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Submitted comments for Standards Changes from the 2" Edition
Of the MIH Standards
Comments for the FIRST Draft
Committee responses are in red.

Date 02/13/2024 #1

Standard # - Suggested Change and Rationale for Change

No standard associated- Update safety culture survey that is sent to MIH programs to better
reflect MIH.

The survey questions were updated to reflect MIH and a few questions that do not apply were
deleted.

MIH 02.03.00, Page 2.5 Safety Management, Update to better reflect MIH
MIH 02.24.00, Page 2.9 Safety and Environment, Update to better reflect MIH
MIH 02.05.00, Page 2.9, Safety Education, Update to better reflect MIH

The MIH Standards Committee agreed to revisit all three of the above sections as one review.
A subcommittee (C. Lennon, A. Williams, A. Ross, R. McClintock, R. Kink, MD) was established
to rework, reword, combine, delete, and/or add to the sections to better reflect MIH. That
work was completed and included the following sections from the 1° Edition (in gray). The
changes are shown in red. Comments in blue are not part of the actual standards.

MIH 02.03.01 Safety Management System Program - Management is responsible for a
Safety Management Program System+{SMS} but both management and staff are responsible
for ensuring safe operations. The Safety Management Program System is proactive in
identifying risks and eliminating injuries to personnel and patients and damage to
equipment and includes:

1. A statement of policy commitment from the accountable executive

2. Designation of a Health and Safety Officer or Safety Chairperson



Risk identification process and risk management plan that includes a non-punitive
system for employees to report hazards and safety concerns

A system process to track, trend, and mitigate errors or hazards
A system process to track and document incident root cause analysis
A MIH specific Safety Manual or MIH specific supplement to a larger Safety Manual

A system to audit and review organizational policy and procedures, ongoing
safety training for all practitioners (including managers), a system of proactive
and reactive procedures to insure compliance, etc.

A process for dissemination of safety issues to all personnel for loop closure

Evidence of management’s decisive response to non-compliance in adverse
safety or risk situations

a. Seniorleadershipshould-establish-aprocessto-identify There is policy to

identify and mitigate risk escalation to ensure that safety and risk issues are
addressed by the appropriate level of management, up to and including
the senior level

b. Operational Risk Assessment teels should include but not be limited to
issues such as: service acceptance, public relations events, and training.
Forservice thetoolsheould The assessment can/may include:

e Assessing fatigue
e C(linical acuity of patient
e Potential risks related to:

1. Single provider
services

2. Location and environment of the area where services are
provided, including safety of the residence or building



3. Other at-risk individuals at the home
4. Communicable disease

5. Use of marked vs unmarked vehicles
6. Use of provider uniforms

7. Proper Use of PPE

8. Bloodborne Pathogen and Needlestick safety

=

Compliance with Ryan White Act

e Experience of medical provider

e Othertemporary situations in areas traveled that may increase risk, as
appropriate to the program (for example, extreme weather
forecasted, recent/impending political or natural disaster, etc.)

10. Policies that address practitioner safety and include but are not limited to
the following examples:

a. Culturalintelligence

b. Checking with local law enforcement regarding high-risk areas.

c. Accountability with respect to the location of the provider, in case
of needing assistance (i.e., location tracking, check in, etc.)

d. General vehicle safety including:

i. Loading/unloading equipment and supplies

ii. Seat belt use

iii.  Securingloose items/equipment



(was listed under safety education but now moved to required
policies)

11. The program has a process to measure their safety culture by
addressing:

a. Accountability — employees-are-held-accountablefortheiractions with a

clear process and root cause analysis.

b. Authority —those who are responsible have the authority to assess
and make changes and adjustments as necessary

e Standards, policies, and administrative control are evident

e Written procedures are clear and followed by all

e Trainingis organized, thorough, and consistent according to written
guidelines

positivesafetyeultire—

below)

d. Organizational Dynamics

e Teamwork is evident between management and staff and among the
different disciplines, regardless of employer status, as evidenced by
open bi-directional and inter-disciplinary communications that are
not representative of a “silo” mentality

e Organization represents a practice of encouraging critique and safety
observations, and there is evidence of acting upon identified issues in
a positive way

e Organization values are clear to all employees and embedded in
everyday practice



e Use of Just
Culture

e Managers represent a positive role model, promoting an atmosphere
of trust and respect

= Professionalism — as evidenced by personal pride and contributions to
the program’s positive safety culture

12. A Safety Management System Program includes all disciplines and processes of
the organization. A Safety Committee is organized to solicit input from each
discipline and should meet at least quarterly, with written reports sent to
management and kept on file as dictated by policy.

a. Safety issues should be identified by the Safety Committee, with
detailed reporting and analysis of vehicle/patient safety, travel, and
cultural incidents that could potentially affect crew safety and resolution
of issues with findings

b. The committee will promote interaction between medical
practitioners and other service providers and staff addressing safety
practice, concerns, issues, and questions

c. There is evidence of action plans, evaluation, and loop closure
13. The Safety Committee is linked to QM and risk management

14. Vehicle related events that occur during a medical visit are identified and tracked
to minimize risks (See Glossary in Appendix for definition of event)

a. There is a written policy that addresses reporting incidents or accidents
and assigns certain individual(s) with the responsibility to report.
Community medical services are required to report accidents to CAMTS
and must report to the appropriate government agencies as required.



