


[image: ]					Patton Healthcare Consulting
BHC Survey Checklist 

	Standard CAMBHC
	Standard Focus

	Description of Standard and EP: Documentation
	Supporting Evidence / Special Conditions
	Compliant?

	
	
	
	
	Yes
	No
	N/A

	NATIONAL PATIENT SAFETY GOALS

	NPSG1.01.01 
	
	2. Identifiers administering meds 
	Evidence: observation and interviews
	
	
	

	NPSG3.06.01
	Med Rec.
	Obtain/update medication, prove pt. with info. about prescribed meds
	Evidence:  Record of care
	
	
	

	NPSG7.01.01
	Hand Hygiene
	Follow hygiene guidelines, set goals, improve compliance
	Applies only to orgs that provide physical care
	
	
	

	NPSG15.01.1
	Suicide
	Screen all individuals who are being evaluated or treated for BH conditions as their primary reason for care with a validated tool
	
	
	
	

	
	
	Suicide Risk Assessment using an evidence-based process for all patients who have screened positive for suicidal ideation ro plan, intent, suicidal or self-harm behaviors, risk factors, and protective factors
	Evidence: Record of care, assessments             
HR records: staff trained to conduct assessment
	
	
	

	
	
	Environmental Risk assessment
	Risk assessment and mitigation tool 
	
	
	

	
	
	Address immediate safety needs of individual served
	Evidence: Record of care
	
	
	

	
	
	At discharge prevention information
	Evidence: Record of care, individual safety plan 
	
	
	

	CARE, TREATMENT, AND SERVICES

	CTS 01.01.01
	Admission Policy
	1. Written process for determine eligibility for services, eligibility criteria, process for referrals, who is not accepted
	Records of care demonstrate process                                            
	
	
	

	CTS 01.02.01
	Waiting Lists
	1. Written process for managing waiting lists, when applicable.
	Evidence:  staff interviews and PI data
	
	
	

	CTS01.03.01
	Preliminary TP
	
	
	
	
	

	CTS 01.04.01
	Adult SMI 
	Psychiatric Advanced Directive:  if they have one, try to follow
	Evidence: Record of care adults SMI asked about psy. advanced directives and help formulate one
	
	
	

	CTS 02.01.03
	Screen/Assess
	Screening and assessments are defined by organizational policy
	Policy should be written 
	
	
	

	CTS 02.01.05
	Physicals
	Non-24 hr.:  written process for physical health screening / get a complete physical if over 1 year
	Determine if need medical history and physical   Evidence: Record of care        
	
	
	

	CTS 02.01.06
	Physicals
	Residential:  Written physical health screen process/ perform complete physical if over one year and schedule within 30 days if warranted by screening
	Evidence: Record of care 
	
	
	

	CTS02.01.06
	Physicals
	Crisis Stabilization:  Within 24hrs
	Evidence: Record of care
	
	
	

	
	Physicals
	Wilderness: within 30 days prior to participation
	Evidence: Record of care
	
	
	

	
	
	OTP: within 14 days of initiation 
	Evidence: Record of Care
	
	
	

	
	Screening
	Assessment if indicated by screening 
	
	
	
	

	CTS.02.01.09
	Pain Screening
	All
	Evidence: Record of Care
	
	
	

	CTS 02.01.11
	Nutritional Screen
	All
	Evidence: Record of Care
	
	
	

	CTS 02.01.13
	Education Status
	All, as relevant to needs, preferences, interests and goals
	Evidence: Record of Care
	
	
	

	CTS 02.01.13
	Legal
	All, as relevant to needs, preferences, interests and goals
	Evidence: Record of Care
	
	
	

	CTS 02.01.17
	Vocationall 
	All, as relevant to needs, preferences, interests and goals
	Evidence: Record of Care
	
	
	

	CTS02.02.01 -CTS02.04.21
	Assessments
	By population, needs and services provided
	Evidence: Record of Care
	
	
	

	CTS03.01.01
	Treatment Plans
	Needs, strengths, preference and goals; collaborative: objectives for each goal; interventions aka treatment provided
	Evidence: Record of Care
	
	
	

	CTS 03.01.03
	
	Goals capture individuals own words; Objectives relate to goals and indication of progress; Plans revised as need; reason for deferred goals; care provided according to plan
	Evidence: Record of Care
	
	
	

	CTS 03.01.09
	
	Monitors individual progress and Evaluates outcomes for pop. Served
	Evidence: Record or Care and Aggregate PI data
	
	
	

	CTS 04.01.01
	Provision Care
	Coordinates care: nurses in acute settings, hand-off communication, external resources, timely services
	Evidence: observation, interviews and record of care
	
	
	

	CTS 04.01.03
	Pt. Education
	Clinical not academic education
	Evidence: Record of care, observation such as medication ed. Group
	
	
	

	CTS04.02.11-CTS 04.02.15
	Special Requirements for Children and Youth
	Written policy addresses the role of education; Academic education according to length of stay; communication with home school, clinical staff, child care staff and family
	Evidence: policy and record of care
	
	
	

