
APPROVED: 2010
National Patient
Safety Goals

Some Changes Effective Immediately

The Joint Commission released its 2010
National Patient Safety Goals (NPSGs) in
September for the ambulatory care, behav-
ioral health care, critical access hospital,
home care, hospital, laboratory, long term
care, Medicare/Medicaid Certification–based long term care, and office-based
surgery accreditation programs. The NPSGs were revised partly in response to con-
cerns from the field about the resources needed to comply with NPSGs becoming
more specific and detailed over time. The revisions include clarifying and streamlining
certain elements of performance, moving some requirements to the standards, and
deleting others (see the table on pages 20 and 21 for a summary of revisions).
Effective immediately, during the on-site survey, surveyors will not evaluate compli-
ance with requirements that have been deleted. The remaining changes will be effec-
tive January 1, 2010. The 2010 NPSGs appear starting on page 22 of this issue and
on The Joint Commission Web site at http://www.jointcommission.org/PatientSafety/

NationalPatientSafetyGoals/.*
The 2010 NPSGs reflect The Joint

Commission’s continuing efforts to spot-
light those topics that are of highest priori-
ty to patient safety and quality care.
Decreasing the number of NPSGs allows
organizations to focus their efforts on the
most urgent issues. Moving a requirement
to the standards means that it is no longer

http://www.jointcommission.org

Continued on page 20

Spec
ia

l I
ss

ue!

An article on changes to the

Universal Protocol for 2010

appears on page 3 of this issue.

* The final, program-specific 2010 goals will
also appear in 2009 Update 2 and the 2010
accreditation manuals.

SPECIAL SECTION: CMS UPDATE

1 APPROVED: 2010 National
Patient Safety Goals

2 In Sight

3 APPROVED: Revised Universal
Protocol for 2010

4 CLARIFICATION: Reducing
Infection Risks Associated

with Medical Equipment, Devices,
and Supplies

7 Updated 2009 Home Care
Applicability Grids Now

Online

7 Changes to the 2009 Survey Fee
Schedule

8 Changes to Survey Activities
for Deemed Status

Ambulatory Surgical Centers

9 A New Model for Customer Service
at The Joint Commission

10 SENTINEL EVENT ALERT: Leadership
Committed to Safety

11 A Message from Ann Scott Blouin

12 Changes in Content, Format, and
Posting of the Accreditation Survey
Findings Report

12 CLARIFICATION: Conducting
Extension Surveys

14 Hospital Accreditation Award
Aligned with CMS Certification
Number

14 Revision to the ESC Tool on
Secure Extranet

15 New Medicare Certification
Recommendation Letter

16 ACCEPTED: New and Revised
Hospital Elements of

Performance Related to CMS
Application Process

19 Number of Inpatient Records
Required for Initial Survey

and Onsite Review

Contents



2 http://www.jointcommission.orgThe Joint Commission Perspectives October 2009

Executive Editor
Helen M. Fry, M.A.

Senior Project Manager
Christine Wyllie, M.A.

Associate Director, Publications
Diane Bell

Executive Director, Publications
Catherine Chopp Hinckley, Ph.D.

SUBSCRIPTION INFORMATION: The Joint
Commission Perspectives (ISSN 1044-
4017) is published monthly (12 issues per
year) by Joint Commission Resources, 1515
West 22nd Street, Suite 1300W, Oak
Brook, IL 60523. Send address corrections
to Joint Commission Perspectives, Superior
Fulfillment, 131 W 1st Street, Duluth, MN
55802-2065. Annual subscription rates for
2009: United States, Canada, and
Mexico—$319 for print and online, $299
for online only. Rest of the world—$410
for print and online, $299 for online only.
For airmail add $25. Back issues are $25
each (postage paid). Orders for 20-50 sin-
gle/back copies receive a 20% discount. Site
licenses and multi-year subscriptions are
also available. To begin your subscription,
call 800/746-6578, fax orders to 218/723-
9437, or mail orders to Joint Commission
Resources, 16442 Collections Center
Drive, Chicago, IL 60693. Direct all
inquiries to Superior Fulfillment, 800/746-
6578.

Copyright 2009 Joint Commission on
Accreditation of Healthcare Organizations

No part of this publication may be repro-
duced or transmitted in any form or by
any means without written permission.
Contact permissions@jcrinc.com for
inquiries.

