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Documentation of Unit Conditions
1. How many records should be maintained when there are multiple units of the same age group?

A:  Hospitals can maintain unit conditions data for every unit in the hospital, or can join all units of the same age group together, that is, one data set each for child/ adolescent units, adult units, and geriatric units.  For hospitals with specialty units such as Developmental Disabilities or Eating Disorders, it is preferred that these unit conditions be documented separately.
2. When should the census be recorded?

A:  Census at 11:59 PM or thereabouts is an industry standard which is maintained already by facilities, so all units should report the census at or about that time each day.

3. Should unit conditions be recorded at a distinct point in time?

A:  No, the unit conditions should reflect the entire previous 24 hours on the day recorded, rather than a discreet point in time.

4. Do we record any staffing issues that arose in that period?
A:  No, it is only necessary to record additional staffing required.  Each should be counted only once, that is, if extra staff are noted under 1:1 or constant observation, they would not be counted again as “extra staff.”
5. Is it the total number of restraints or seclusions during that 24 hour period (so it might count multiple seclusions of one patient), the total number of patients secluded during that period (so each patient would only count once), or the maximum number of patients secluded at any one time during that period, or the total patient hours of seclusion?
A:  There are certainly many different ways that this data could be determined, but the data group that developed the tool selected the total number of restraint events across the previous 24 hours.

6. How is extra staff defined? Is that only if we call in extra staff who were not on the schedule and who are not just replacing a scheduled person who called in sick?
A:  The number of eight hour shifts of extra personnel on the day for which the data is being collected (This can be a fraction of a shift, i.e. .5 shift, 1 shift, 1.5 shift).  So, replacement of a scheduled staff person who called in sick would not be included unless you would not normally replace that person but needed to because of unit conditions. As noted above, if extra staff are already deployed on a 1:1 observation, they should be noted there and not duplicated under extra staff.
7. Blocked beds or room closures might be for an entire 24 hour period or might change.  Do we simply report the number that were blocked or closed at any point during a 24 hour period?  Or should that be a measure that allowed for better comparisons like “blocked patient bed hours” in the 24 hour period?
A:  The number of beds blocked at 11:59 PM, due to patient factors that require a single room; and the number of beds that cannot be admitted to (for any admission) on a short-term (72 hours or less) basis.  We want to keep the numbers as simple as possible to track.

8. What is defined as “extra nursing care?” Is the answer a number of patients or just a “yes” or “no” that there were patients who required extra nursing care?
A:  The number of patients on the day for which the data is being collected with medical conditions requiring additional nursing care, such as dressing changes, special procedures, etc. 

Please note that the category of “Expected to actual staff” was changed to “Decreased operational capacity due to staffing,” because the latter category could not be distinguished from “Extra Staff.”
Facility Denial of Inpatient Care reporting form

1. We would like guidelines around the storage and dissemination of the denial forms.  Are they to be online or hard copies?  For what length do we need to keep the information?   
A:  Documents can be stored electronically or in hard copy, for a period of three years (to ensure that the full licensing cycle is covered, even if a license is extended).

2. Is there the expectation that there is a paper copy with the medical director/designee's signature for every denial, or will the medical director/designee's name on the electronic copy (excel document) suffice?
A:  You can set up your own system for the sign off, and it can be on paper or electronic.  If the medical director’s name on the excel document means that they were the person who actually denied the admission, that is fine.
3. Is it the expectation that each denial is to be reviewed by the medical director/designee on an instance by instance case, or can they all be reviewed at a defined time daily by the medical director/designee?
A:  The medical director/ designee should be denying admissions in real time, so instance by instance is how it should happen, and that can be done by phone and electronically recorded by the person who made the contact.  It could also be an email process.
4. In terms of after hours and weekend denials, is it acceptable for the denials to be reviewed and signed off by the medical director/designee on the next business day? If not, what is the expectation for medical director/designee review for after hours and weekend hours?
A:  No, the medical director needs to either take calls after usual hours or designate someone to do this.  Note that “it is the intention that such a physician designee is not merely the physician on-call, but rather a physician who is vested with the medical director’s clinical and administrative authority during the medical director’s absence.”
5. Do we just check off the reason for denial (check one of the following boxes:  patient clinical presentation, unit mix, or other extraordinary reasons) or enter detail in the Excel spreadsheet?
A:  The more detail you are able to provide, the better in this case.  The revised form has additional check boxes to provide an easier way to get more detail and aggregate it. Remember also that you don’t have to use our form if you have a system that can get us a quarterly report in Excel.
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