training programs shall be in writing,
available for review, and include at least the following:

a. appropriate information about the nature of the drug(s) to be
administered;

b.supervised training in the administration of medications; and

c. familiarization with the expected actions and side effects of the
drug(s) to be administered.

25.5.2 A list of clinical staff members authorized by the program and
by law to administer medications shall be maintained and regularly

updated.

25.5.3  Self-administration of medication shall be permitted only when
specifically ordered by the responsible physician, in nonmedical com-
ponents only when the patient has a prescription from a physician,
and shall be supervised in all cases by 2 member of the clinical staff.

25.5.3.1 If patients bring their own drugs into the program, these

drugs shall not be administered unless they can be absolutely

identified, and written orders to administer these specific drugs are
" given by the responsible physician.

25.5.3.2 If the drugs that the patient brings to the program are
not to be used, they shall be packaged, sealed, and stored and
returned to the patient, family, or significant others at the time of
discharge, if such action is approved by the responsible physician.

25.5.4 The patient, and where appropriate, the family shall be in-
structed in which medications are being administered by the clinical
staff and which, if any, are to be administered at home.

25.5.5 Documentation of medications administered, medication errors,
and adverse drug reactions shall be entered in the patient’s record.
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25.5.6 Adverse drug reactions and medication errors shall be reported
to the physician responsible for the patient, and shall be documented
in the patient’s record.

25.5.6.1 Programs should implement a reporting system under
which the reporting program of the Federal Food and Drug Ad-
ministration and the drug manufacturer are advised of unexpected
adverse drug reactions.

25.5.7 There shall be methods of detecting drug side effects or toxic
reactions.

25.5.8 Investigational drugs shall be used only under the direct super-
vision of the principal investigator with the approval of the physician
members of the staff or appropriate committee of the staff, and the re-
search review committee.

955.8.1 A central unit shall be established where essential infor-
mation on investigational drugs is maintained, including drug dos-
age form, dosage range, storage requirements, adverse reactions,
usage, and contraindication.

25.5.8.2 Investigational drugs shall be properly labeled.

25.5.8.3 Nurses may administer investigational drugs only after
receiving basic pharmacologic information about the drugs.

25.6 The program shall have specific methods for controlling and account-
ing for drug products.

25.6.1 The pharmacy service shall maintain records of its transactions
as required by law and as necessary to maintain adequate control of
and accountability for all drugs. This shall include a system of supplies
to units, departments, or services of the program, as well as records of
all prescription drugs dispensed.

25.6.2 Records and inventories of the drugs listed in the current Com-
prehensive Drug Abuse Prevention and Control Act shall be maintained
as required by the act and regulations.

25.7 Drug preparation and storage areas shall be well-lighted and located
so that personnel will not be interrupted when handling drugs.

25.7.1 Antidote charts and the telephone number of the regional
poison control center shall be kept in all drug storage and preparation
areas.

25.7.2 Metric apothecaries weight and measure conversion charts shall
be posted in each drug preparation area and wherever else needed.

25.7.3 Up—to-date pharmaceutical reference material shall be provided
so that program staff will have adequate information concerning drugs.

95.7.4 Current editions of text and reference books shall be provided
covering theoretical and practical pharmacy; general, organic, phar-
maceutical, and biological chemistry; toxicology; pharmacology; bac-
teriology; sterilization and disinfection; and other subjects important
to good patient care.

Overall compliance: pharmacy services
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Comments and recommendations
Provide specific documentation for each 2 or 3 rating.
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26. Radiology services

26.1 According to the needs of the patients, radiology services shall be
conveniently available, as ordered by a clinical staff member with appropri-
ate clinical privileges, through a radiology service within the program or
through arrangements with an outside source approved by the clinical staff.

96.1.1 Any such arrangements shall be outlined in a written plan.

26.2 When radiology services are provided by the program, written pol-
icies and procedures shall govern the operation of the service.

26.2.1 The radiology service shall have a radiologist to direct the
service and to give consultation. This individual shall, preferably, be
certified by the American Board of Radiology or have equivalent edu-
cation and experience. The director shall be available on a full-time
or part-time basis, depending upon the size and complexity of the
radiology service.

26.2.2 The radiology service shall provide appropriate facilities for
radiographic and fluoroscopic diagnostic services. Each service area
should be easily accessible to patients needing such services, regard-
less of their disabilities. The personnel, space, and equipment for the
reception, examination, and treatment of patients and for related cler-
ical work shall be adequate.

26.2.2.1 Radiological equipment shall be calibrated periodically.
Calibration of equipment, and all safety measures followed, shall
be in compliance with the applicable federal, state, and local laws
and regulations.

96.2.2.1.1 A written calibration record should be kept.

26.2.2.2 So that personnel and patients are not endangered, prop-
er safety precautions shall be maintained within the radiology ser-
vice to guard against electrical, mechanical, and radiation hazards,
as well as against fire and explosion. The latest recommendations
of the National Council on Radiation Protection and Measure-
ments should be followed. Radiation monitoring of personnel and
areas should be carried out through the use of appropriate measur-
ing devices.

26.2.3 A radiologist shall provide an authenticated report for each
examination to ensure consistency in interpretations and reports of

radiological findings.

26.2.4 At least one qualified radiological technologist shall be on duty
or available at all times.
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26.2.5 Instructions in safety precautions and in dealing with emer-
gency radiation hazards shall be provided to all personnel.

26.2.6 Written policies and procedures shall be developed by the pro-
gram’s clinical staff. These policies and procedures shall be reviewed
regularly, revised as necessary, and dated to indicate the time of last
review.

26.2.6.1 The policies shall specify that radiology services be per-
formed only upon the written order of a clinical staff member with
appropriate clinical privileges and shall contain a concise state-
ment of the reason for the request.

26.2.6.2 The policies shall include the procedures involved in
preparing patients for radiological services.

26.2.6.3 The policies shall include the procedures for radiological
examinations in areas other than the radiology service.

26.2.6.4 The policies shall include the criteria governing the ad-
ministration of diagnostic agents by nonmedical personnel.

26.2.6.5 The policies shall include procedures for the care of pa-
tients having special needs, including those requiring special man-
agement, those who are critically ill, and those requiring isolation
precautions.

Overall compliance: radiology services

Comments and recommendations
Provide specific documentation for each 2 or 3 rating.

Apri 1979
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27. Speech and hearing services

27.1 The program shall have speech, language, and hearing services avail-
able, either within the program or by written arrangement with a qualified
clinician or facility, to provide assessments of speech, language, and hear-
ing, when indicated, and to provide counseling, treatment, and rehabilita-
tion of patients when such services are needed.

27.2 When speech, language, and hearing services are provided by the
program, written policies and procedures shall govern the operation of the
service.

27.2.1 The speech, language, and hearing service shall provide the
following:
a. audiometric screening of new patients who have not had previous
examinations;
b.speech and language screening of patients as deemed necessary by
members of the treatment team, the family, or significant others;
“¢. comprehensive audiological assessment of patients when indicated;
d.the procurement, maintenance, and replacement of hearing aids as
specified by a qualified audiologist; —
e. comprehensive speech and language evaluation of patients as indi-
cated by screening results; and

f. where appropriate, rehabilitation programs designed to establish the
speech skills necessary for comprehension and expression.

27.2.2 Assessment and treatment shall be reported accurately and sys-

tematically and in such language as to accomplish the following tasks:

a. define the problem;

b.provide a basis for formulating a plan for treatment objectives and
procedures;

c. provide information to staff working with the patient; and

d.provide evaluative and summary reports for inclusion in the patient’s
record.

27.2.3 Administration and supervision of the speech, language, and
hearing service shall be provided by qualified speech-language and

hearing clinicians.

27.2.3.1 All staff with independent responsibilities shall hold a
Certificate of Clinical Competence or a Statement of Equivalence
in either speech pathology or audiology issued by the American
Speech and Hearing Association, or have documented equivalent
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training and experience and shall meet current legal requirements
of licensure or registration.

27.24 Support personnel, such as speech pathology assistants and
communication aides, shall be qualified by training and/or experience
for the level of work performed and shall be appropriately supervised
by a staff speech-language pathologist or audiologist.

27.2.5 Equipment shall meet the standards of the American Board of
Examiners in Speech Pathology and Audiology of the American Speech
and Hearing Association and shall be located, calibrated, and main-
tained according to those standards.

Overall compliance: speech and hearing services

Comments and recommendations
Provide specific documentation for each 2 or 3 rating.
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2.8. Vocational rehabilitation services

28.1 Patients shall receive counseling specifically oriented to their voca-
tional needs, e.g., counseling in understanding their vocational strengths
and weaknesses, the demands of their present and future jobs, the respon-
sibilities of holding a job, and problems related to vocational training, place-
ment, and employment.

28.2 A program may delegate vocational rehabilitation responsibilities to
an outside vocational rehabilitation agency. However, the agency must
assign a specific individual, with the approval of the program, to serve as
the program’s coordinator of vocational rehabilitation; and the agency must
agree to follow the provisions of the standards presented herein.

28.3 If a program provides its own vocational rehabilitation service, writ-
ten policies and procedures shall govern the operation of the service.

28.3.1 A sufficient number of appropriately qualiﬁed staff and sup-
port personnel shall be provided.

28.3.1.1 A person or team shall be designated to be responsible
for the implementation of vocational rehabilitation services.

28.3.1.2 The program shall have at least one qualified vocational
rehabilitation counselor available who is responsible for the pro-
fessional standards, coordination, and delivery of vocational re-
habilitation services.

28.3.1.3 All personnel providing vocational rehabilitation services
shall have training, experience, and competence consistent with
acceptable standards of their specialty field.

28.3.1.4 Sufficient numbers of qualified vocational rehabilitation
counselors and support personnel shall be available to meet the
needs of patients. ’

98.3.2 The vocational rehabilitation service shall assess the patient’s

vocational needs with regard to the following areas:

a. current work skills and potential for improving these skills or devel-
oping new ones;

b. educational background;

c. amenability to vocational counseling;

d. aptitudes, interests, and motivations for getting involved in various
job-related activities;

e. physical abilities;
f. skills and experiences in seeking jobs;
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g. work habits as related to tardiness, absenteeism, dependability, hon-
esty, and relations with co-workers and supervisors;

h. personal grooming and appearance; and

i. expectations regarding the personal financial and social benefits to
be derived from working.

28.3.3 Vocational services shall be provided according to an individ-
ualized treatment plan.

28.3.3.1 The criteria for determining a patient’s job-readiness
shall be stated in the patient’s treatment plan.

28.3.4 A record shall be kept of vocational rehabilitation activities;
it shall include the date, as well as a description, of the activity, par-
ticipants, and results.

28.3.5 All work programs must conform to federal, state, and local
rules and regulations.

Overall compliance: vocational rehabilitation services

Comments and recommendations
Provide specific documentation for each 2 or 3 rating.
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Facility management

29. Building and grounds

29.1 The facility in which the program is housed shall be designed, con-
structed, and equipped in a manner that ensures the physical safety of
patients, staff, and visitors against the hazards of fire, explosion, and panic.

99.1.1 The facility in which the program is housed shall comply with
the 1973 edition of the NFPA Life Safety Code. (When a condition
exists which is allowed by the 1967 edition of the NFPA Life Safety
Code but not by the 1973 edition of the code, the facility shall be per-
mitted to show that no additional risk is being incurred in the existing
situation.)

929.1.2 Each facility in which a program is housed shall be responsible
for determining, in cooperation with the authority having jurisdiction
or other person having equivalent qualifications (i.e., a registered pro-
fessional engineer, a registered architect, a member of the Society of
Fire Protection Engineers, a qualified employee of a fire insurance rat-
ing organization, or a similarly qualified person), the section of the
NFPA Life Safety Code under which each separate building falls.

29.1.2.1 For facilities designated as institutional occupancies, the

rovisions for hazardous areas in Section 10-137 of the 1973 edition

~ of the NFPA Life Safety Code shall apply to both new and existing
construction.

29.1.2.2 TFor facilities designated as residential occupancies, the
rovisions for hazardous areas in Section 11-235 of the 1973 edition
of the NFPA Life Safety Code shall apply to both new and existing

construction.

29.1.3 The facility in which the program is housed shall comply with
all applicable local, state, and federal codes.

29.1.3.1 Where there is a conflict in the applicable standards or
codes, the more restrictive provisions shall prevail.
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29.1.4 The facility in which the program is housed shall maintain
written evidence of a valid report of inspections by the authority hav-
ing jurisdiction, or other person having equivalent qualifications for

approving the facility.

29.14.1 The report shall show the extent of current compliance
with the 1973 edition of the NFPA Life Safety Code.

29.1.5 In addition to the on-site survey, the structural safety shall be
judged by documentary evidence in the form of a comprehensive State-
ment of Construction and Fire Protection to be furnished to JCAH by
the program prior to the survey.

29.1.5.1 The program must submit to JCAH a plan of correction,
with anticipated time of completion, for all physical plant deficien-
cies identified by authorized inspecting agencies or identified as a
result of a JCAH survey.

29.1.5.2 In instances when the applications of these standards
would be clearly impractical or an unnecessary hardship, the fa-
cility in which the program is housed shall provide documentation
that the authority having jurisdiction has allowed alternative ar-
rangements or granted exceptions which shall provide as nearly
equivalent safety to life from fire as is practical.

29.1.5.3 Alternative arrangements or exceptions shall not be less
restrictive or afford less safety to life than compliance with these
standards.