Joint Commission Resources, Inc. (JCR), a
not-for-profit affiliate of The Joint
Commission, has been designated by The
Joint Commission to publish publications
and multimedia products. JCR reproduces
and distributes the materials under license
from The Joint Commission. The mission
of The Joint Commission is to continuously
improve health care for the public, in col-
laboration with other stakeholders, by eval-
uating health care organizations and inspir-
ing them to excel in providing safe and
effective care of the highest quality and
value.

Visit us on the Web at
http://www.jcrinc.com.

This column informs you of developments and potential revisions that can affect your accredita-
tion and certification and tracks proposed changes before they are implemented. Items may drop
off this list before the approval stage if they were rejected at some point in the process.

APPROVED
● Revisions to the National Patient Safety Goals for 2010 for the ambulatory care,

behavioral health care, critical access hospital, home care, hospital, laboratory, long
term care, Medicare/Medicaid certification–based long term care, and office-based
surgery programs

● Revisions for 2010 to the Universal Protocol for Preventing Wrong Site, Wrong
Procedure and Wrong Person Surgery™ for the ambulatory care, critical access hospi-
tal, hospital, and office-based surgery programs

● Revisions to align with the Centers for Medicare & Medicaid Services’ (CMS) require-
ments for the hospital program (see special CMS section in this issue, beginning on page
11)

IN COMMITTEE OR BOARD REVIEW
● Proposed revisions to align with the CMS requirements for the hospital program

CURRENTLY IN FIELD REVIEW
● Proposed revisions to the staffing effectiveness requirements for the hospital and long

term care programs

CURRENTLY IN DEVELOPMENT

STANDARDS
● Proposed standards on communication and culturally competent patient-centered care

for the hospital program
● Proposed revisions to the staffing effectiveness requirements for the hospital and long

term care programs
● Proposed revisions to align with CMS rules for accrediting advanced imaging providers

for the ambulatory care program
● Proposed revisions to the “Provision of Care, Treatment, or Services” chapter for the

behavioral health care program.

JOINT COMMISSION INTERNATIONAL
Field review notifications are sent out electronically as well as posted on the Joint Commission
International (JCI) Web site at www.jointcommissioninternational.org. For JCI standards 
questions, please contact the associate director of Standards Development and Interpretation at 
jciaccreditation@jcrinc.com.

IN FIELD REVIEW AT JCI
● Revisions to international disease-specific care certification standards

IN SIGHT



Based on feedback from a recent field review, The Joint
Commission revised the Universal Protocol for Preventing
Wrong Site, Wrong Procedure, and Wrong Person SurgeryTM

for the hospital, critical access hospital, ambulatory care,
and office-based surgery programs. While some changes will
be effective January 1, 2010, others are effective immedi-
ately. For the remainder of 2009 on-site surveys, surveyors
will not evaluate compliance with requirements that were
eliminated but will review the EPs that were substantially
modified. The following elements of performance (EPs) are
affected:

● UP.01.01.01, EPs 1 and 2
● UP.01.02.01, EPs 1, 2, 3, and 7
● UP.01.03.01, EPs 1, 5, and 6

Given the diversity of organizations that need to follow the
Universal Protocol, The Joint Commission intends for the revi-
sions to address patient safety issues while allowing organiza-
tions flexibility in applying the requirements within existing
work processes. The changes stem from concerns shared with
The Joint Commission by accredited and professional organiza-
tions related to the practical implications of complying with
modifications to the Universal Protocol that became effective
January 1, 2009. These concerns focused primarily on the
specificity of the requirements. An overview of the changes to
the Universal Protocol appears in the box below. The revised
Universal Protocol appears on pages 30 and 31 of this issue and
on The Joint Commission Web site at http://www.joint
commission.org/PatientSafety/NationalPatientSafetyGoals/. P

APPROVED: Revised Universal
Protocol for 2010
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● Applicability: The Universal Protocol applies to “all surgi-

cal and non-surgical invasive procedures.” This is a change

from “all invasive procedures that put patients at more than

minimal risk, regardless of the location within an organiza-

tion.”