CAMTS new definition of “accident”: Accidents — An occurrence associated with the
operation of an in service vehicle that takes place between the time any person boards
the vehicle and until all such persons have disembarked, and which any person suffers
death or serious injury, or in which the vehicle was substantially damaged. For surface
vehicles, substantial damage is defined as any damage to the vehicle that takes it out of
service, temporarily or permanently. This includes missions with a patient on board as
well as missions that support the service’s operations including service calls,
maintenance, training, fueling, and marketing.

MIH 02.04.00 SAFETY AND ENVIRONMENT

MIH 02.04.01 Patient and personnel security

1. A policy addresses the security of the physical environment where services

are to be provided

2. Apolicy addresses cyber security and the protection of program and patient
information

3. Personnel security - Medical staff are required to carry program issued photo
identification cards with their first and/or last names and identification as a
community health provider. A driver’s license ard\erpasspert shall also be
carried while on duty. If required by local or state law, the provider’s current
certification or license identification must also be carried.

4. A comprehensive communications plan addresses two-way communications.
The plan may include the use of panic buttons and location identification.

a. If telecommunication devices (phones, video, text, etc.) are part of the
communication equipment, they are to be used in accordance with safety
and HIPAA policies

5. A policy addresses the use of body cameras including when and how they will
be used and how data will be stored, protected, and appropriately accessed.

Examples of Evidence to Meet Compliance:

Policy requires wearing or carrying ID’s while on duty.




MIH 02.05.00 SAFETY EDUCATION

MIH 02.05.01 Education Specific to Safety of the Mobile Integrated Healthcare Environment -
Completion of all the following educational components should be documented. These
components should be

included in initial education as well as reviewed on an annual basis with all regularly
scheduled, part-time or temporarily scheduled medical practitioners as appropriate for the
mission statement and scope of practice of the service.

1. Communications strategies and back-up plans
2. Specific capabilities, limitations, and safety measures

3. Situational awareness/technique/equipment that is pertinent to the
environment/geographic coverage area of the medical service, including at

minimum:
a. Safety and equipment requirements

b. Confrontation de-escalation and self defense

c. Environmental Ssurvival training and equipment is-strenghrenceuraged-as

appropriate to the geographic location of the program.

4. General safety to be included on an annual basis
a. Driver training and safety if part of the medical provider’s responsibilities

b. Safety around the vehicle and work sites (residences, scenes, homeless
shelters, etc.)

c. Bloodborne pathogen training

d. Annual fit testing in compliance with NIOSH for respirators

5. General vehicle safety including:



supplies-b—Seatbeltuse

——————

(added these to the safety policy section above)

MIH 02.06.00 POST ACCIDENT/INCIDENT PLAN (PAIP)

MIH 02.06.01 The program must maintain a readily accessible post-incident/accident plan so
appropriate search efforts may be initiated in the event communications cannot be
established with medical practitioners or locations determined within a pre-planned time

frame.

1. Written post-incident /accident plans are easily identified, readily available, and
understood by all personnel and minimally include:

a. List of personnel (with current phone numbers) to notify in order of
priority (for coordinator to activate) in the event of an incident/accident.
This list should include, but not be limited to:

Program leadership

e Risk management/attorney

e Family members of team members
e Family of patient (as applicable)

e Human resources (as applicable)

e Maedia relations or pre-identified individual who will be
responsible for communicating with the media, state health
department, and other team

MIH 01.06.00, Page 1.8, Management/Policies, Add continuity of operations planning



The committee agrees with the suggestion, but also noted that requirement for an Emergency
Response Plan is outlined elsewhere and can be deleted from this section. The new wording will
be:
MIH 01.06.01, 11. Management
a. Demonstrates strategic planning that aligns with eh mission, values, and vison of the
service.
b. Sets written guidelines for press-related issues and marketing activities
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c. Establishes continuity of operations planning

MIH 01.09.00, Page 1.12 Meetings and Records. Update to reflect remote/ virtual meetings/
record keeping of those types of meetings

The CAMTS Transport Standards Committee was asked the same questions and the MIH
Committee agreed, for consistency, to use the same wording and response. We will work to use
the same wording in both sets of standards. The committee response was:

The committee agrees to not change the standards. Meeting minutes are designed to be a
summary of the key discussions, actions, and follow-up. Written documentation needs to include
those in attendance, by name and title, discussions, actions and follow-up and loop closure,
without having to sit through a video or audio copy. PowerPoint presentation may meet this
standard if attendance is included, notes are added with content of discussions, decisions, action
items, assignments, and follow-up.