29.1.54 In buildings constructed prior to 1973, documented al-
ternative arrangements or exceptions granted by the authority
having jurisdiction should include documented sustained extra-
ordinary fire prevention measures in the form of effective house-
keeping and maintenance practices; at least hourly fire watches of
all patient-occupied areas by designated personnel; provision of
adequate fire fighting equipment; adequate staffing to ensure the
evaluation of all patients, staff, and visitors; fire drills on all work
shifts in excess of the requirements of the 1973 edition of the NFPA
Life Safety Code; and other measures required by the authority
having jurisdiction.

29.1.6 In all new construction (a building for which the design was
approved after 1973), provision shall be made for the safe and con-
venient use of the building in which the program is housed by handi-
capped individuals (patients, staff, and visitors).

29.1.6.1 Walkways and curbs shall be constructed to facilitate
travel by individuals using wheelchairs or crutches.

29.1.6.2 Signals, such as elevator calls and fire alarms, shall be
both audible and visible.

29.1.6.3 Elevator control buttons shall be accessible to wheel-
chair occupants.

29.1.64 An adequate number of conveniently located parking
spaces shall be reserved for handicapped individuals.
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29.1.6.5 Access to fountains, toilets, and handwashing facilities

for all handicapped individuals shall be provided.

29.1.6.6 All facilities provided for individuals using wheelchairs
shall be identified by the appropriate symbols (i.e., picture signs).

29.1.7 Protection shall be provided from sharp projections, “invisible”
glass, moving parts, heated surfaces, or heavy objects which may fall.

29.1.8 Elevators in the facility in which the program is housed shall
be adequately protected and supervised, and patients shall be pro-
tected from elevator-related hazards.

29.1.9 The facility in which the program is housed shall provide pro-
tection from unusual safety hazards, such as discarded refrigerators
with doors, environmental hazards, sewer conduits, catch basins, and

the like.

29.1.10 The facility in which the program is housed shall have specific
plans and appropriate policies developed and followed pertaining to
the usage, maintenance, and supervision of and safety precautions for
any special activity areas or equipment, such as swimming pools, tennis
courts, riding stables, or gymnasiums.

Overall compliance: building and grounds

Comments and recommendations
Provide specific documentation for each 2 or 3 rating.
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30. Functional safety and sanitation

30.1 There shall be a program safety committee with representation from
all major services. (This function may be performed by an already existing
committee with related interests and responsibilities.) -

30.1.1 The safety committee shall meet as required, but not less than
monthly, and shall maintain written records of each meeting.

30.1.2 The responsibilities of the safety committee shall include the
development of written policies and procedures designed to enhance,
to the maximum degree possible, safety within the facility in which the
program is housed and on its grounds.

30.1.2.1 The safety committee shall coordinate and cooperate in
the development of safety rules and practices for the program.

30.1.2.2 The safety committee shall establish an incident xeport-
ing system that includes a mechanism for investigating and eval-
uating all incidents reported and for documenting the review of all
such reports and the actions taken.

30.1.2.3 The safety committee shall act as a liaison with the in-
fection control program, with which ideas shall be exchanged. I

30.1.2.4 The safety committee shall provide safety-related infor-
mation to be used in the orientation of all new employees and in
the continuing education of all program employees. -

30.1.2.5 The safety committee shall establish methods of measur-
ing the results of the safety program and shall undertake a periodic
analysis to determine the safety program’s effectiveness, including
a review of all pertinent records and reports. S

References to and/or excerpts from the following standards are used with permission of the
National Fire Protection Association (NFPA), Boston, Massachusetts: NFPA 3M, Hospital
Emergency Preparedness, Copyright 1973; NFPA 10, Installation, Maintenance, and Use of
Portable Fire Extinguishers, Copyright 1974; NFPA 13A, Care & Maintenance of Sprinkler
Systems, Copyright 1971; NFPA 15, Water Spray Fixed Systems, Copyright 1973; NFPA 17,
Dry Chemical Extinguishing Systems, Copyright 1973; NFPA 56A, Inhalation Anesthetics,
Copyright 1973; NFPA 36B, Respiratory Therapy, Copyright 1973; NFPA 56C, Laboratories
in Health-Related Institutions, Copyright 1973; NFPA 72D, Proprietary Protective Signaling
Systems, Copyright 1974; NFPA 76A, Essential Electrical Systems for Hedlth Care Facilities,
Copyright 1973; NFPA 82, Incinerators, Rubbish, Copyright 1972; NFPA 90A, Air Condition-
ing and Ventilating Systems, Copyright 1975; NFPA 101, Life Safety Code, Copyright 1973.

While referenced here as resources, NFPA standards are designed to be used fully as they
apply to hospital safety. Copies of these documents are available from the National Fire Pro-
tection Association, 470 Atlantic Avenue, Boston, Massachusetts 02210.
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30.1.2.6 The safety committee shall develop a reference library
of documents and publications dealing with all facets of facility
safety. It is strongly recommended that copies of all applicable
building and safety codes and standards be included.

30.2 A qualified individual shall be designated as safety director or officer.

30.2.1 The safety director or officer shall be familiar with the applic-
able local, state, federal, NFPA, and JCAH safety standards.

Electrical safety

30.3 Policies and procedures shall be established for a systematic, periodic
evaluation of the electrical power distribution systems.

30.3.1 Such systems shall be tested/inspected when newly installed,
and at least annually thereafter.

30.3.2 Written records of all inspections performed, including any
actions taken or recommended, shall be maintained.

30.4 For all electrical and eléctronic patient care equipment, policies and
procedures shall be established for methods and frequency of testing, and
for verification of performance and use specifications.

30.4.1 All new electrical and electronic equipment must be tested
within the first six months of operation.

30.4.2 Written records of all inspections performed, including any
actions taken or recommended, shall be maintained.

30.5 Inspection/testing of nonclinical equipment shall be performed at
regular intervals to be determined by the chief of the engineering/main-
tenance department and the results recorded.

30.6 There shall be a written policy on the use and testing of personal
electrical equipment used by patients and staff.

30.7 There shall be a written policy on the use of extension cords and
adapters.

30.8 Operating information for each item of electrical equipment shall be
readily available to those responsible for its operation, maintenance, and
inspection. A label on the equipment indicating the location of the infor-
mation is acceptable. However, where feasible, operators” instruction book-
lets should be kept with the individual pieces of equipment with a master-
file copy available in a designated location at all times.

30.9 Conductivity testing shall be carried out in all areas with conductive
flooring, and the results shall be recorded.

30.9.1 All furniture in areas with conductive flooring shall be included
in the conductivity testing.

30.9.1.1 Where flammable agents are no longer permitted for
anesthesia or skin preparation of the operative field, conductive
flooring is not required. In such cases, the conductivity charac-
teristics of the floor may be eliminated by a means approved by
the authority having jurisdiction.

Aprir 1979
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30.10 An isolated power system shall be provided in all anesthetizing
locations.

30.10.1 Each isolated power system shall employ a continually oper-
ating line isolgtion monitor which shall have both audible and visible

signals.

30.10.2 Line isolation monitors shall be tested on at least a weekly
basis and only when the circuit is not otherwise in use. A permanent
record of the tests shall be maintained.

30.11 The program shall develop and implement an effective system for
determining electrical current leakage, for ensuring proper grounding and
the meeting of other safety requirements for devices, and for providing
appropriate corrective measures.

30.12 Qualified advice and service concerning electrical and electronic
systems and equipment, at all technical levels, shall be available.

Fire warning and safety systems

30.13 Every building shall have an electrically supervised and manually
operated fire alarm that automatically transmits an alarm by the most direct
and reliable method approved by local regulation to the fire department
that is legally committed to serve the area in which the building is located.

30.13.1 A presignal system shall not be used.

30.13.2 When the fire station is not continually staffed, e.g., a volun-
teer service, the program shall have a direct connection to the local
police or sheriff's department or equally attended and reliable source
for summoning the fire department.

30.14 Manual fire alarm boxes shall be distributed throughout the facility
and located so that they are unobstructed, readily accessible, and in the
path of normal exit travel.

30.15 The audible signal devices of an internal alarm system shall produce
signals that are distinctive from all other signals used for any purpose in
the same area.

30.15.1 The audible alarm shall exceed the level of operational noise
in any area.

30.16 Automatic fire extinguishing systems shall be compatible with the
area to be protected and shall not cause a situation that in itself would
endanger the safety of patients, personnel, or visitors.

30.17 Automatic sprinkler systems shall include a water flow alarm con-
nected to the fire alarm system.

30.17.1 Where water pressure is inadequate to effectively operate the
highest hose stations or sprinklers, automatic booster pumps shall be
on electric service having standby power.

30.18 Sprinkler system control valves shall be examined at least weekly,
should be sealed in the open position, shall be electrically monitored, and
shall be labeled to indicate the fire area(s) served.



120/Consolidated Standards

30.19 All fire warning and safety - systems shall be inspected at least
quarterly.

30.19.1 Written, dated, and authenticated records of all inspections
and maintenance performed shall be maintained.

30.20 Fire extinguishers shall be of the type required for the class of fire
normally anticipated in the area and shall be kept in their designated places
when not in use.

30.20.1 Travel distance to each extinguisher in the area it serves shall
not exceed 75 feet.

30.20.2  Fire extinguishers shall be inspected at least monthly and
maintained at least annually; this shall be documented.

30.21 Exhaust hoods, grease removal devices, and ducts for commercial
cooking ranges and deep fryers shall be equipped with approved automatic
extinguishing systems. The system shall also serve to protect the cooking
surfaces.

30.21.1 Portable extinguishers of the same type should also be available.

30.22  All hose stations and standpipes must be of a type approved by the
authority having jurisdiction.

Compressed gas cylinders

30.23  All cylinders used for compressed gases shall be capped when not
connected and secured at all times to prevent falling.

.30.24 Empty cylinders shall be identified and stored separately from full
or partially full cylinders.

30.25 All cylinder storage areas, outdoors and indoors, shall be protected
from extremes of heat and cold, as defined by NFPA 56A.% and from access
by unauthorized individuals.

Handling and storage of nohﬂammable gases

30.26  Oxidizing agents shall be stored separately from flammable gases
and liquids.

30.26.1 The storage location shall be free of combustible materials.

30.27 When the quantity of gas stored exceeds 2000 cubic feet, the storage
area shall be outside the building, or in a room that is of at least one hour
fireresistive construction (or equipped with an approved automatic fire
extinguishing system) and is vented to the outside.

30.28 There shall be a written polidy and procedure for the prevention of
fire hazards in the presence of an oxygen-enriched atmosphere.

*NFPA 56A—1973, Standard for the Use of Inhalation Anesthetics (Flammable and Non-
flammable)
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Handling and storage of flammable gases and liquids

30.29 Flammable gas and flammable liquid storage rooms or enclosures
inside the facility shall be constructed to have a fireresistance rating of at
least one hour.

30.30 Combustible materials shall not be stored with flammable gases or
liquids.
30.31 Enclosures in which flammable anesthetizing agents are stored shall

be individually and continuously ventilated either by gravity or by a me-
chanical means at a rate of not less than eight air changes per hour.

30.31.1 The enclosures shall have a fresh air inlet near the ceiling and
an exhaust-air outlet near the floor.

30.32 Conductive flooring is required in storage locations for flammable
anesthetic agents when such locations are a part of the operative or obste-
trical suite.

30.33 There shall be a written procedure for the safe disposition of the
residual ether left in anesthesia machines or in opened containers.

30.34 A relative humidity of at least 50 percent shall be maintained in all
areas where anesthetizing agents are used.

30.35 All electrical equipment intended for use in anesthetizing areas
shall be labeled by the manufacturer to indicate whether it may be used in
a flammable anesthetizing location.

30.36 Storage of lammable gases within the laboratory shall, to the maxi-
mum extent possible, meet the same standards for enclosure as described
for flammable anesthetizing gases in Sections 30.31 and 30.31.1.

30.37 The supply of flammable gas stored in the laboratory shall not
ordinarily exceed the amount needed for two working days .

30.38 Quantities of flammable liquids in excess of ten gallons kept in one
laboratory unit (an area comprising a maximum of 500 square feet) shall be
stored in a listed storage cabinet containing not more than 60 gallons.

30.39 When a storage room is provided in lieu of a listed storage cabinet,
the room shall be of at least one hour fireresistive construction or be
equipped with an approved automatic fire extinguishing system, and shall
be vented to the outside.

30,40 Flammable liquids or gas cylinders shall not be positioned near
flame or heat sources.

30.41 Tissue processors and similar automatic equipment employing flam-
mable or combustible reagents shall be well-ventilated and operated at
least five feet from any storage area for combustible materials.

30.42 All refrigerators shall be labeled externally to indicate whether or
not they are safe for storage of flammable liquids.

30.43 Alcohol shall be withdrawn from large drums only when the drum
is in an upright position and an approved hand pump is used.

30.44 At anesthetizing locations where flammable anesthetic agents are
not allowed, permanent signs shall be posted indicating that the use of such
flammable agents is prohibited.
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Emergency power

3045 The program shall have an autonomous emergency power source
available on its premises which is installed in accordance with NFPA 76A.*

30.46 A written record shall be maintained of inspections, performance,
exercising period, and repairs of the emergency power source which shall
be exercised under actual load conditions for a 30-minute period at least
monthly.

30.47  The following area(s) and function(s) shall be served by the standby
emergency electrical power source within ten seconds of failure of the
normal power source:

. egress illumination;

. exit signs and exit directional signs;

fire, smoke, sprinkler, and oxygen alarms;
. special care units;

. operating rooms;

delivery rooms;

. postoperative recovery rooms;

Bgq Yo oo o

.- €mergency care areas;

bt

newborn nurseries ;
medication preparation areas;
. nursing stations;
treatment rooms;
.clinical laboratory task areas;
. isolation transformers;
. blood storage units;
. program communication system; and

..Q"UO’;dSE‘“K“'T"

. cerntral suction system.