● Pre-procedure verification (UP.01.01.01): References to

the location (pre-procedure area) and timing of the verifica-

tion have been removed. The term checklist implied the

need to document each step for each patient and is now

replaced by reference to a standardized list to be used in

the verification process. A note has been added clarifying

that documentation of the use of the standardized list on a

per-patient basis is not required, although it is expected

that the list be used for every patient.

● Site marking (UP.01.02.01): The revised Universal

Protocol requires that the procedure site be marked by “a

licensed independent practitioner who is ultimately account-

able for the procedure and will be present when the proce-

dure is performed.” In limited circumstances, the licensed

independent practitioner may delegate site marking to a

qualified individual who is permitted by the organization to

participate in the procedure, is familiar with the patient, and

will be present when the procedure is performed, including

residents qualified through a medical residency program,

licensed advanced practice registered nurses (APRNs),

and physician assistants (PAs) who perform duties requir-

ing collaboration or supervisory agreements with a licensed

independent practitioner. This option is available when it is

not feasible for the person responsible for the procedure to

mark the site and takes into account the current position of

The Joint Commission, National Quality Forum, World

Health Organization, and American Academy of

Orthopaedic Surgeons and the concern raised by the field

that the current requirement is impractical under some cir-

cumstances. The Joint Commission will continue to gather

input and data on this issue.

● Alternative processes for site marking (UP.01.02.01):

The current Universal Protocol describes situations in

which exceptions to site marking are allowed. The require-

ment was modified to allow organizations to develop alter-

native processes for site marking.

● Time-out (UP.01.03.01): The time-out will occur prior to

incision or the start of the procedure. References in the cur-

rent Universal Protocol to conducting the time-out before

the provision of anesthesia were removed. The rationale

states that the organization may do the time-out before pro-

viding anesthesia or may choose to do more than one time-

out. The list of issues to address in the time-out was short-

ened to focus on the correct patient, procedure, and site.

Summary of Changes to the Universal Protocol for 2010



The Joint Commission has edited Infection Prevention and
Control (IC) Standard IC.02.02.01 and its Elements of
Performance (EP) 1 and 2 for ambulatory care, behavioral
health care, critical access hospitals, home care, hospitals,
laboratories, long term care, and office-based surgery. These
changes are effective immediately. A new rationale for
Standard IC.02.02.01, and revisions to EPs 1 and 2, clarify
requirements to reduce the risks associated with medical equip-
ment, devices, and supplies.

In the last year, several significant issues have emerged relat-
ed to cleaning, disinfecting, and sterilizing medical equipment,
devices, and supplies (for example, the proper use of steam ster-
ilization, as discussed in Perspectives, July 2009, page 8, and ade-
quate high-level disinfection of endoscopes). Furthermore, med-
ical technology and instrumentation is a rapidly changing field;
new devices and new or resistant pathogens are emerging at an
unprecedented pace.

There has been confusion in the field about the applicabili-
ty of Standard IC.02.02.01. Because EP 1 refers to cleaning and
disinfection, it applies to lower-risk processes. The current
assignment of scoring category “C” reflects the level of potential

impact on individuals served, patients, and residents.
EP 2 refers to sterilization and applies to higher-risk

processes. EP 2 has been revised to show that, specifically, inter-
mediate- and high-level disinfection are included with steriliza-
tion. The current assignment of scoring category “A” reflects the
direct and serious potential impact on patients and residents.

Joint Commission surveyors will continue to survey for the
following:
● Orientation, training, and competency of the health care

workers who process medical equipment, devices, and sup-
plies

● Levels of staffing and supervision of the health care workers
who process medical equipment, devices, and supplies

● Standardization of the process regardless of whether it is cen-
tralized or decentralized

● Ongoing quality monitoring
● Observation against the manufacturer’s guidelines and the

organization’s procedures
The revisions to IC.02.02.01 are shown in the box below

and on pages 5 and 6 with additions in underlined text and
deletions in strikethrough text. P

CLARIFICATION: Reducing Infection Risks
Associated with Medical Equipment,
Devices, and Supplies
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Effective Immediately
APPLICABLE TO PROGRAMS IDENTIFIED IN BLUE

IC.02.02.01

The [organization] reduces the risk of infections associated

with medical equipment, devices, and supplies.