	CTS 04.2.19-04.02.21
	Primary Care, when provided
	Prevention, screening and physical health services
	Evidence: Record of care
	
	
	

	
	Special Procedures
	
	Evidence:  Record of care
	
	
	

	CTS 05.02.01
	
	1. Written policy for the use of time-out 
	
	
	
	

	CTS 05.05.01
	
	1. Physical holding c/y philosophy include p & p
	
	
	
	

	CTS 05.06.01
	
	1. Restraints and Seclusion philosophy include p & p 
	
	
	
	

	MEDICATION MANAGEMENT

	MM01.01.03
	Medication
	1. Identifies in writing, high-alert medications
	
	
	
	

	MM 01.01.05
	
	1. If prescribed: Written policies and procedures on psychotropic medications 
	
	
	
	

	MM 01.02.01
	
	1. List of look-alike/sound alike medications
	
	
	
	

	MM.04.01.01
	
	1. Organizations that prescribe medication: a written policy that identifies the specific types of medication orders that it deems acceptable for use. Note: There are several different types of medication orders. Medication orders commonly used include the following:  As needed (PRN) orders: orders acted upon based on the occurrence of a specific indication or symptom  Standing orders: A prewritten medication order and specific instructions from the licensed independent practitioner to administer a medication to a person in clearly defined circumstances  Automatic stop orders: orders that include a date or time to discontinue a medication   Titrating orders: Orders in which the dose is either progressively increased or decreased in response to the patient’s status  Taper orders: Orders in which the dose is decreased by a particular amount with each dosing interval  Range orders: Orders in which the dose or dosing interval varies over a prescribed range, depending on the situation or patient’s status  Orders for compounded drugs or drug mixtures not commercially available  Orders for medication-related devices (for example, nebulizers, catheters)  Orders for investigational medications  Orders for herbal products  
	Policy and medication orders in record of care, medication administration in the record of care
	
	
	

	MM.04.01.01
	
	2. Organizations that prescribe medication:  written policy that defines required elements of a complete medication order. 
	
	
	
	

	MM.04.01.01
	
	3. When indication for use is required on a medication order. 
	
	
	
	

	MM.04.01.01
	
	4. Organizations that prescribe medications:  written policy that states the precautions for ordering medications with look-alike or sound-alike names. 
	
	
	
	

	MM.04.01.01
	
	5. Organizations that prescribe medications:  written policy that defines actions to take when medication orders are incomplete, illegible, or unclear 
	
	
	
	

	MM.05.01.17
	
	1. Organizations that operate a pharmacy: have a written policy describing how it will retrieve and handle medications within the hospital that are recalled or discontinued for safety reasons by the manufacturer or the Food and Drug Administration. (See also EC.02.01.01, EP 11) 
	
	
	
	

	MM.06.01.01
	
	1. Organizations that administer medications:  define in writing staff authorized to administer with or without supervision in accordance with law and regulation
	
	
	
	

	MM 06.01.03
	
	1. Organizations that permit: self-administer medications:  written policy on training and supervision and self -administration 
	
	
	
	

	MM 07.01.03
	
	1. Organizations that prescribe or administer:  written process to respond to adverse medication events
	
	
	
	

	RIGHTS AND RESPONSIBILITIES OF THE INDIVIDUAL

	RI.01.01.01
	Rights
	1. Written policies on individual rights. 
	 
	
	
	

	RI.01.03.01
	Informed Consent
	1. Written policy on informed consent. 
	
	
	
	

	RI.01.03.01
	
	2. Written policy identifies the specific care, treatment, and services that require informed consent, in accordance with law and regulation. 
	
	
	
	

	RI.01.03.01
	
	3. Written policy describes circumstances that would allow for exceptions to obtaining informed consent. 
	
	
	
	

	RI.01.03.01
	
	4. Written policy describes the process used to obtain informed consent. 
	
	
	
	

	RI.01.03.01
	
	5. Written policy describes how informed consent is documented in the patient record. Note: Documentation may be recorded in a form, in progress notes, or elsewhere in the record. 
	Evidence of policy implementation is in the record of care
	
	
	

	RI.01.03.01
	
	6. Written policy describes when a surrogate decision maker may give informed consent. (See also RI.01.02.01, EP 6)  
	Evidence of policy implementation is in the record of care
	
	
	

	RI.01.03.03
	
	7. Before engaging in the production of recordings, films, or other images of patients, anyone who is not already bound by the organizations confidentiality policy signs a confidentiality statement to protect the individual’s identity and confidential information. 
	
	
	
	

	RI.01.05.01
	
	1. Behavioral Health Home:  has written policies on advance directives, forgoing or withdrawing life sustaining treatment, and withholding resuscitative services, in accordance with law and regulation. 
	 
	
	
	

	RI 01.07.01
	
	Complaint resolution process
	
	
	
	

	RI 01.07.03
	
	2. List of names, addresses, and phone number for advocacy groups such as the P & A network
	
	
	
	

	RI.02.01.01
	
	1. A written policy is not specified:  individual responsibilities, including but not limited to providing information, asking questions, following instructions, accepting consequences, following rules and regulations, showing respect and consideration, acknowledging when he or she does not understand the treatment course or care decision, and meeting financial commitments. 
	