30.48 The following areas shall be served by the emergency power source
on either a delayed automatic or manual basis:
a. medical air compressors;

b.at least one elevator per bank of elevators in a multistory patient-occupied

building; and
c. heating equipment.

Patient and personnel safety devices and measures

30.49 Side rails shall be available for both sides of beds, for use when
warranted by a patient’s condition.

30.50 Nonambulatory patients shall have access to grab bars, and similar
safety devices shall be installed in each patient’s bathing and toilet area.

30.50.1 Grab bars shall be nonremovable.

*NFPA 76A-—1973, Standard for Essential Electrical Systems for Health Care Facilities
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30.51 An external emergency release mechanism shall be provided for the
opening of bathroom doors that can be locked from the inside.

30.52 To prevent personal injury, the temperature of the hot water supply
shall be regulated and shall not be over 110°F. (43°C.) at the outlet.

30.52.1 Hot water temperature control devices shall be inaccessible
to unauthorized staff members, patients, and the public.

30.53 The use of portable heating devices shall be prohibited.

30.54 Facilities for flushing eyes, body, and clothing with large quantities
of water shall be provided in or near the areas in which caustic or toxic
materials are used.

30.55 Bulk concentrated acid and caustic material storage areas shall be
identified and located near or at floor level.

30.56 Rooms in which volatile and/or toxic chemicals are used shall be
adequately ventilated and equipped with noncombustible fume hoods.

30.57 Refrigerators for the storage of flammable material shall be pro-
vided as needed.

30.58 Radiation decontamination facilities shall be provided wherever
radioactive isotopes are used.

30.59 Biological safety cabinets shall be provided for the protection of
laboratory personnel who handle specimens known or suspected to contain
microorganisms of a high virulence.

30.60 There shall be a written plan of emergency action which personnel
shall implement in the event of any serious accident in the laboratory.

30.60.1 The provisions of the plan shall periodically be made known
to all laboratory personnel.

30.61 A fire blanket and a self-contained breathing apparatus may be pro-
vided in the laboratory.

30.62 Staff shall be familiar with the policies for supervision of patients
using special areas such as swimming pools.

30.63 In child or adolescent inpatient and residential programs, electrical
outlets, radiators, and steam and hot water pipes shall have protective cov-
erings or insulation.

30.64 All potentially dangerous or toxic substances shall be stored in a
locked cabinet or enclosure.

30.65 Special safety considerations shall be given to building features
which may harm patients, e.g., “invisible” glass doors, sharp protrusions,

and heavy objects which may fall.

Smoking

30.66 There shall be written regulations governing smoking.

30.66.1 The regulations shall be conspicuously posted and made
known to all program personnel, patients, and the public.
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30.66.2 Smoking shall be prohibited in any area of the program where
flammable liquids or gases, or oxygen are in use or stored.

30.66.3 Ambulatory patients shall not be permitted to smoke in bed.

30.66.4 Patients who are confined to bed and who are mentally and
physically responsible for their actions should be discouraged from
smoking.

30.66.5 Unsupervised smoking by patients who are not mentally
or physically responsible for their actions shall be prohibited.

30.66.6 Wastebaskets and ashtrays shall be made of noncombustible
materials, and wastebaskets shall not be used as ashtrays.

30.66.7 Smoking shall be prohibited in areas where combustible sup-
plies or materials are stored.

30.66.8 Smoking by personnel using the surgical and obstetrical suites
shall be limited to the dressing rooms and lounges, and doors leading
to the suites shall be kept closed.

S ecurity

30.67 Measures shall be taken to provide security for patients, personnel,
and the public, consistent with the conditions and risks inherent in the
program’s location.

External disaster plan

30.68 When a program has been designated by local authoritv (i.e., fire
department or civil defense officials or others) as an external disaster emer-
gency center, the program shall have written plans for the proper and time-
ly care of casualties arising from such disasters.

30.68.1 To establish an effective chain of command and to make
appropriate jurisdictional provisions, planning should include consulta-
tion with local civil authorities and with representatives of other medi-
cal agencies.

30.68.2 The external disaster plan shall be rehearsed at least twice
each year.

30.68.3 The external disaster plan shall provide for the following:
a. an efficient system of notifying and assigning personnel;

b.a unified medical command;

c. availability of adequate basic utilities and supplies, as well as essen-
tial medical and supportive materials;

d.procedures for the prompt discharge or transfer of patients in the
program who can be moved safely;

e. conversion of all usable space to provide triage, observation, and
treatment areas;

f. the transfer of transportable casualties to a facility where definitive
care can be rendered;

ApriL 1979
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g.the use of a special disaster medical record to accompany the
casualty;

h. establishment of a centralized public information center with a
designated spokesman;

i. maintenance of security, to minimize the presence of unauthorized
individuals and vehicles;

j. instructions on the use of elevators; and

ka pre—established radio communication system for use when com-
munications are out or overtaxed.

Internal disaster plan

30.69 The program shall ensure that it has fire protection services either
from the local fire department or by providing its own.

30.70 There shall be written internal disaster and fire plans.

30.71 Internal disaster, fire, and evacuation drills shall be held at least
quarterly for each work shift of program personnel in each separate patient-
occupied building.
30.71.1 A written report and evaluation of all drills shall be made.
30.72 The program’s fire plan shall provide for the following actions:
a. use of the fire alarm;
b.transmission of the alarm to the fire department;
c. steps to be taken in response to alarms;
d.isolation of the fire;
e. evacuation of the fire area;
f. preparing the building for evacuation; and
g.fire extinguishment.
30.73 When water is obtained from a source other than a public water

supply, it shall be tested at least monthly and treated as necessary to ensure
its potability.
30.74 Potable water supply systems shall be protected by the installation

of vacuum breakers or other protective devices approved by the authority
having jurisdiction.

30.75 There shall be a written plan for the procurement of water during
an emergency. :

30.76 All building service equipment shall be installed in accordance with
applicable laws and regulations.

30.77 All mechanical systems in the program shall be maintained in ac-
cordance with a written preventive maintenance program, with documen-
tation of corrective measures instituted or completed.

30.78 The ventilation system shall provide a controlled, filtered air supply
in designated critical areas.

30.79 Combustion and ventilation air for boiler, incinerator, or heater
rooms shall be taken from and discharged to the outside.
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General storage areas

30.80 Storage areas, basements, attics, and stairwells shall be clean and
uncluttered.
30.81 The spaces under stairs shall not be used for storage.

30.82 The lowest shelves in storage areas shall either be sealed to the
floor or have sufficient space underneath to allow access for cleaning.

30.83 The height and arrangement of stored items shall not obstruct the
proper functioning or testing of any fire detecting or extinguishing system.

30.83.1 A clearance of 36 ipches is recommended but may be reduced
to 18 inches where flammable gases or liquids are not involved.

30.84 The storage arrangement shall not prevent ready access to any fire
extinguishing units or tools.

Waste disposal

30.85 Contaminated wastes shall be sealed in impervious containers at the
site of origin. The containers shall be identified and kept sealed until their
final disposition.

30.86 Waste tissue and contaminated, combustible solids shall be rendered
safe by sterilization, incineration, or grinding and disposition through au-
thorized sewage channels.

30.87 When trash compactors are used, they shall be located away from
patient care and food preparation and serving areas, and their site shall be
subject to good sanitary practices.

30.87.1 The compactor should have a safety circuit breaker.

Overall compliance: functional safety and sanitation

Comments and recommendations
Provide specific documentation for each 2 or 3 rating.
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31. Therapeutic environment

31.1 The program shall establish an environment that enhances the posi-
tive self-image of the patient and preserves human dignity.

31.2 The grounds on which the program is located shall provide adequate
space for the program to carry out its stated goals.

31.2.1 When patients’ needs or the program’s goals include the need
for outdoor activity, areas appropriate to the ages and clinical needs

of the patients shall be provided.

31.3 The program shall be accessible to handicapped individuals or, as an
alternative, have a written plan that describes how the handicapped individ-
uals shall gain access for necessary services.

31.4 Appropriate staff shall be available in any reception area or waiting
room, as indicated, to meet the needs of patients and visitors.

3141 Waiting areas shall be comfortable; and their design, location,
and furnishings shall reflect a consideration of the characteristics of
the patients and visitors, the anticipated length of waiting time, their
needs for privacy and/or support from staff, and the goals of the
program.

31.4.2 Rest rooms shall be available for patients and families.

3143 A telephone shall be available for private conversations.

31.44 An adequate number of drinking units, at appropriate heights,
shall be easily accessible. If drinking units employ cups, only single-
use, disposable cups shall be used.

31.45 When food or beverage vending machines or other types of
food service are available, there shall be policies and procedures for
the efficient storage and distribution of food and beverages under safe
and sanitary conditions.

31.4.6 Programs not having emergency medical care resources shall
have first aid supplies kept in appropriate places.

31.4.6.1 All supervisory staff shall be familiar with the locations,
contents, and use of the first aid supply kits.

315 Programs providing partial-day or 24-hour care services shall provide
an environment responsive to the needs of patients.

31.5.1 Throughout the treatment setting, the design, structure, fur-
nishing, and lighting of the environment shall promote clear percep-
tions of people and functions.
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31.5.2 Lighting shall be under the control of the occupants of the
lighted area, unless a therapeutic rationale for exclusive staff control
is provided in the program’s written plan.

31.5.3 The environment shall be designed to allow views of the out-
doors.

31.54 Major areas used by patients shall have windows or skylights.

31.5.5 Appropriate types of mirrors, which distort as little as possible,
shall be placed in appropriate places, at reasonable heights, as an aid
to grooming and to enhance the patients’ self-awareness.

31.5.6 To promote awareness of time and season, clocks and calen-
dars should be provided in at least major use areas.

3L.6 Ventilation shall contribute to the habitability of the environment.

3L6.1 Direct outside air ventilation shall be provided to each habit-
able room by the air conditioning system or by operable windows.

31.6.2 Ventilation shall be such as to remove undesirable odors.
317 All areas and surfaces shall be free of undesirable odors.
3L.8 Door locks and other structural restraints should be used minimally.

3L.8.1 The use of door locks or closed sections shall be approved by
the clinical staff and the governing body.

31.9 There shall be written policies and procedures to facilitate staff-
patient interaction; in particular, such policies and procedures are required
when structural barriers in the therapeutic environment separate stafl from
the patient community.

31.9.1 Program personnel should respect a patient’s right to privacy
by knocking on the door of the patient’s room before entering,

31.10 Areas with the following characteristics shall be available to meet
the needs of patients.

31.10.1 Areas shall be available for a full range of social activities
for all patients, from two-person conversations to group activities.

31.10.2 Attractively furnished areas shall be available where a patient
can be alone, when this is not in conflict with a therapeutic prescrip-
tion for group activities.

31.10.3 Attractively furnished areas shall be provided to ensure pri-
vacy for conversations with other occupants, family, or friends.

31.11 Furnishings and equipment shall be available to accommodate all
occupants.

31.11.1 Furnishings shall be clean and in good repair.

31112 F urnishings shall be appropriate for the age and physical
conditions of the patients.

31.11.3 Repairs to broken items shall be carried out promptly.

31114 Al equipment and appliances shall be maintained in good
operating order.
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31.12 Dining areas shall be comfortable, attractive, and conducive to
pleasant living.

31.12.1 Dining arrangements shall be based on a logical plan that
meets the needs of the patients and the requirements of the program.

31.12.2 Dining tables should seat small groups of patients, unless
other arrangements are justified on the basis of the patients’ needs.

31.12.3 When staff members do not eat with the patients, the dining
rooms shall be adequately supervised and staffed in order to provide
assistance to patients when needed and to ensure that each patient
receives an adequate amount and variety of food.

31.13 To provide privacy, sleeping areas shall have doors.

31.13.1 In multi—patient 1001S housing more than four persons, par-
titioning or placement of furniture should be used to provide privacy.

31.13.2 The number of patients housed in multi-patient rooms shall
be appropriate to the ages, developmental levels, and clinical needs of
the patients and the goals of the program.

31.13.3 Unless written justification is made on the basis of program
requirements, no more than eight patients shall be housed in each
sleeping room.

31.13.4 Sleeping areas shall be assigned on the basis of the individ-
ual’s need for group support or privacy and independence.

31.13.4.1 Patients who need extra sleep, whose sleep is easily
disturbed, or who need greater privacy because of their age, emo-
tional disturbance, or adjustment problems, shall have single or
double bedrooms.

31.14 Areas shall be provided for personal hygiene.
31.14.1 The areas for personal hygiene shall provide privacy.
31.14.2 Bathrooms and toilets shall have partitions and doors.
31.14.3 Toilets shall have seats.

31.15 Good standards of personal hygiene and grooming regarding bath-
ing, brushing teeth, care of hair and nails, and toilet habits shall be taught
and maintained.

31.15.1 Patients shall have the personal help needed to perform these
activities and shall be helped to assume responsibility for self-care as

they are able.

31.15.2 The services of a barber and beautician shall be available to
patients either within the program or in the community.

31.16 Appropriate to the patient’s age, developmental level, and clinical
status, articles for grooming and personal hygiene shall be readily available
in a space reserved near the patient’s sleeping area.

31.16.1 If clinically indicated, a patient’s personal articles may be
kept under lock and key by the staff.

31.17 Ample closet and drawer space shall be provided for the storage of
personal property and property provided for the patients’ use.
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31.17.1 Lockable storage space should be provided.

31.18 Patients shall be allowed to keep and display personal belongings
and to add personal touches to the decoration of their own rooms.