Applicable to Ambulatory Care, Critical Access

Hospitals, Hospitals, and Office-Based Surgery

Rationale for Standard IC.02.02.01

The Centers for Disease Control and Prevention (CDC) esti-

mate that 46.5 million surgical procedures are performed in

hospitals and ambulatory settings each year; this includes

approximately 5 million gastrointestinal endoscopies.* Each

of these procedures involves contact with a medical device

or surgical instrument. A major risk of all such procedures is

the introduction of pathogens that can lead to infection.

Additionally, many more people are at risk of developing an

infection from contact with medical equipment, devices, or

supplies while seeking other health services. Failure to prop-

erly clean, disinfect, or sterilize, and use or store medical

equipment, devices, and supplies not only poses risks for the

person seeking health services, but also carries the risk for

person-to-person transmission of infections.

There are numerous steps involved in the cleaning, dis-

infecting, and sterilizing of medical equipment, devices, and

supplies. It is critical that health care workers follow stan-

dardized practices to minimize infection risks related to med-

ical equipment, devices, and supplies. In order to maintain a

reliable system for controlling this process, organizations pay

attention to the following:

● Orientation, training, and competency of health care

Official Publication of Joint Commission Requirements

Revisions to Standard IC.02.02.01

* http://www.cdc.gov/ncidod/dhqp/pdf/guidelines/Disinfection_Nov_2008.pdf
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workers who are processing medical equipment, devices,

and supplies

● Levels of staffing and supervision of the health care

workers who are processing medical equipment, devices,

and supplies

● Standardization of process regardless of whether it is

centralized or decentralized

● Reinforcing the process (for example, the use of placards

which list the steps to be followed, according to manufac-

turer’s guidelines)

● Ongoing quality monitoring

Applicable to Behavioral Health Care

Rationale for Standard IC.02.02.01

Individuals served are at risk of developing an infection from

contact with medical supplies and devices. Failure to proper-

ly clean or disinfect, and use or store, medical supplies and

devices not only poses risks for the individual seeking servic-

es, but also carries the risk for person-to-person spread of

infections.

There are several steps involved in the cleaning and dis-

infecting of medical supplies and devices. It is critical that

staff follow standardized practices to minimize infection risks

related to medical supplies and devices. In order to maintain

a reliable system for controlling this process, organizations

pay attention to the following:

● Orientation, training, and competency of health care

workers who are processing medical supplies and

devices

● Supervision of the health care workers who are process-

ing medical supplies and devices

● Standardization of process regardless of whether it is

centralized or decentralized

● Reinforcing the process (for example, the use of placards

which list the steps to be followed, according to manufac-

turer’s guidelines)

● Ongoing quality monitoring

Applicable to Laboratories

Rationale for Standard IC.02.02.01

People are at risk of developing an infection from contact

with laboratory equipment, devices, or supplies. Failure to

properly clean, disinfect, or sterilize, and use or store, labora-

tory equipment, devices, and supplies poses the risk for per-

son-to-person transmission of infections.

There are numerous steps involved in the cleaning, dis-

infecting, and sterilizing of laboratory equipment, devices,

and supplies. It is critical that health care workers follow

standardized practices to minimize infection risks related to

laboratory equipment, devices, and supplies. In order to

maintain a reliable system for controlling this process, organ-

izations pay attention to the following:

● Orientation, training, and competency of health care

workers who are processing laboratory equipment,

devices, and supplies

● Levels of staffing and supervision of the health care

workers who are processing laboratory equipment,

devices, and supplies

● Standardization of process regardless of whether it is

centralized or decentralized

● Reinforcing the process (for example, the use of placards

which list the steps to be followed, according to manufac-

turer’s guidelines)

● Ongoing quality monitoring

Applicable to Long Term Care

Rationale for Standard IC.02.02.01

Residents are at risk of developing an infection from contact

with medical equipment, devices, or supplies while seeking

health services. Failure to properly clean, disinfect, or steril-

ize, and use or store, medical equipment, devices, and sup-

plies not only poses risks for the resident receiving health

services, but also carries the risk for person-to-person

spread of infections.