	
	
	

	RECORD OF CARE, TREATMEMT, AND SERVICES

	RC.01.03.01
	
	The written policy that requires timely entry of information into the medical record
	Evidence of policy implementation is in the record of care
	
	
	

	RC.01.05.01
	
	The retention time of the original or legally reproduced medical record is determined by its use and organizational policy, in accordance with law and regulation.
	
	
	
	

	INFECTION PREVENTION AND CONTROL

	IC 01.04.01
	
	1-5 Written IC goals
	
	
	
	

	IC 01.05.01
	
	1-5 Written IC plan
	
	
	
	

	IC 01.06.01
	
	4 Plan for responding to increase in number of infected people
	
	
	
	

	WAIVED TESTING

	WT.01.01.01
	
	The person from the organization whose name appears*on the Clinical Laboratory Improvement Amendments of 1988 (CLIA ’88) certificate, or a qualified designee, approves in writing policies and procedures for waived testing at the following times:  Before initial use of the test for patient testing  Periodically thereafter, as defined by  the person whose name appears on the CLIA certificate but at least once every three years  When changes in procedures occur (for example, when manufacturers’ updates to package inserts include procedural changes or when a different manufacturer is used) 
	CLA Certificate
	
	
	

	WT.01.01.01
	
	5. Current and complete policies and procedures are available for use during testing to the person performing the waived test. 
	
	
	
	

	WT.01.01.01
	
	5. Written policies, procedures, and manufacturers’ instructions for waived testing are followed. (See also WT.04.01.01, EPs 3–5) Note: Manufacturers’ recommendations and suggestions are surveyed as requirements. 
	
	
	
	

	WT.01.01.01
	
	8. Clinical use of results is consistent with the organizations policies and the manufacturers’ recommendations for waived tests. 
	
	
	
	

	Environment of Care

	EC.02.01.03
	Smoking
	Written policy prohibiting smoking in all buildings. Exceptions for individuals in specific circumstances are defined 
	 
	
	
	

	EC.01.01.01
	
	3. Written plan for providing a safe environment
	
	
	
	

	
	
	4. Written Plan for secure environment
	
	
	
	

	
	
	6. Written Plan for managing fire safety 
	Fire drills once per quarter, half unannounced in 24 hr.; pmce every 12 months in business occup. All drills critiqued
	
	
	

	
	
	8. Written Plan for managing Utility systems 
	
	
	
	

	HRM

	HRM 01.01.01
	
	1. Written job description for each position
	
	
	
	

	HRM .01.02.01
	
	4. Criminal background check on the applicant as required by law and regulation or organizational policy. Criminal background checks are documented. 
	
	
	
	

	
	
	Recommended: Policy on new employee orientation and list of required topics orientation is documented
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          Patton Healthcare Consulting   B HC  Survey  Checklist      

Standard  CAMBHC  Standard Focus    Description of Standard and EP:  Documentation  Supporting Evidence /  Special Conditions  Compliant?  

Yes  No  N/A  

NATIONAL PATIENT SAFETY GOALS  

NPSG1.01.01    2 . I dentifiers administering meds   Evidence: observation  and interviews        

NPSG3.06.01  Med Rec.  Obtain/update medication, prove pt. with  info. about prescribed meds  Evidence:  Record of care        

NPSG7.01.01  Hand Hygiene  F ollow  hygiene guidelines, set goals,  improve compliance  Applies only to orgs that  provide physical care        

NPSG15.01.1  Suicide  Screen all individuals  who are being  evaluated or treated for BH conditions as  their primary reason for care   with a  validated tool      

  Suicide Risk Assessment  using an  evidence - based process   for all patients  who have screened positive for suicidal  ideation ro plan, intent, suicidal or self - harm behaviors , risk factors, and  protective factors  Evidence:  Record of care,  assessments                HR records: staff trained  to conduct  assessment        

  Environmental Risk assessment  R isk assessment and  mitigation tool         

  Address immediate safety needs of  individual served  Evidence:  Record of care        

  At discharge prevention information  Evidence:  Record of care,  individual safety plan         

CARE, TREATMENT, AND SERVICES  

CTS 01.01.01  Admission Policy  1.  Written process for determine  eligibility for services, eligibility criteria,  process for referrals, who is not accepted  Records of care  demonstrate process                                                    

CTS 01.02.01  Waiting Lists  1 .   Written process for managing waiting  lists, when applic able .  Evidence:  staff  interviews and PI data        

CTS01.03.01  Preliminary TP          

CTS 01.04.01  Adult SMI   Psychiatric Advanced Directive:  if they  have one, try to follow  Evidence: Record of care  adults SMI asked about  psy. advanced directives  and help formulate one        

CTS 02.01.03  Screen/Assess  Screening and assessments are defined by  organizational policy  P olicy should be written         

CTS 02.01.05  Physicals  Non - 24 hr.:  written process for physical  health screening / get a complete   physic al  if over 1 year  Determine if need  medical history and  physical   Evidence:  Record of care                