31.18.1 The program should establish written rules to govern the
appropriateness of such decorative display.

31.18.2 If accessibility to potentially dangerous grooming aids or other
personal articles is clinically contraindicated, the clinical staff shall
explain to the patient the conditions under which the articles will be
allowed, and shall document in the patient record the clinical rationale
for the conditions under which the articles will be allowed.

31.18.3 If the hanging of pictures on walls, or other similar activities,
is a privilege to be earned on the basis of the treatment program, the
clinical staff shall explain to the patient the conditions under which the
privilege will be granted, and shall document the treatment and grant-
ing of privileges in the patient record.

31.19 Patients shall be encouraged to take responsibility for maintaining
their own living quarters and for other day-to-day housekeeping activities
of the program, as appropriate to their clinical status.

31.19.1 Such responsibilities shall be clearly defined in writing and
adequate staff assistance and equipment shall be provided, as needed.

31.19.2 Descriptions of such responsibilities shall be included in the
patient orientation program.

31.19.3 Documentation shall be provided demonstrating that these
responsibilities are an integrated part of the patient’s treatment plan.

31.20 Patients receiving treatment shall be allowed to wear their own
clothing.

31.20.1 If clothing is provided by the program, it shall be appropriate
and shall not be dehumanizing.

31.20.2 Training and help in selection and proper care of clothing
shall be available, as appropriate.

31.20.3 Clothing shall be suited to the existing climate and seasonal
conditions.

31.20.4 Clothing shall be becoming, in good repair, of proper size,
and of the character worn by the patients” peers in the community.

31.20.5 An adequate amount of clothing to permit Jaundering, clean-
ing, and repair shall be available.

31.21 A laundry room in which a patient may wash clothing should be
accessible.

31.22 The use and location of noise-producing equipment and appliances,
such as televisions, radios, and record players, shall not interfere with other
activities of the therapeutic program.

31.23 A place and equipment for table games and individual hobbies shall
be provided.

ApriL 1979
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- 31.23.1 Shelves for storage of toys, equipment, and games, as indi-
cated, shall be arranged and maintained to make them appropriately
accessible.

31.24 Books, magazines, and arts and crafts materials shall be available in
accordance with patients’ recreational, cultural, and educational back-
grounds and needs.

31.25 Live plants should be displayed indoors, and patients shall be given
the opportunity to participate in their care.

31.26 Each program shall formulate its own policy regarding the avail-
ability and maintenance of pets and other animals, consistent with the goals
of the program and with the requirements of good health and sanitation.

31.97 TFacilities shall be available, in accordance with the size of the unit,
which allow the serving of snacks and the preparation of meals for special
occasions and recreational activities, e.g., baking, making popcorn or candy,
and so on. These facilities shall permit patient participation.

31.28 Unless therapeutically contraindicated, the program shall accom-
modate the patients” needs for access to the outdoors through the use of
nearby parks and playgrounds, adjacent countryside, and the program’s
grounds.

31.28.1 Recreational facilities and equipment shall be available, con-
sistent with the patients’ needs and the therapeutic program.

31.28.2 All such equipment shall be maintained in working order.

Overall compliance: therapeutic environment

Comments and Tecommendations
Provide specific documentation for each 2 or 3 rating.
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32. Infection control

32.1 Because infections acquired in a program or brought into a program
from the community are potential hazards for all persons having contact
with the program, there shall be an infection control program.

32.1.1 Effective measures shall be developed to prevent, identify, and
control infections.

32.1.2 A practical system for reporting, evaluating, and maintaining
records of infections among patients and personnel shall be developed.

32.1.2.1 This system shall include assignment of responsibility for
the ongoing collection and analytic review of such data, as well as
for required follow-up action.

32.1.2.2 Corrective action based on records and reports of infec-
tions and infection potentials among patients and program person-
nel shall be documented.

32.1.3 Orientation of all new employees to the importance of infec-
tion control and personal hygiene, and to their responsibility in the
program, shall be included in the infection control program.

39.1.3.1 Verification of inservice education relative to infection
prevention and control for all services and program components
shall be documented.

32.2 There shall be written policies and Procedures pertaining to the oper-
ation of the infection control program which shall be reviewed at least
annually and revised as necessary.

Overall compliance: infection control

Comments and recommendations
Provide specific documentation for each 2 or 3 rating.
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3 3. Sterile supplies and equipment

33.1 If the program utilizes sterile supplies or equipment, there shall be
policies and procedures for their handling, maintenance, and use.

33.1.1 A department or staff member shall be designated to imple-
ment and document the implementation of these policies and procedures.

332 The policies and procedures should relate to, but not be limited to,
the receiving, cleaning, disinfection, resterilization, and preparation of re-

usable supplies.

33.2.1 The policies shall relate to the assembly, wrapping, identifica-
tion, storage control, and distribution of the supplies.

33.2.2 The policies shall relate to the monitoring of the shelf life or
expiration date of such supplies and the removal from use of expired

supplies.

33.2.3 The policies shall relate to the use, maintenance, and inspec-
tion of sterilizing equipment or sterilizing liquids or gases.

33.24 The policies shall address the acquisition of such supplies on
an emergency basis when the usual dispensing unit is closed.

33.2.5 The policies shall relate to the emergency recall and disposition
of supplies when a hazard connected with such supplies is identified.

33.2.6 The policies shall relate to the cleaning and sanitizing of work
spaces used in the preparation of sterile supplies.

Overall compliance: sterile supplies and equipment

Comments and recommendations
Provide specific documentation for each 2 or 3 rating.
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Table of applicable standards

The following table delineates the standards that are common to all programs, regardless of ser-

vice category, and those that apply to inpatien
ment settings. Since the intensity o
the applicable standards also vary. Programs s

f the level o

t, residential, or partial-day and outpatient treat-
f care provided in these settings varies, some of
hould carefully review this table to determine for

which standards JCAH will hold them accountable during the accreditation process.

I . . Partial-d
Chapter All programs Inzgttgxt:(g);xal R:est’gxe:glt;,al andsz;lttiﬁfgnt
1. Governing
bodyt All standards
2. Chief executive
officert All standards
3. Clinical staff
organizationt All standards
4. Staff
composition All standards
5. Personnel
policiest All standards
6. Volunteer All standards
servicest if provided
7. Fiscal
managementt All standards
8. Referralst All standards
9. Research All standards
if provided
10. Patient rights 10.1-10.2.3, 10.2.4-10.2.4.6 | 10.2.4-10.2.4.6
10.2.5-10.94
11. Quality
assurance All standards

*This category includes night hospitals.

+For multiple-category facilities in which the psychiatric, alcoholism, or drug abuse program is

Continued on following page

not the largest,

the program will be surveyed under the standards appropriate to the largest delivery system (e.g., under the
Accreditation Manual for Hospitals).
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o s . . Partial-d
Chapter All programs Inzt;ggg?al Rse:tlgglglzlfl andsggl:gztgg,nt
12. Patient All standards 12.2.13,
records except 12.2.13, 12.5,
12.5,12.5.1 12.5.1
13. Intake All standards 13.6 13.6 13.4.2¢
except
13.4.2¢,
13.6
14. Assessment All standards 14.2.2-14.2.2.2 [14.2.3-14.24 14.2.3-14.2.4
except
14.2.2-14.2.4
15. Treatment 15.1-15.2.5, 15.3-15.5.2, 15.3-15.3.10.2, {15.104
plans 15.6-15.10, 15.10.1- 15.10.1-
15.11-15.12.7 15.10.3 15.10.3
16. Activity All standards | All standards |16.5-16.5.2,
servicest 16.10
17. Anesthesia All standards
servicest apply when
ECT and/or
surgery is
done
18. Community All standards
education if provided
services
19. Consultation All standards
services if provided
20. Dental 20.1, 20.1.1,
servicest 20.2-20.2.3 if
the program
provides such
service, 20.3
21. Dietetic All standards | All standards |All standards if
servicest such service
is provided
22. Educational 22.1-22.1.3, 22.1-22.1.3,
services 22.9-22.2.3 292.2-22.2.3
when the when the
program program
provides such | provides such
service, service,
22.3-22.5.1 292.3-22.5.1
23. Outreach All standards
services if provided

#This eategory includes night hospitals.

Continued on following page

FFor multiple-category facilities in which the psychiatric, alcoholism, or drug abuse program is not the largest,
the program will be surveyed under the standards appropriate to the largest delivery system (e.g., under the
Accreditation Manual for Hospitals).



ApriL 1979 AppENDIX A/143
o e A Partial-da
Chapter All programs Ingtitutional Residential andsg&tﬁztsiznt
24. Pathology 24.1-24.1.3 24.2-24.2.9.2
servicest when the
program
provides
such service
25. Pharmacy All standards 25.1.1-25.1.1.3
servicest except when the
25.1.1-25.1.1.3 program
provides
such service
26. Radiology All standards 26.2-26.2.2.2
servicest except when the
26.2-26.2.2.2 program
provides
such service
27. Speech and 27.1,27.2-
hearing 27.2.5
servicest when the
program
provides
such service
98. Vocational 28.1, 28.2, 28.3-
rehabilitation 28.3.1.4 when
services the program
provides
such service,
28.3.2-
28.3.5
29. Building and 29.1-29.1.2, 29.1.2.1, 29.1.2.2,
groundst 29.1.3- 20.1.54 29.1.5.4
29.1.5.3,
29.1.6-29.1.10
30. Functional 30.1-30.2.1, 30.3-30.7, 30.3-30.3.2,
safety and 30.8 30.9-30.10.2 30.5-30.7,
sanitationt and 30.13-30.15.1;
30.29-30.44 30.20-30.21.1,
if program 30.23-30.25,
does ECT 30.51-30.56,
or surgery, 30.62-30.65,
30.11-30.28, 30.69-30.81,
30.45-30.87.1]  30.84

Continued on following page

*This category includes night hospitals.

+For multiple-category facilities in which the psychiatric, alcobolism, or drug abuse program is not the largest,
the program will be surveyed under the standards appropriate to the largest delivery system (e.g., under the
Accreditation Manual for Hospitals).
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I . . Partial-d
Chapter All programs Inzgttgxtll;?al Rse:tlgz’;;fl andszgﬁg?é’nt
31. Therapeutic 31.1,3L.2, 31.2.1, 31.2.1,
environment 31.3-31.7, 31.8-31.9.1, 31.8-31.9.1,
31.10-31.11.4, 31.12- 31.12-
31.14-31.14.3, 31.134.1, 31.13.4.1,
31.22-31.25 31.15-31.21, 31.15-31.21,
31.26-31.28.2)  31.26-31.28.2
32, Infection All standards
controlt
33. Sterile All standards when
supplies and such supplies
equipmentt are used

#*This category includes night hospitals.

FFor multiple-category facilities in which the psychiatric, alcoholism, or drug abuse program is not the largest,
the program will be surveyed under the standards appropriate to the largest delivery system (e.g., under the
Accreditation Manual for Hospitals).
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Appendix B
Survey process questionnaire

To assess the quality of service provided by JCAH through the AP/PF survey process, the fol-
lowing questionnaire asks for surveyed programs’ impressions of the survey process. The program
is under no obligation to complete this form but is requested to do so; the answers will help to
maintain and improve the quality of JCAH’s services to the field. A program need not identify
itself, but, if it does, the information provided shall in no way affect JCAH’s accreditation decision
for that program.

The chief executive officer should complete Section I, “General information,” and Section I,
“Survey procedures.” Section III, “Surveyors,” should be completed by the individual who had the
most contact with each surveyor and should be completed for each surveyor who participated in
the survey process.

Please return the completed questionnaire to the address below.

Survey Evaluation Unit, Accreditation Program for Psychiatric Facilities
Joint Commission on Accreditation of Hospitals
875 North Michigan Avernue, Chicago, Illinois 60611

JCAH greatly appreciates your cooperation in providing this information.

I. General information

This section should be completed by the chief executive officer.
1. How many beds does your program have?

[ a. under 100 J b. 100-500 ] c. over 500 ] d. none

2. If outpatient services are provided, what is the average daily census?

[] a. under 25 1 b. 25-50 1 e 51-100 1 d. over 100

3. In what month and year did your survey take place?

4. If you wish to identify your program, please complete this section.

Program name

Location Phone
Signature Date
Title

5. If you do not wish to identify your program, please identify the state in which it is located.
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Il. Survey procedures

This section should be completed by the chief executive officer.

For Items 1 through 6, please rate each statement using the scale shown below. Circle the num-
ber corresponding to your rating in the column to the right of the item. Please list specific exam-
ples which led to your rating for each item; use additional sheets if necessary. (Please note that

only Item 1 can be answered with “not applicable.”)

Scale

ApriL 1979

0 1

2

3

4

Not

applicable Inadequate

Minimally
acceptable

Satisfactory

Excellent

Rating

Comments

1. Prior to the survey if it was necessary
for you to call or write the JCAH cen-
tral office, rate the extent to which
JCAH staff

a. cooperated with you in scheduling the
survey; and

01234

b. exhibited a helpful attitude in answer-
ing your questions in preparation for
the survey.

2. Rate the adequacy of the length of the
survey.

3. Rate the general validity of the recom-
mendations made by the surveyor or sur-
vey team at the summation conference.

4. Rate the extent to which adequate feed-
back was presented to the program by
the surveyor or survey team at the sum-
mation conference.

34

o
Lo

5. Rate the extent to which the survey
process is a valid means of evaluating
compliance with JCAH standards.

1234

6. Rate the extent to which the survey
process aids in promoting high stan-
dards of patient care.

7. What was the most helpful or useful aspect of the survey?

8. What was the least helpful or useful aspect of the survey?
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9. If you have additional comments about the survey process, please include them here.