Date 02/16/2024 #2

Standard # - Suggested Change and Rationale for Change

MIH 01.09.01, Page 1.12 Meetings 1. There are formal, periodic staff meetings, for which
minutes are kept on file. Suggestion - Could the meeting minutes be recorded and maintained
in that format versus the traditional written meeting minutes model?

The CAMTS Transport Standards Committee was asked the same questions and the MIH
Committee agreed, for consistency, to use the same wording and response. We will work to use
the same wording in both sets of standards. The committee response was:

The committee agrees to not change the standards. Meeting minutes are designed to be a
summary of the key discussions, actions, and follow-up. Written documentation needs to include
those in attendance, by name and title, discussions, actions and follow-up and loop closure,
without having to sit through a video or audio copy. PowerPoint presentation may meet this



standard if attendance is included, notes are added with content of discussions, decisions, action
items, assignments, and follow-up.

MIH 02.03.01, Page 2.6 - Safety Management Though there is not a specific standard for this,
the Safety Culture Survey sent to the program needs to have MIH specific topics/language.
The survey questions were updated to reflect MIH and a few questions that do not apply were
deleted. A copy of the survey will be shared with the committee.

MIH 03.02.04 1., Page 3.5 - Response Vehicles should include equipment as required by local,
state, national, or medical director. Examples include but are not limited to... Add something
here to address the use of private vehicles. Some MIH programs ask the clinician to drive their
own vehicle to see the patient. Should there be requirements for age of the vehicle, minimum
insurance and liability limits, etc. With all vehicles, develop standard as to when the patient can
be transported, can clinician family members accompany a visit, can patient family members be
transported with patient, etc.
The committee agrees with these recommendations and the discussion has led to several
additional changes. We will add the following to MIH 03.01.04 and MIH 03.02.04
3. A policy addresses how and when a patient and/or patient family member will be
transported in a program owned or affiliated vehicle. (For example: to detox,
mental health, physician office, etc.) The policy should also include the use of
patient and staff safety equipment (i.e., back seat separation screen, video
monitoring, etc.).
4. A policy addresses how and when non-employees may be transported in a
program owned vehicle or in an in-service privately owned vehicle.
5. Programs using privately owned vehicles, to the extent possible, should meet all
the requirements of the standards.

MIH 03.03.02, Page 3.7 The medical director should be current and demonstrate competency
or provide documentation of equivalent educational experiences directed by the mission
statement and scope of care. Certifications are required as pertinent to the program’s scope of
care. For those services based in emergency medical services, the medical director(s) should be
board-certified in Emergency Medicine and/or Emergency Medical Services. Does MIH require
an EM boarded physician? Could other board specialties be accepted, such as Family Practice,
Internal Medicine, etc. Why is current ACLS, PALS, etc. required. Could this requirement be
waived if a program had written agreements with specialist and included the specialists in their
quality, education, safety, etc. activities>

The committee agrees that the medical director should be appropriately trained and experienced
pertinent to the program’s scope of care. If the MIH medical director is also providing medical



direction of the program’s emergency medical service (primarily applies to public safety) then
they should be board certified in emergency medicine or in EMS. To provide better clarity the
committee agreed to the following wording changes. This will also change Appendix B
(Competencies by Personnel).

MIH 03.03.02 The medical director should be current and demonstrate competency or
provide documentation of equivalent educational experiences directed by the mission
statement and scope of care. Certifications-arereguired-aspertinent-to-the-program’s
scope-ofcare. For those services based in emergency medical services, the medical
director(s) should be board-certified in Emergency Medicine and/or Emergency Medical

Services. iciand ified .

Supporting Education and Competency Criteria: Medical Director(s)

COMPENTENCY AREA 1: Emergeney-Medical Services

1 Ad CardineLifes (ACLs) ; I ords of
American Health Associati ! equival

1. Certifications are required as pertinent to the program’s scope of care and in
accordance with state law

3- 2. Vehicle and Equipment Operations (if relevant to scope)

The committee also discussed the idea of creating a third category for “hospital at home”. After
discussion it was agreed not to make changes at this time. Government regulations are already
well defined for hospital-at-home programs and regulation and legislation changes are currently
under considerations. We will look at this again as part of the future editions if warranted.

As of August 26, 2024