There are numerous steps involved in the cleaning, dis-

infecting, and sterilizing of medical equipment, devices, and

supplies. It is critical that health care workers follow stan-

dardized practices to minimize infection risks related to med-

ical equipment, devices, and supplies. In order to maintain a

reliable system for controlling this process, organizations pay

attention to the following:

● Orientation, training, and competency of health care

workers who are processing medical equipment, devices,

and supplies

● Levels of staffing and supervision of the health care

workers who are processing medical equipment, devices,

and supplies

● Standardization of process regardless of whether it is

centralized or decentralized

● Reinforcing the process (for example, the use of placards

which list the steps to be followed, according to manufac-

turer’s guidelines)

● Ongoing quality monitoring

Applicable to Home Care

Rationale for Standard IC.02.02.01

People are at risk of developing an infection from contact

with medical equipment, devices, or supplies while seeking

health services. Failure to properly clean or disinfect, and

use or store, medical equipment, devices, and supplies not

only poses risks for the person seeking health services, but

also carries the risk for person-to-person spread of infec-

tions.

Revisions to Standard IC.02.02.01 (continued)

Continued on page 6
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There are numerous steps involved in the cleaning and

disinfecting of medical equipment, devices, and supplies. It is

critical that health care workers follow standardized practices

to minimize infection risks related to medical equipment,

devices, and supplies. In order to maintain a reliable system

for controlling this process, organizations pay attention to the

following:

● Orientation, training, and competency of health care

workers who are processing medical equipment, devices,

and supplies

● Levels of staffing and supervision of the health care

workers who are processing medical equipment, devices,

and supplies

● Standardization of process regardless of whether it is

centralized or decentralized

● Reinforcing the process (for example, the use of placards

which list the steps to be followed, according to manufac-

turer’s guidelines)

● Ongoing quality monitoring

Elements of Performance for Standard IC.02.02.01

Applicable to Ambulatory Care, Critical Access

Hospitals, Home Health, Hospitals, Long Term Care, and

Office-Based Surgery

1 The [organization] implements infection prevention and

control activities when doing the following: Cleaning and

disinfecting performing low-level disinfection of medical

equipment, devices, and supplies.

Applicable to Ambulatory Care, Critical Access

Hospitals, Home Health, Hospitals, Office-Based Surgery

Note: Low-level disinfection is used for items such as
stethoscopes and blood glucose meters. Additional clean-
ing and disinfecting is required for medical equipment,
devices, and supplies used by patients/residents who are
isolated as part of implementing transmission-based pre-
cautions.
Footnote: For further information regarding cleaning and performing low-

level disinfection of medical equipment, devices, and supplies, refer to the

Web site of the Centers for Disease Control and Prevention (CDC) at

http://www.cdc.gov/ncidod/dhqp/sterile.html (Sterilization and Disinfection

in Healthcare Settings).

Applicable to Behavioral Health Care

1 The organization implements infection prevention and

control activities when doing the following: Cleaning and

disinfecting performing low-level disinfection of medical

supplies and devices.

Note: Low-level disinfection is used for items such as
blood glucose meters. Additional cleaning and disinfect-
ing is required for medical supplies and devices used by
individuals who require the use of other precautions in
addition to standard precautions. These “other precau-
tions” are also known as “transmission-based” precau-
tions.
Footnote: For further information regarding cleaning and performing low-

level disinfection of medical supplies, refer to the Web site of the Centers

for Disease Control and Prevention (CDC) at http://www.cdc.gov/ncidod/

dhqp/sterile.html (Sterilization and Disinfection in Healthcare Settings).

Applicable to Laboratories

1 The laboratory implements infection prevention and con-

trol activities when doing the following: Cleaning and dis-

infecting performing low-level disinfection of laboratory

equipment, devices, and supplies.

Note: Low-level disinfection is used for items such as
blood glucose meters. Additional cleaning and disinfect-
ing is required for laboratory equipment, devices, and
supplies used by patients who are isolated as part of
implementing transmission-based precautions.
Footnote: For further information regarding cleaning and performing low-

level disinfection of medical equipment, devices, and supplies, refer to the

Web site of the Centers for Disease Control and Prevention (CDC) at

http://www.cdc.gov/ncidod/dhqp/sterile.html (Sterilization and Disinfection

in Healthcare Settings).