10. If the survey was part of a combined survey with another JCAH accreditation program and if
you have any comments specific to the combined survey process, please include them here.

[] part of a combined survey [ not part of a combined survey

11. Please identify any standards that you feel are inappropriate to your program and give the
reason(s) why you think so.

12. What are your suggestions for improving this questionnaire? Are there important areas of the
survey process that have not been covered that you feel are important to include?

13. If you wish to identify your program, please complete this section.

Program name

Location Phone
Signature Date
Title

14. If you do not wish to identify your program, please identify the state in which it is located.
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lil. Surveyors

This section should be completed by the individual who had the most contact with each
surveyor.

Name of surveyor

For Items 1 through 7, please rate each AP/PF surveyor participating in your survey using the
scale shown below. Circle the number corresponding to your rating in the column to the right of
the item. Please list specific examples which led to your rating for each item; use additional sheets
if necessary. If you are unable to rate the surveyor on certain items because of a lack of infor-
mation, please score 0, “no information.” If more than one surveyor participated in your survey,
please photocopy this form and complete one for each surveyor.

Scale
0 1 2 3 4
in forl:l:a Hon Inadequate ;Vclixelg?:gll}é Satisfactory Excellent
Rating Comments

1. Cooperativeness with program person-

nel and/or clinical staff in the conduct 01234

of the survey.
2. Ability to support recommendations by 01234

referencing JCAH standards.
3. Helpfulness in educating program per-

sonnel and/or clinical staff in JCAH 01234

standards.
4. Thoroughness of the survey tour of the 01234

program.
5. Consulting skills in working with pro- 01234

gram personnel and/or clinical staff. -
6. Consideration of the program’s normal 01234

schedules.
7. Clarity and specificity of summation

conference presentation and recommen- 01234

dations.

8. If you have any comments about the surveyor, please include them here.

9. On the basis of feedback from the clinical staff, was the patient records conference informative?

[1yes [Ino [Jmo feedback received [ surveyor did not participate

Comments:
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10. Were suggestions made by the clinical staff for improving the conference?

[J yes [0 no []J surveyor did not participate = Comments:

11. Have you attended an AP/PF accreditation workshop educational program since your last
JCAH survey or within one year before survey if this was an initial survey?

[l yes [ no

12. Did the accreditation workshop provide information that was useful in meeting JCAH require-
ments and/or preparing for the survey?

[1 yes [0 no [] notapplicable Comments:

13. If you wish to identify your program, please complete this section.

Program name

Location Phone
Signature Date
Title

14. If you do not wish to identify your program, please identify the state in which it is located.
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Appendix D
Surveyor materials

With the exception of “Summary of compliance” which may be of help to a program dur-
ing a self-evaluation, the following materials are for surveyor use only.
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Summary of compliance

Degree of compliance legend

1—Substantial compliance 2—Partial compliance 3—Not in compliance 4—Does not apply

Program management

Fiust Second

Surveyor(s) reviewer reviewer

1. Governing body

2. Chief executive officer

3. Clinical staff organization

4. Staff composition

5. Personnel policies

6. Volunteer services

7. Fiscal management

8. Referrals

9. Research

10. Patient rights

11. Quality assurance

Program evaluation

Clinical privileges

Professional growth and development

Utilization review

Individual case review

Patient care audit

12. Patient records

Patient management

13. Intake

14. Assessment

15. Treatment plans

Continued on following page
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: : First Second
Patient services Surveyor(s) reviewer reviewer

16. Activity services

17. Anesthesia services

18. Community education services (optional)

19. Consultation services (optional)

20. Dental services

21. Dietetic services

22. Educational services

23. Outreach services (optional )

24. Pathology services

25. Pharmacy services

26. Radiology services

27. Speech and hearing services

28, Vocational rehabilitation services

Facility management

29. Building and grounds

30. Functional safety and sanitation

31. Therapeutic environment

32. Infection control

33. Sterile supplies and equipment
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Patient safety

Based on the surveyor recommendations from the “Building and grounds” and “Functional safe-
ty and sanitation” sections, complete the following chart to indicate overall recommendations re-
garding patient safety for each patient building.

Patient . Overall
building Comments and recommendations compliance
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ArpeENpIx D/163

Type of program
] Combined alcoholism/

drug abuse

7 Alcoholism
Face sheet D Mechotiem
[] Child and adolescent
0O Adult
Program name
Address
City State . Zip Telephone

Type of organization []federal [Jcity []hospital district [] private, for profit
[Jstate []county [Juniversity [] private, notfor profit

Head of the governing body

Name of governing body

Address

City State

Zip

Head of the clinical staff

Chief executive officer

Surveyor(s)

Date(s) of survey

For office use only

Previous history

Date Result
Date Result
Date Result
Date Result

Current survey

Date Result

Reviewers

Statement of Construction expiration date
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Program profile

Program name

City State
Date(s) of survey
Fiscal year Totalbeds— Occupancy rate Untoward events
Average daily census
| oupen | T | NEE | T8 | adie
Adult
Child/adol.
Alcohol
Drug
Alcohol/drug

No. of buildings in which patients are housed overnight No. of locations

Total $

Overhead budget $ Direct service budget $

Program persormel

(Please include all program employees as well as clinicians who have clinical privileges to treat
within the program.)

Other staff
.. Full-time
Staff composition staff Part-time/ fu'{](.)ttia;lne
consultants equivalents®

Psychiatrists

Child psychiatrists

Other physicians

Qualified psychologists

*Total full-time equivalents are determined by ta
and consultants and dividing by 35; for example: i

hours per week, then the total full-time equivalent is two.

Continued on following page

king the total hours per week worked by part-time employees
f eight part-time psychiatrists work a cumulative total of 70
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Other staff

Staff composition Fu:lt;tilfme Part-time/ Total

consultants

full-time
equivalents®

Other psychologists

Qualified social workers

Other social workers

Qualified psychiatric nurses

Registered nurses

Licensed practical or vocational nurses

Mental health or child care workerst

School teachers—B.A. and above

Activity therapists

Vocational rehabilitation counselors

Alcoholism counselors

Drug counselors

Dentists

Pharmacists

Qualified dietitians

Medical records administrators

Other professionals

a.

b.

Other administrative/support personnel

Total program personnel

Prepared by

Position/title Date

*Total full-time equivalents are determined by taking the total hours per week worked by part-time employees
and consultants and dividing by 35; for example: if eight part-time psychiatrists work a cumulative total of 70
hours per week, then the total full-time equivalent is two.

FIncludes aides, orderlies, psychiatric technicians, and other direct service ‘personnel.
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H

Surveyor comments

Date(s) of survey

Program

Surveyor(s) should summarize the evaluation of the program, highlighting the program’s strengths
as well as its weaknesses. This is of particular help to the Accreditation Committee during its re-
view of the surveyor recommendations regarding accreditation.

Recommendation
Surveyor(s) [] 2years [1 lyear [] Nonaccreditation

Comments

Overview of the program

Program management
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Patient management
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Patient services
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Facility management

Surveyor(s) signature Date
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Comments on summation conference

Comments should cover the highlights of the conference—attendance, main points of discussion,
rebuttals to recommendations made by surveyor(s), and so on.
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Comments on summation conference, continued
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Aprm 1979
Public information interview report
Program Location
Date held Report completed by
Findings code Disposition code
C = Confirmed SR = Suggested recommendation
R = Rebutted RA = Resolved by agreement
D = Disputed EX = Other (include explanation)
Significant issues Surveyor’s action

No. Issue and informant

Findings

Disposition Explanation
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Significant issues

Surveyor’s action

No.

Issue and informant

Findings

Disposition

Explanation




Glossary

activity services Structured activities designed to help an individual develop
his or her creative, physical, and social skills through participation in recrea-
tional, art, dance, drama, social, and other activities.

administrative Relates to the fiscal aspects and general management of a pro-
gram rather than to direct patient services.

aftercare 'The process of providing continued services to a patient that support
and increase the gains made during treatment.

anesthesiologist, qualified A doctor of medicine who practices the science of
anesthesia, which involves the administration of a drug or gas to cause a
partial or complete loss of sensations, and who is fully licensed to practice
medicine in the state in which he or she practices.

AP/PF Accreditation Program for Psychiatric Facilities, Joint Commission on
Accreditation of Hospitals, 875 North Michigan Avenue, Chicago, Illinois
60611.

applicant An individual who has applied for admission to a program but who
has not completed the intake process.

approved Acceptable to the authority having jurisdiction.

assessment Those procedures by which a program evaluates an individual’s
strengths, weaknesses, problems, and needs.

audiological assessment The audiological tests for delineating the site of audi-
tory dysfunction, including such tests as pure tone air-conduction and bone-
conduction threshold, speech reception thresholds, speech discrimination
measurements, impedance measurements, and others.

audiologist, qualified An individual who is certified by the American Speech and
Hearing Association as clinically competent in the area of audiology or who
has documented equivalent training and/or experience.

audiometric screening A process that may include such tests as pure tone air-
conduction thresholds, pure tone air-conduction suprathreshold screenings,
impedance measurements, or observations of reactions to auditory stimuli.

audit, financial An independent review by a public accountant certifying that a
program’s financial reports reflect its financial position.

audit, patient care A retrospective review of the program’s services with pri-
mary emphasis on the outcomes of patient care.

authentication Proof of authority and responsibility by written signature, iden-
tifiable initials, computer key, or other method. The use of a rubber stamp
signature is acceptable under the following strict conditions: the person
whose signature the rubber stamp represents is the only one who has pos-
session of the stamp and is the only one who uses it; and this person gives
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the chief executive officer a signed statement that he or she is the only one
who has the stamp and is the only one who will use it.

authority having jurisdiction The organization, office, or individual responsible
for approving equipment, an installation, or a procedure.

bylaws The laws, rules, or regulations adopted for the government of the pro-
gram. Also used for the laws, rules, or regulations of the clinical staff,

chief executive officer A job-descriptive term used to identify the individual
appointed by the governing body to act on its behalf in the overall manage-
ment of the program. Job titles include administrator, superintendent, direc-
tor, president, vice-president, and executive vice-president,

child psychiatrist, qualified A doctor of medicine who specializes in the assess-
ment and treatment of children and/or adolescents having psychiatric dis-
orders and who is fully licensed to practice medicine in the state in which
he or she practices. The individual shall have successtully completed training
in a child psychiatry fellowship program approved by the Liaison Committee
on Graduate Medical Education of the American Medical Association or
have been certified in child psychiatry by the American Board of Psychiatry
and Neurology, or have documented equivalent training and/or experience.

clinical privileges Authorization by the governing body to render patient care
and treatment services in the program within defined limits, based upon an
individual's professional qualifications, experience, competence, ability, and
judgment.

clinical staff The personnel of the program who are directly involved in patient
care and treatment services.

community education services The dissemination of information specifically
aimed at increasing the awareness, receptivity, and sensitivity of the com-
munity to the disabilities treated by the program.

consultant An individual who provides professional advice or services upon
request.

contract A formal agreement with any organization, agency, or individual, ap-
proved by the governing body, that specifies services, personnel, and/or
space to be provided to or on behalf of the program and the monies to be
expended in exchange.

dentist, qualified A doctor of dental science or dental surgery who is fully li-
censed to practice in the state in which he or she practices.

department A staff entity organized on administrative, functional, or disciplinary
lines.

detoxification The systematic reduction of the amount of a toxic agent in the
body or the elimination of a toxic agent from the body.

dietetic services The provision of care to meet the nutritional needs of patients
with specific emphasis on special dietary needs, e.g., food allergies or the
inability to accept a regular diet.

dietitian, qualified An individual who is registered by the Commission on
Dietetic Registration of the American Dietetic Association or who has the
documented equivalent in education, training, and experience, with evidence
of relevant continuing education.

diet manual An up-to-date, organized system by which the ordering of diets
standardized.
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discharge The point at which the patient’s active involvement with a program
is terminated and the program no longer maintains active responsibility for
the patient.

drug history A delineation of the drugs used by a patient, including prescribed
and unprescribed drugs and alcohol, which covers but is not necessarily
limited to the following: drugs used in the past; drugs used recently, especial-
ly within the preceding 48 hours; drugs of preference; frequency with which
each drug is used; route of administration of each drug; drugs used in com-
bination; dosages used; year of first use of each drug; previous occurrences
of overdose, withdrawal, or adverse drug reactions; and history of previous
treatment received for alcohol or drug abuse.

drugs with abuse potential Used to describe a drug that can affect the human
body in such a way as to cause inordinate biological, psychological, or social
harm,

electroconvulsive therapy A form of somatic treatment in which electrical cur-
rent is applied to the brain producing uncoordinated muscle contraction in
a convulsive manner.

emergency kit A kit designed to provide the medical supplies and pharmaceu-
tical agents required during an emergency, the formulation of which should
take into account the patients’ needs for psychotropic, anticholinergic, and
adrenalin agents.

external disaster A catastrophe that occurs outside of the program for which the
program, based on its size, staff, and resources, must be prepared to serve the
community.

facility The physical area (grounds, buildings, or portions thereof) where pro-
gram functions take place that is under the direct administrative control of
a program’s chief executive officer.

fiscal management Procedures that provide management control of a program’s
overall financial and general operations. Such procedures may include cost
accounting, program budgeting, materials purchasing, and patient billing.

formulary A catalog of the pharmaceuticals approved for use in a program
which lists the names of the drugs and information regarding dosage, con-
traindications, and unit dispensing size.

fundamental needs The physical, psychological, chronological age, developmen-
tal, family, educational, social, environmental, and recreational needs of
patients.

governing body The person or persons with ultimate authority and responsibility
for the overall operation of the program.

guardian A parent, trustee, committee, conservator, or other person or agency
empowered by law to act on behalf of or have responsibility for an applicant
or patient.

hazardous area Any area in which highly combustible, highly flammable, or
explosive products or in which materials likely to burn with extreme rapidity
or produce poisonous fumes or gases are used. For clarification see the 1973
edition of the Life Safety Code, NFPA 101.

hazardous procedures Procedures that place the patient at physical or psycho-
logical risk or in pain.

human subject research The systematic study, observation, or evaluation of
factors related to the prevention, assessment, treatment, and understanding
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s

of an illness which requires the participation of patients receiving services.
This involves all behavioral and medical experimental research that involves
human beings as experimental subjects.

incident report A written report initiated by a patient or staff member of a pro-
gram which documents unusual incidents, problems, conflicts, or any other
situation for which the patient or staff member wishes to have follow-up
action taken by appropriate program administrative or supervisory personnel.

individual case review A procedure for monitoring a patient’s progress that
is designed to ensure the adequacy and appropriateness of the services pro-
vided to that patient.

inpatient care The process of providing care to persons who require 24-hour
supervision in a hospital, residential facility, or other suitably equipped
setting.

intake The administrative and assessment process for admission to a program.

JCAH Joint Commission on Accreditation of Hospitals, 875 North Michigan
Avenue, Chicago, Illinois 60611.

listed Used to indicate equipment or materials included in a list published by a
nationally recognized testing laboratory, inspection agency, or other organi-
zation concerned with product evaluation which maintains periodic inspec-
tion of production of listed equipment or materials and whose listing states
either that the equipment or material meets nationally recognized standards
or has been tested and found suitable for use in a specified manner.

may Used to reflect an acceptable method of compliance with a standard that
is recognized but not preferred. See shall and should.

multidisciplinary team A group of clinical staff members that is drawn from or
represents different professions, disciplines, or service areas.

NFPA National Fire Protection Association, 470 Atlantic Avenue, Boston, Mas-
sachusetts 02210,

nurse A person who is licensed and registered to practice nursing in the state
where he or she practices.

nurse, practical A person who is licensed or registered as a practical or voca-
tional nurse in the state where he or she practices.

nurse, psychiatric, qualified A licensed nurse who has a master’s degree in
nursing, or who has been certified to practice psychiatric nursing by the
voluntary certification process of the American Nurses Association, or who
has the documented equivalent in training and/or experience.

outpatient care The process of providing diagnostic and treatment services in
a nonresidential setting.

outreach 'The process of systematically interacting with the community for the
purposes of identifying persons in need of services, alerting persons and their
families to the availability of services, locating needed services, and enabling
persons to enter the service delivery system.

parenteral product Sterile, pharmaceutical preparations ingested by the body
through a route other than the alimentary canal.

partial-day care The process of providing treatment services that are designed
for patients who spend only a part of a 24-hour period in the program (e.g.,
day hospitals and night hospitals).
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patient Term used for an individual who receives treatment services. Patient
is synonymous with client, resident, consumer, and recipient of treatment
services.

personnel record The complete employment record of a staff member or em-
ployee, including job application, education and employment history, per-
formance evaluations, and licensure where applicable.

pharmacist An individual with a degree in pharmacy who is licensed and reg-
istered to prepare, preserve, compound, and dispense drugs and chemicals
in the state in which he or she practices.

physician, qualified A doctor of medicine or doctor of osteopathy who is fully
licensed to practice medicine in the state in which he or she practices.

program A general term for an organized system of services designed to address
the treatment needs of patients. Program is synonymous with facility, agency,
unit, and organization.

program evaluation The management component of a program which has as its
objective the determination of the degree to which a program is meeting its
stated goals and objectives.

psychiatrist, qualified A doctor of medicine who specializes in the assessment
and treatment of individuals having psychiatric disorders and who is fully
licensed to practice medicine in the state in which he or she practices.

psychologist, qualified An individual who has a doctoral degree in clinical psy-
chology from a training program approved by the American Psychological
Association; or who has been certified in the appropriate specialty by the
American Board of Professional Psychology; or who has been licensed or
certified by a state examining board; or who has been endorsed by the state
psychological association through voluntary certification; or who is listed in
the National Health Registry for Psychologists; or who has the documented
equivalent in training and/or experience.

restraint Any pharmaceutical agent or physical or mechanical device used to
restrict the movement of a patient or the movement of a portion of a patient’s

body.
seclusion A procedure that isolates the patient.

service Used to indicate a functional division of a program or of the clinical
staff. Also used to indicate the delivery of care.

shall Used to indicate a mandatory standard.

should Used in a standard to indicate the commonly accepted method of com-
pliance.

social assessment The process of evaluating each patient’s environment, religious
background, childhood history, military service history, financial status,
reasons for seeking treatment, and other pertinent information that may con-
tribute to the development of the individualized treatment plan.

social worker, qualified An individual with a master’s degree from an institu-
tion accredited by the Council on Social Work Education, or who has been
certified by the Academy of Certified Social Workers, or who has the docu-
mented equivalent in training and/or experience.

speech screening A process that may include such tests as articulation in con-
nected speech and formal testing situations; voice in terms of judgments of
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pitch, intensity, and quality and determinations of appropriate vocal hygiene;
and fluency, usually measured in terms of frequency and severity of stutter-
ing or dysfluency (based upon evaluation of speech flow-sequence, duration,
rhythm, rate, and fluency).

support staff Employees or volunteers of a program whose primary work activi-
ties involve clerical, housekeeping, security, laboratory, record keeping, and
other functions necessary for the overall clinical and administrative opera-
tion of the program.

transfer Movement of a patient from one treatment service or location to an-
other.

utilization review The process of using predefined criteria to evaluate the neces-
sity and appropriateness of allocated services and resources to ensure that
the program’s services are necessary, cost efficient, and effectively utilized.

vocational assessment The process of evaluating each patient’s past experiences
and attitudes toward work, present motivations or areas of interest, and pos-
sibilities of future education, training, and/or employment.
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officer
and anesthesia safety regulations, 76
authority and responsibilities of, 4-5
insurance for, 4
lines of authority, 3
qualifications of, 15
report to governing body, 6
and staff development activities, 39
and utilization review, 40
admission
by clinical staff, 11
consent to, 48
on court order, 56
eligibility criteria for, 55
and utilization review, 41
advocacy group, 28
aftercare
consent for, 48
documentation in patient records, 49
plan for, 33, 49, 67-68
in treatment plan, 64
American Academy of Pediatrics, 60
American Board of Radiology, 107
American Speech and Hearing
Association, 109-110
anesthesia
equipment and areas for
use of, 118, 119, 121
flammable agents, 76
nonflammable agents, 76
anesthesia services, 75-78
applicants, 56
assessment
activities, 62
and clinical staff, 55
of consultation needs, 83
dental, 85
documentation in patient
records, 47, 48
during intake process, 55

assessment, continued
legal, 62
nutritional, 61
of patients’ fundamental needs, 59
physical health, 59
psychological, 60-61
social, 61
speech, language, and hearing, 109
and treatment planning, 63
vocational, 61
audiometric screening, 109
audiovisual materials
for community education service, 79
use of, 32
audit, financial, 23
audit, patient care
of anesthesia services, 75
plan for, 42-43
and staff development, 39
authority having
jurisdiction, 113, 114, 118, 120, 125
autopsy, 50, 98

barber, 131

bathrooms, 129, 131

beautician, 131

behavior modification using

painful stimuli, 49

budget, 23

bylaws, rules, and regulations
for administrative staff, 4-6
for clinical staff, 4-6, 12-13
of governing body, 4-6
review of, 6

chief executive officer
appointment of, 5
authority and responsibilities of, 5, 9
and clinical staff, 6
continuing education for, 9
and dietitian, 87
and governing body, 4, 9
and patient care audits, 44
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chief executive officer, continued community education
personnel policies for, 18 service, 79-80
and program goals and objectives, 4 community resources, 72
qualifications of, 5, 9 compressed gas, 120
and referral policies, 26 concurrent review, 40, 41
and research review committee, 27 confidentiality
and use of restraint and seclusion, 34 of communications, 33
and volunteer service objectives, 21 of evaluation for discharge, 66
child psychiatrist, 65 of patient records, 50-52
see also clinical staff of personnel records, 18
clinical privileges of referrals, 26
delineation by governing body, 6 of research, 28
for dentists, 6, 11-12 staff training in, 33
evaluation of 37 for utilization review, 40
licensure for, 38 and volunteers, 21
and patient care audits, 43, 44 conflict of interest, 40
for physicians, 6 consent, informed
qualifications for, 38 patients’ right to, 33
and radiology services, 107, 108 to release of information, 51-52
and supervision, 38 to research, 27-28, 33
written plan for, 38 consultation
clinical staff documentation in patient records, 48
access to patient records, 50 patients’ right to, 32
administering of medications, 104 policies for, 25
and anesthesia policies, 76, 77 to radiology service, 107
appointments to, 5, 6, 11 service for, 83-84
and assessments, 35 continued stays, 41
authority and responsibilities of, 4-5 continuing education,
committees of, 5, 12 see also staff development
completion of patient records, 13 for anesthesia services staff, 75
and concurrent review, 41 in safety, 117
and door locks, 130 » contract
ethical practice of, 5, 11 for dietetic services, 87
and governing body, 11, 13 for pathology services, 97
and individual case review, 42 for referrals, 26
insurance for, 4 costs, see fees
licensing of, 11, 15, 38 counseling
meetings of, 12 dietetic, 88
officers of, 12 vocational rehabilitation, 111
organizations of, 5 credentials review, 5, 12
and patient discharge, 66
patients informed about, 32 death of patient, 48, 50
and procedures causing risk or pain, 64 dental services, 85
and program policies, 12 dentist, see also clinical staff
qualifications of, 15 clinical privileges for, 11-12
and radiology services, 107, 108 as director of dental service, 85
rules and regulations of, 12-13 licensing of, 11
and staff development activities, 39 prescribing medications, 6
use of restraint and seclusion, 64-65 Department of Health, Education,
use of symbols and abbreviations, 49 and Welfare, 29
and treatment plans, 63, 64 detoxification, 59
and utilization review, 40, 41 developmental assessment, 61
clothing, 132 diagnosis
College of American Pathologists, 97 final primary and secondary, 49
communicable and infectious diseases, 18, 89 physical and emotional, 48
community agencies and groups diet
and consultation service, 83 manual, 89

and outreach service, 95, 96 for special needs, 61, 88, 90



Apr. 1979

InpEX/183

dietetic services, see also food
operation of, 89-91
personnel in, 90
plan for, 87-88

dietitian
duties of, 87, 89
qualifications of, 87

dining areas, 89, 131

disaster plan
for dietetic service, 91
external, 124-125
internal, 125

discharge
and diet information, 88
documentation in patient records, 47
during external disaster, 124
evaluation for, 66
initiation of planning for, 40, 41
plans for, 33
from postanesthesia care unit, 78
summary, 49-50

door locks, 130

drugs, see also medications
with abuse potential, 104
adverse reactions to, 102, 104-105
control of, 105
emergency, 101, 102
experimental, 33
history, 59
investigational, 105
storage of, 102-103
treatment plans for, 102

education services, 93
EEG, 60
electrical
current, 119
equipment for anesthesia, 76-77
hazards in anesthetizing areas, 76-77
inspection of, 77
outlets, 97, 123
in radiology service, 107
safety, 118-119
electroconvulsive therapy
anesthesia services for, 75-78
consent to, 33
policies and procedures for, 65
elevators, 114, 115, 122
emergency drugs, 101, 102
emergency power, 122
environment
common areas, 130, 133
dining areas, 131
grounds, 115, 129
least restrictive, 31
lighting, 129-130
patient seclusion, 34

environment, continued
personal storage space, 131-132
reception area, 129
sleeping areas, 131
ventilation, 130
equipment, see space, equipment, and supplies
ethical standards
of program, 32
in research, 27, 29
for staff, 11
experimental drugs or procedures, 33

family
expectations of treatment, 61
participation in aftercare planning, 67
participation in treatment, 31, 57, 64
patient records for, 47
served by community
services, 79, 80
served by outreach services, 95
Federal Food and Drug Administration, 105
fees
informed about, 32, 56
schedule of, 23
fire
alarm, 119, 122
extinguishers, 120
extinguishing system, 119, 120, 121
hazards in anesthetizing areas, 76-77
hazards in oxygen-enriched
atmosphere, 120
hazards in radiology service, 107
plan, 125
prevention, 114
and smoking regulations, 123-124
first aid, 129
fiscal management, 23-24
flammable gases and liquids, 121
food, see also dietetic services
acceptance studies, 89
snacks, 133
vending machines, 129
furnishings, 130

games and hobbies, 132-133
garbage containers, 91
goals and objectives
of the program, 37-38, 72
for treatment, 63, 66, 71