Applicable to Ambulatory Care, Critical Access

Hospitals, Hospitals, Laboratories, Long Term Care, and

Office-Based Surgery

2 The [organization] implements infection prevention and

control activities when doing the following: Sterilizing

Performing intermediate and high-level disinfection and

sterilization of medical equipment, devices, and supplies.

(See also EC.02.04.03, EP 4)

Note: High-level disinfection is used for items such as
respiratory equipment and specula. Sterilization is used
for items such as implants and surgical instruments.
High-level disinfection may also be used if sterilization is
not possible, as is the case with flexible endoscopes.
Footnote: For further information regarding performing intermediate and

high-level disinfection of medical equipment, devices, and supplies, refer

to the Web site of the Centers for Disease Control and Prevention (CDC)

at http://www.cdc.gov/ncidod/dhqp/sterile.html (Sterilization and

Disinfection in Healthcare Settings).

Revisions to Standard IC.02.02.01 (continued)

Clarification: Reducing Infection Risks Associated with Medical Equipment, Devices,
and Supplies (continued)
Continued from page 5
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The Joint Commission’s Board of Commissioners
approved an amendment to the 2009 Survey Fee Schedule,
effective August 1, 2009, to include two survey events for
which a fee structure did not previously exist. These two
survey events are the Follow-up Survey related to a
Condition-level deficiency and an Onsite Evidence of
Standards Compliance (ESC).

The follow-up survey for Condition-level deficiency
applies to hospitals, home care, hospices, critical access
hospitals, and ambulatory surgery centers that use Joint
Commission accreditation for Medicare deeming purposes.
The new fee is set at the same level as Conditional
Accreditation follow-up surveys and special surveys:
$4,130 per surveyor day for the first day and $1,945 per
surveyor for the second and subsequent day(s).

An Onsite ESC event is conducted in any accredited
organization when Joint Commission leadership deter-
mines that standards compliance needs to be validated on
site. In these cases, the organization submits an electronic
ESC, and The Joint Commission schedules a survey to val-
idate the information in it. The Onsite ESC survey fee is
set at the same level as routine full survey rates, as shown
in the table on the right.

For pricing questions, please contact the Joint
Commission Pricing Unit at 630/792-5115 or 
pricingunit@jointcommission.org. P

Changes to the 2009 Survey Fee Schedule 

Onsite ESC Survey Rates
Effective August 1, 2009

Accreditation or Certification 

Program

First Day 

(per surveyor)

Second and

Subsequent Day 

(per surveyor)

Hospitals $2,500 $1,030

Long Term Care Medicare/Medicaid

Certification-Based Product 
2,065 810

Long Term Care – Freestanding 1,940 815

Long Term Care – Tailored 815 815

Critical Access Hospital 1,700 1,310

Behavioral Health Care 2,065 770

Behavioral Health Care – Integrated 770 770

Opioid Treatment/Methadone 2,010 750

Ambulatory Health Care –

Medical/Dental and Diagnostic
2,425 950

Ambulatory Health Care –

Surgical/Anesthesia
2,730 1,295

Ambulatory Care System 2,425 2,425

Office Based Surgery 3,050 955

Home Care 2,050 855

Home Care System 2,105 2,105

Home Care Deemed 1,700 1,700

Laboratory 2,050 770

Disease-Specific Care 3,000 1,315

Health Care Staffing Services 3,000 1,350

Inaccurate service applicability grids were included in the
2009 Update 1 for the Comprehensive Accreditation Manual
for Home Care (CAMHC), which published in June. To pro-
vide accurate information to customers immediately, The
Joint Commission posted all the 2009 home care standards,
elements of performance, and corrected service applicability
grids online at http://www.jointcommission.org/
AccreditationPrograms/HomeCare/Standards/ome_stds_
aug_09.htm.

Please note that the inaccurate service applicability grids
appeared only in the hard-copy Update 1 to the 2009
CAMHC. The Periodic Performance Review, E-dition, AMP
(Accreditation Manager Plus), and surveyor laptops were not
affected and have always contained accurate applicability
information. The posted home care applicability grids are in
effect through December 31, 2009.