. governing body

authority of, 3, 5

bylaws, rules, and regulations, 4-6
committees, 4, 5

continuing education of, 6

delineation of clinical privileges, 6, 11, 12
and door locks, 130
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governing body, continued
during accreditation process, 4
and financial resources, 4
fiscal responsibility of, 23
insurance for, 4
meetings of, 3, 4
membership in, 5
orientation of, 6
and patient care audits, 44
and patient neglect and abuse, 18
and personnel policies, 17
and planning, 4
and program goals and objectives, 4
and utilization review, 40, 41
grab bars, 122
grievance procedure, 33
guardian
consent of, 28, 33, 51, 65
participation in treatment planning, 31

handicapped individuals, 114-115
hazardous areas, 113

hazardous procedures, consent to, 33
hearing services, 109-110

heating equipment, 122, 123
housekeeping, by patients, 33, 132
human subject research, 27-29

immunization status, 60
incidents

training, 40

and volunteers, 21
individual case review, 37, 42
infection control

and communicable diseases, 18, 89

program for, 117, 135

and utilization review, 41
institutional occupancies, 113
insurance, 4

intake, 55-57

job descriptions
for all staff, 19
for volunteers, 22

laboratory reports, 48
languages
for blind and deaf, 19
foreign, 19
services for, 109-110
laundry room, 132
legal assessment, 62
leisure time for patients, 72
length-of-stay norms, 41

library
for community education service, 79
of safety codes, 118

licensure, 11

lighting, 129-130

line isolation monitor, 76, 119

lobotomies, 65-66

long term care facilities, 41

medication orders, 103

medication records, 102

medications, see also drugs
administration of, 101, 104-105

documentation in patient records, 48, 49

patient informed about, 32
and physical examinations, 59
preanesthesia, 77

prescribing of, 6

refusal of, 32

usage review, 41

National Academy of Sciences, 88
National Council on Radiation Protection
and Measurement, 107

National Fire Protection Association, 113-114

necropsy, 50, 98

neurological assessment, 59

nonflammable gases, 120

nurse, see also clinical staff
licensed practical, 104, 105
registered, 104, 105

nutritional assessment, 61

orientation
for all employees, 18, 40
to infection control program, 135
to safety, 117
of volunteers, 21
outreach service, 95-96
ownership of program, 3

pathology service, 97-98
patient conduct, 33, 56
patient neglect and abuse, 18
patient record
and aftercare, 49
of assessments, 47, 48, 60
of autopsy, 50, 98
completion of, by clinical staff, 13

consent for release of information, 51-52

of consultation, 48, 49
of dental services, 85
department of, 50

of dietetic orders, 88
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patient record, continued
discharge summary, 49-50
disposal of, 50
during external disaster, 125
identifying data in, 47-48
of individual case review, 42
of medication administration, 48, 49
for patient care audit, 43
policies and procedures governing, 50-51
and procedures causing risk or pain, 64
of progress notes, 66-67, 72
of referrals, 48
and review of treatment plan, 66
security of, 50
symbols and abbreviations in, 49
of use of restraint or seclusion, 49
patient rights, see also consent, informed;
restraint or seclusion ’
and audiovisual techniques, 32, 33
and communications, 31-32
to confidentiality, 66
documentation in patient record, 47
during intake process, 56
and fees, 32
and grievance procedures, 33
to individualized treatment, 31
informed of, 32
and medications, 32
policies and procedures for, 31
to privacy, 31
and procedures causing risk or pain, 64
and research, 32
and volunteers, 21
patients, work by
in dietetic service, 88, 89
wages of, 33
performance appraisals, 19-20
personnel policies
for chief executive officer, 17
on communicable diseases, 18
and governing body, 17
on job descriptions, 19
on patient neglect and abuse, 18
on patient wages, 20
on performance appraisals, 19-20
for personnel records, 18
for personnel services, 18, 20
review of, 17
on staff orientation, 18
on supervision of personnel, 18
on training programs, 20
pets, 133
pharmacy services
director of, 101
medication administration, 104-105
medication orders, 103-104
medication storage, 103, 105
pharmacist’s responsibilities, 101-103

philosophy of the program, 63
physical examinations, 59-60
physical health assessment, 59-60
physician, see also clinical staff
in anesthesia services, 75, 77, 78
approval of diet manual, 89
clinical privileges for, 6
director of pathology services, 97
and emergency kit, 102-103
licensing of, 11
ordering medication, 102-103
ordering pathology services, 98
ordering restraint or seclusion, 64
and physical health assessment, 59-60
relation to nonmedical staff, 6, 38
responsibility for medical problems, 11
planning
of activity services, 72
of program goals, 4
for program evaluation, 37, 38
plants, 133
poison
regional center for, 105
storage of, 103
privacy
of communications, 31
of patient’s room, 130, 131
personal, 31
in research, 28
professional growth and development, 39
program evaluation, 37
program manual of policies and procedures, 9
progress notes, 66-67
psychiatrist, see also clinical staff
child, 65
and electroconvulsive therapy, 65
and lobotomies, 66
psychological assessment, 60-61
public organization, 3

quality assurance program
and clinical privileges, 38-39
and individual case review, 42
and patient care audit, 42-44
and program evaluation, 37-38
and staff development, 39-40
and utilization review, 40-41

quality control, pathology service, 98

radiation
decontamination, 123
hazards, 108
radiology service, 107-108
radios, 132
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recreational materials, see also activities
books, 133
games, 132-133
pets, 133
plants, 133
referral
for aftercare, 68
for dental services, 85
and discharge planning, 41
documentation in patient records, 48
follow-up report for, 25
policies and procedures for, 25-26
procedures for acceptance of, 56
request for, 25
in treatment plan, 63
research
and chief executive officer, 27
confidentiality of, 28
consent for, 48
and Department of Health, Education,
and Welfare, 29
ethical standards for, 27, 29
informed consent for, 27-28, 32
reports on, 27, 29
review committee for, 27
residential occupancies, 113
resources, program
allocation of, 40
and patient care audits, 44
restraint or seclusion
documentation in patient record, 49
environment for, 34
and patients’ rights, 34
policies for, 64-65
rest rooms, 129, 131
retrospective patient care evaluations, 41

safety, see also fire
of activity areas, 72
anesthetic, 75, 76-77
committee for, 76-77, 117-118
director of, 118
electrical, 118-119
for equipment, 119
in the radiology service, 107-108
structural, 113, 114
from unusual hazards, 115
security
facility, 124
for medication storage, 103
of patient records, 50
sleeping areas, 131
smoking, 123-124
social assessment, 61
space, equipment, and supplies
for activity services, 72

space, equipment, and supplies, continued
for anesthesia services, 76-77
for dental services, 85
for dietetic services, 90
for education services, 93
for pathology services, 97, 98
in patient areas, 130
for radiology services, 107
for recreational activities, 132-133
safety of, 115
for snacks, 133
for speech, language, and
hearing services, 110
sterile, 137
for surgery, 76-77, 121, 122, 124
speech and hearing
assessments, 60
services for, 109-110
sprinkler system, 119
staff composition, 15-16
staff development,
see also continuing education
for activity service staff, 71
direction of, 39
evaluation of, 39
intramural activities, 39
orientation, 40
and patient care audits, 39, 44
pharmacist participation in, 102
sterile supplies and equipment, 137
storage
of acids, 123
of compressed gas, 120
of drugs, 101, 105
of flammable gases and liquids, 121
of food supplies, 90-91
general, 126
of nonflammable gases, 120
of patients’ belongings, 131-132
of patient records, 50
of sterile supplies, 137
supervision
of clinical activities, 15
and clinical privileges, 38
in job descriptions, 19
and patient care audits, 43
of patients in special areas, 123
of personnel, 18
of speech, language, and
hearing service, 109-110
of volunteers, 21
surgery
anesthesia services for, 75-78
areas for, 121, 192, 124
consent to, 33
documentation in patient records, 49
equipment for, 76-77
lobotomy, 65-66
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televisions, 132 treatment plan, continued

training for speech, language, and
for community education service, 80 hearing problems, 109
in confidentiality, 33 for vocational rehabilitation services, 112
of consultation service staff, 83-84 treatment procedures, see treatment plan

for medication administration, 104
of outreach staff, 96
and patient care audits, 43 utilization review program, 40-41
programs for, 40
transfer, of patient, 32

transportation, of patients, 72 vending machines, 129
treatment ventilation
access to, 31 for boilers and incinerators, 125
refusal of, 32 for dietetic service, 89
right to, 31 for medication storage, 103
treatment plan of patient areas, 130
for activity services, 72 of storage cabinets, 121
for aftercare, 67-68 vocational assessment, 61
development of, 63-64 vocational rehabilitation
and discharge, 67 and activity services, 71
documentation in patient records, 47 services for, 111-112
for electroconvulsive therapy, 65 volunteers
family participation in, 57, 63, 64 in community education service, 80
goals of, 63, 66, 71 coordinator of, 21
individualized, 31 service for, 21-22

and intake process, 56
for lobotomies, 65-66

patient participation in, 63 waste disposal, 91, 126
and physical examinations, 59, 60 water

for procedures causing risk or pain, 64 drinking units, 129
progress notes in, 66-67 pressure, 119

for restraint or seclusion, 64-65 supply, 125

review and update of, 67 temperature of, 123
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STATE OF KANSAS

OFFICE OF THE GOVERNOR
State Capitol
Topeka 66612

1 Carlin Covernor . AUgUSt 3, 1979

The Honorable John Carlin
Governor of Kansas

State Capitol

Topeka, Kansas 66612

Dear Governor Carlin:

Pursuant to your letter to me of March 1, 1979, the Task Force to Review the State
Department of Social and Rehabilitation Services was formed to consider the basic
questions presented in your letter. The Task Force has concluded its hearings and
- deliberations and has prepared the accompanying report concerning its conclusions and
recommendations.

The members of the Task Force were Robert C. Caldwell; David B. Dallam; Joe Greva;
Corrine J. Gutierrez; Arno F. Knapper, Chairman; Janet D. Leick; Naomi B. Lynn;
Billy Q. McCray; John Mendoza; Beth Sheffel; Dariene Stearns; Marjorie Lee Taylor;
Joseph A. Thompson; and George D. Vega. Representative Fred Weaver was
‘represented by his legislative aide, Linda Junk, at the hearings. Charlene Satzier
served superbly as recording secretary and Ruth C. Dickinson, from the Division of
State Planning and Research, Department of Administration, and Christopher Smith, of
the Department of Social and Rehabilitation Services served as excellent resource
people. :

The first two meetings, March 23 and April 6, were devoted to learning about the
functions and structure of the Department of Social and Rehabilitation Services.
Secretary Harder was the principal witness to appear before the Task Force on those
days to describe the Department and to answer questions from Task Force members.
Meetings held on April 20, May &, May 18, June 8, and June 22 were open hearings for
anyone wishing to appear before the Task Force. On June 29 five members of the Task
Force held open hearings at Scott City, Kansas, for the convenience of citizens living
In the western part of the state. July 13 and 20 and August 3 were spent in Task Force
deliberation and in preparation of this report. '

People who appeared before the Task Force were asked to present written statements
prior to their appearances so that the Task Force could read their statements and
thereby be prepared to engage in better informed and more fruitful discussions.
Although not all those appearing presented written statements prior to the meetings,
nearly everyone presented a written statement either before, at, or following their
appearances. A few people presented written statements but did not appear.
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Summary of Recommendations

Retain umbrella concept but restructure line and staff functions.

Elevate Equal Employment Officer.

Restructure Executive Committee.

Appoint a statewide monitoring committee.

Appoint an ombudsman for external grievances._

Inventory advisory groups.

Recognize Secretary and Division Heads as advocates for programs and clients.
Increase responsibility of Division Heads.

Reevaluate and strengthen personnel management programs.

Continue efforts to simplify technolegy and procedures.
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The Honorable John Carlin
August 3, 1979
Page Two

All people appearing before the Task Force were asked to present oral summary
statements, which were followed by an exchange of questions and answers. Although a
number of participants were concerned that they would have insufficient time for their
presentations, everyone was given an opportunity to make additional comments upon
conclusion of the discussions. As a result, all participants were accorded whatever
time they wished to make relevant and meaningful statements.

Accompanying this report are copies of all written statements, minutes of the Task
Force meetings, tape recordings of those meetings, unsolicited letters directed to the
Task Force, as well as other relevant documents presented to the Task Force.

The Task Force appreciates the contributions made by all participants who appeared
before it as well as the contributions of those who sent statements or letters but were
unable to attend. The Task Force recognizes that many of the participants in the
hearings did so at their own personal expense and in some cases at considerable
personal imconvenience. To those people in particular, the Task Force offers its
sinzere thaiks and appreciation. :

T: -+ Task “orce considers its mission completed and its duties discharged. If you would
lit = to meet with the Task Force for discussion of the report, we will be pleased to do
SO - .

Sincerely,

7 e

Arno F. Knapper, Chairman

Task Force on Review of the
Department of Social and Rehabilitation
Services

AFK:ssg
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A Report
on the

State Department of Social and Rehabilitation Services

This report addresses the five basic questions enumerated in Governor Carlin's
letter of March 1, 1979, to each member of the Task Force. Those questions are as
follows:

1. What kind of structure can best insure service integration, visibility for
program areas, accountability, and responsiveness to the public?

2. Does SRS effectively meet the stated goals of the agency?

3. In what ways does and should SRS respond to citizen input?
4. Is the agency in a position to promote services for people while at the same
time be responsive to the demands placed upon the agency within the public

sector?

5. How does an organization, like SRS, handle the question of advocacy on the
part of the client groups and/or provider groups being served by SRS?

In addition to those questions, the Task Force was prompted by repeated

testimony at the hearings to address two additional issues. The first of these two.

issues was the general topic of the personnel of the Department of Social and
Rehabilitation Services. The second topic was the technology and procedures used by
the Department in the performance of its mission.

Since all vof these issues are broad in scope‘and since the Task Force was limited
in the amount of time and resources available to devote to the entire task, conclusions
and recommendations necessarily reflect such limitations. Most of the issues are
closely interrelated; consequently, conclusions and recommendations necessarily
exhibit interdependence. As‘ a result, some of the recommendations of the Task Force
lack the specificity that may, on the surface, appear desirable. In such cases, the
recommendations reflect not only the interdependence and complexity of the situation

but also the need for additional study and analysis.

i
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The recommendations of this study are the result of the collective and ‘
deliberative judgments of the Task Force. The report is not a tabulation of facts and '

opinions, nor is it the result of a scientific or systematic procedure designed to
produce a complete and balanced representation of what exists. Conversely, given the
time and resource- limitations, the Task Force heard many facts, many opinions, and
many strong feelings from individuals having special interests and in some cases,
perhaps, axes 1o grind.

In its deliberations the Task Force co‘nsidered the facts, weighed the evidence,

applied its own special knowledges, and made its judgments. The recommendations,

therefore, are the considered cpinions of 15 interested and concerned citizens.

Conclusions and Recom mendations

Structure of SRS

» Ean

' Thore is no precise formula for the organization of state hurnan services
delivery, but over thirty states have co:nbmed umbrella agencies with a single
administrator reporting to the governor. Reyond the federal impetus 1o administer

income maintenance and social services through a single state agency, states prefer o

combine human services programs to eliminate overlapping and duplication amon

0Q

agencies which are often aimed at serving the same clients and to increase
management control. Such consolidation can increase service integration, make the
combined agencies more accountable to the state's chief executive and the public, and

eliminate wastelul rivalries among professional groups. Most states have found that

a—

the umbrella structure lends itself to the integration of policies and operations, and

P

the Task Force believes that the umbrella concept Is thgvmost_prag_'i_c_aﬂljgc_i_vi_agle

orgahizational principle for the delivery of socxal and rehablhtauve serwces in Kansa.
orgames T

However, there are potential hazards if the system is not carefully managed and

monitored. Its size alone presents,a_challenge,to4servicej,njteg[ation and coordination.
_________.___,”»-—M”“ -

Its vastness makes possible 2 breakdown in communication and an absence of a clear

[
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understanding of exactly to whom its employees are accountable. The clients of SRS

can become alienated when individuals perceive a lack of empathy and responsiveness

e

on the part of the bureaucracy and are unable to find clear avenues of appeal. A great

deal of the testimony heard by the committee deals specifically with these problem
areas and suggests that the Department of Social and Rehabilitation Services s
vulnerable in these areas. These weaknesses have in some instances manifested

themselves in ways that have impeded delivery of services. These problems are not

necessarily inherent in-large bureaucracies;_rather, they are challenges that can be

met through an effective management system and_through some basic restructuring of

the present organization.

1. The Task Force récommends the retention of the umbrella concept with the
following functional divisions within the Department of Social and Rehabilita-

tion Services:

a. The Division of Mental Health'and Retardation Services;
b. The Division of Children, Youth, and Adults;

c. The Division of Vocational Rehabilitation;

d. The Division of Alcéhol and Drug Abuse; énd

e. The Division of Income Maintenance.

" The suggested organizational structure (illustrated on Page #) is intended

to assist the Secretary in the overall management of the Department and
thereby improve the benefits to be derived from the umbrella concept.
Specifically, the proposed structure narrows the span of control, which should
facilitate communication both vertically and horizontally. Such improvement
in communication will provide for better program coordination and timely
decision making by program managers. The more explicit lines of authority
and responsibility should also minimize organizational conflict that often

occurs in large organizations.
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Secretary
Administration Afflrm?tive Legal Services
Action
Vocatlonal ' Income
MHER CY&a ‘Rehabilitation Alcohol & Drug Maintenance
Coordinator
Notes: Administration, Affirmative Action, and Legal Services are staff functions that serve all parts of SRS. Mental

Health and Retardation; Children, Youth, and Adults; Vocational Reh
Maintenance; and Coordinator of Area Offices are line functions that pursuc the v

The E  utive Committee should consist of the Secretary, the five division heads, the three staff ' ~ads,
Coordinator of Area Offices who should serve ex officio. ‘

abilitation; Alcohol and Drug; Income
arious missions of SRS.

and the
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A <ignificant majority of the decisions emanating from SRS appears to be

Falsad 4 the level of the Secretary. Many public administrators believe that

the Licor the level at which dec151ons are made, the greater is th the v1tahty of

e A

—

Man4sment and the speed with w hxch problems wxll be solved. /\ccordmo to

this ‘iew, administration is more a matter of cooperation than it is of

authoy jyy; consequently, roles must be defined and decisions made at all
leveliin the hierarchy.

-y improvements in the SRS organizational structure will not only have
dire. | henefit to clients in the improved response time in meeting their needs
but sly.yy1d also aid in providing the range of services needed.

Cm"?m:ly the Equal Employment Opportunity officer reports to the Chief of

OPetuitions who reports to the Director of Administrative Services who in

e 4y ghorts to the Secretary of SRS. This position should be placed directly

UN&ey yhe supervision and control of the Secretary. Studies indicate that, for

aftiiintive action programs to be successful, middle management must
PEIY o top management's commitment to affirmative action goals; mere Iip
S€'Niv v will not suffice. One effective way to convey this commitment is
stru. fwrally, by placing the affirmative action officer as close to top
M3tanoment as possible.  In this way, when the Equal Employment
Op tunity officer speaks, it is the voice of the Secretary that is heard. It is
thrously this EEO function that SRS can address concerns for qualified staff
Wit i, skills necessary to assist specific client groups, such as Hispanics in

Wesiaiy Kansas.

To »";"‘"Hitate the work of the area offices and to reduce the number of people

repo, thhg directly W@Iﬁ a Coordinator of Area Offices should be

Craai..,
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Coordination is the active agent of administration. Performance of the
total Department depends as much on the linkages involved in the total

operation as it does on the productivity of each component division. The role

of the Coordinator of Area Offices is to facilitate, synthesize and

S)’nchfonize‘:ﬂf_}éﬁq.fungt_ion as a program director.

4. To recoghize the uniqueness of its programs, its system of delivery, and its
funding, a ng_\!wcﬁy_i;jpgﬂgi‘ﬁ‘l‘c‘g@?l_and Drugﬁ;’i?g_s_g__sﬁguld be created.

5. The Executive Committee should be comprised of the Secretary of SRS and
the five division directors. The héads of Administration, Equal Employment
Opportunity, and Legal Services and the Coordinator of Area Oifices should
serve as nonvoting, ex officio members of the executive committee. ’_l"_iis

executive committee should hold regular and frequent meetings to permit the

free exchange of ideas and expression of program needs.

The suggestions for reorganization are limited to those at the top level.
Testimony indicates that there are other organizational weaknesses at the lower
levels. The Task Force recommends that Divisibns make an internal structural study
and consider lower level reorganization. |

By retaining the existing umbrella concept fof the Department of Social and
Rehakbilitation Services, these recommendations continue to enable the Department to
provide for the integration of social servicés (L;;oth state operated and community

operated) with institutional, vocational rehabilitation, and income maintenance

services. Certain improvements in integration of services need to be made but must

be accomplished through strengthened training programs and improved case man-

e v

agement systems at the lower levels of organization.,
I IS .

The revised organizational chart makes visible to the public and-provider group
the divisions (and division heads) responsible for specific program areas. It eliminates
the Divisions of Social Services and of Children and Youth as separate entities.
Although these divisions are individually mentioned. in the statutes, they do not

function separately at present, and in combined form, they are also responsible for

providing adult services.



Meeting of Goals

""The spirit of cooperayi .. yction -- of giving our neighbor in need a helping hand"
Is the touchstone of the Dej ..y, yent of Social and Rehabilitation Services.

The ultimate goal of "1 i5 to ensure that each citizen has access to economic,
social, mental, or physic.; assistance, if needed, to assist that citizen in "the
realization of his (her) full “ility to be a contributing member of society."

It is clear that‘SRS .3 been striving to meet that goal. To what extent SRS
should extend a "helping hanv and the measure of its success are matters of individual
opinion, personal dilemma, .., ;) philosophy, budgetary feasibility, and organizational
structure, |

Th? Task Force, the*\"?nre, questioned whether the organizational structure of

SRS helpgd or hindered the . o:ing of goals and found no conclusive evidence that the

structure i i S i
re is a hindrance te . meeting of goals. Conversely, an umbrella structure

- " N

<

does much to help meet goe.:.

a N , . . . . .
There are, however, .. .nces of the need to improve administrative practice,

R —

organizational effectivenes.. .4 personal behavior to help facilitate the meeting of

O

+ . . .
goals. These factors are au<. . . od under other sectional topics of this report.

Citizen Input

A recurring theme I -2 public hearings related to what appeared to be the
Department's lack of respo.. . . ess 1o citizen input. This was evidenced in a number
of ways -~ failure to invol informed and interested groups sufficiently in program
planning, seeming rejectio. proffered ideas without explanation, and what was

perceived as brusque treatri... .. of interested citizens and providers of service.

L. The 7Task Force "+ ommends the appointment of a statewide monitoring

committee with < ..+ advisory responsibilities_to_the Governor. Since

fragmentation is . ;. porent problem in the comprehension of many diverse

services under C... | ihrella, a statewide monitoring committee seems
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advisable. Such a committee could be in the position to help with problems of

a regional or statewide nature. Althouch the committee would report to the

Governor, it would share its fmdmos and reco*nmandatlons w1th the Secretary

of SRS.

There would need to be a clear understanding and acceptance of the
specific role of this committee. There would need to be a serious
commitment on the part of committee members to make carefully studied
and responsible recommendations. There would need to be a commitment on
the part of government officials to provide the committee with the {inancial
resources and political support necessary to make it an effective body. The
committee must be preparedjci_r_’ejecnon of its 1dMe Governor and

the Secretary, from time to time, but it iAs_e_ggtAr_grﬂnglyﬂimportant that well

spelled-out reasons for the rejections ] be given. The state's history is strewn
with the graves of so-called advisory committees attenuated into obhvlon by
confusion as to purpose and indifferent treatment by government officials.

Selection of a statewide monitoring committee would not be easy if it is

~ to be an effective committee. It would be vital to find people who are truly

dedicated and unbiased, willing to serve, and sincerely interested in the
programs of the agency. Extensive knowledge of program details or technical
expertise would be less important than the qualities just mentioned.

A considerable value of thlS commntee could be its role as a sounding

board for the Governor and the Secretary. Credibility,of the committee

e

would be enhanced if the selec‘uon OJ. members 15 carefully made to avoid

vested interests.

The committee could work out its own mechanism for keeping in touch

with what is going on throughout the state, but there should be perlochc public

hearings in various regions and occasional meetings with advisory committees

. and advocacy groups of particular programs and services.

PRIt
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An ombudsman system for both clients and service providers should be

. .. !
Inequities.

Currently there’ seems to be an absence of anyv clear-cut mechansim for
the handling of misunderstandings and problems arising between citizéns and
agency personnel. Many difficulties appear to be resolved only after a
considerqble waste of time and effort on everyone's part.

The establishment of én ombudsman “system could be a helpful mechanism
for dealing with problems before the unresolved tensions develop a head of
steam difficult to dissolve. An ombudsman system for clients (and' other
citizens) could help in interpreting policies, in answering questioﬁs, in
clarifying work assignments, in helping to pfevent unnecessary and ‘time-
consuming crises, and by identifying areas in which personnel need training

and development. The ombudsman should be an independent position not

accountable to the Secretary of SRS. One_aite,mative_v.fouidj_g‘;p have the

e —

ombudsman report to the monitoring committee discussed above.

Although there are citizen advisory groups connected to various SRS
—_ .

programs, it is not clear what their specific functions are, how much

attention is paid to their recommendations, and whether the advisory groups

themselves are clear about their precise purposes. An inventory of these

advisory groups and their functions would be valuable in clarifying how these

bodies should function and what changes are needed in their burposes and

structure. .
In the development of state plans for various programs as, for example,
alcohol and drug abuse, there appears to have been inadequate consultation

with informed citizen groups. Involving such citizens fully in the planning

may be time consuming and enervating. Nevertheless, a systematic and
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persistent effort along these lines can produce a more effective plan.
Moreover, such involvement can help keep citizen groups better informed
about the realities of the agency and its operations. Indeed, efforts at
cornmunication between citizens and the agency can help reduce the number
of unrealistic expectations (and, therefore, frustrations) that stalked like
shadows over some of the public testimony.

Service vs. Public Demand

Each citizen of the state is entitled to receive what the law provides any citizen
under the circumstances of a particular situation. Since the law is to be duly
promulgated and since SRS is the legal designee for carrying out the provisions of the
law, the Departmen{ must make known to the Citri;_ens' of the state the services that

are available and must be prepared to render those services to all who are entitied to

them. On the other hand, SRS should not be compelled to force services upon citizens
simply because they are entitled to them. In pursuit of those responsibilities, the
Department should maintain a policy of economic frugality.
Advocacy

Since the empioyees of SRS are selected not only for their technical competence
but also for their substantive knowledge about the social and rehabilitative services,

those employees are an invaluable source (perhaps the best source) of factual and

-judgmental information.  Also, the employees are expected to carry out their

responsibilities toward meeting the goals of the Department. Therefore, by definition,
the employees of SRS must serve as advocates for clients and programs.

1. The line division heads must be recognized and be held responsible as prime

advocates for SRS programs and clients.

e i

Since the division heads carry responsibility for prime advocacy for their
divisions, they should be strong people who are responsive to innovation and

purposive change and committed to meeting the needs of the citizens of the
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state. Their job descriptions should reflect such qualifications and must

include the tasks of long-range planning and qulicy formulation. Division

e

heads should share the responsibility for advocating for programs and clients

and appear with the Secretary at budget hearings and at meetings with the

Governor and the Legislature to explain their programs. |

2. Testimony before the Task Force revealed the strong opinion that provider
groups and client groups should have strong advocates within the SRS
structure. Unfortunately,' the views expressed often reflected a desire for
advocacy for narrow and special interests. It would be impossible to comply

wit