Accurate applicability grids will be included in Update 2
for the 2009 CAMHC, which will publish in late October.
We regret the error and any inconvenience it has caused. P

Updated 2009 Home Care
Applicability Grids Now Online
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Effective October 1, 2009
APPLICABLE TO DEEMED STATUS AMBULATORY SURGICAL CENTERS

Surveyor Arrival & Preliminary Planning Session
Once the surveyor(s) arrives on site and staff has confirmed

the validity of the survey and the identity of the surveyor(s) via

its Joint Commission ConnectTM extranet, the ASC will need to

assemble specific documents for the surveyor(s) review during

the on-site visit. Because surveys are unannounced, organiza-

tions may want to gather these resources ahead of time and

keep them in a central location. A list of these documents can

be found online in the Survey Activity Guide and on the ASC’s

Joint Commission Connect extranet page. The following docu-

ments must also be made available for surveyors:

● Surgery schedules for each day of the survey

● A list of contracted services, if applicable

● List of surgeries from the past six months

● List of cases in the past 12 months, if any, where the

patient was transferred to a hospital or that patient died

(Note: the 12-month time frame for this data applies to all
ASCs, whether this is an initial or resurvey)

● Governance or governing body meeting minutes

● Documentation of the most recent performance evaluation

of contracted services, if applicable

● Documentation related to the allocation of resources (such

as personnel, information systems, data management, and

staff training) to support performance improvement activities

● Hospital transfer agreements, if applicable

● Policies and procedures for the following:

■ Availability and maintenance of emergency equipment

■ Medical records retention

■ Complaint and grievance process

■ Patient assessment prior to anesthesia and surgical

procedures

Orientation to the Organization
Additional topics to be discussed and explored during this sur-

vey activity will include the following:

● The ASC governing body’s legal responsibility for determin-

ing, implementing, and monitoring policies that govern

overall operations

● Operational management structure, including the delega-

tion of responsibility for nursing services, the infection pre-

vention and control program, and supervision of radiology

services

● Infection prevention and control guidelines used by the ASC

to develop and guide operational policies and procedures

● Hospital transfer process

Individual Tracer
Additional topics to be discussed and explored during this sur-

vey activity will include the following:

● Infection prevention and control procedures: Pre-surgical

history and physicals; orders for care, treatment, and serv-

ices; anesthesia recovery; and discharge, along with relat-

ed documentation

Official Publication of Joint Commission Survey Process

Survey Activity Changes for Deemed ASCs

The Centers for Medicare & Medicaid Services (CMS)
recently revised its survey procedures for ambulatory surgical
centers (ASCs). Effective October 1, 2009, The Joint
Commission will implement changes to the following survey
activity sessions to align with CMS requirements:

● Surveyor Arrival & Preliminary Planning
● Orientation to the Organization
● Individual Tracer
● Competence Assessment

● Environment of Care/Equipment
● System Tracers

These changes apply to those ASCs that use Joint
Commission accreditation for deemed status purposes.
The changes, summarized in the box below, will be included
in the 2010 edition of the Survey Activity Guide (found
online for accredited customers or initial applicants at
http://www.jointcommission.org/AccreditationPrograms/
AmbulatoryCare). P

Changes to Survey Activities for
Deemed Status Ambulatory Surgical
Centers

Continued on page 9
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Changes to Survey Activities for Deemed Status Ambulatory Surgical Centers (continued)
Continued from page 8

● The process(es) the ASC uses to provide patients with

information on patient rights, financial interest disclosure,

and advance directives (surveyors may ask to see, for

example, brochures and other printed matter or e-mail

messages used to notify patients in advance of the proce-

dure of their rights)

● Staff and patient awareness of the ASC’s complaint and

grievance resolution process

● Radiation hazards prevention and safety measures for staff

and patients

● Infection prevention and control, which may involve the

completion an infection control worksheet to evaluate and

document compliance with CMS requirements

Competence Assessment
This survey activity will include a more comprehensive and

detailed personnel file review to assess the ASC’s compliance

with its policies for evaluating staff qualifications and compe-

tencies and granting privileges to licensed independent practi-

tioners.

Environment of Care Session, Equipment, and
Emergency Management Session
Additional topics to be discussed and explored during this sur-

vey activity will include the following:

● The ASC’s emergency management plan* and how poten-

tial emergencies are identified

● How the emergency management plan coordinates with

the ASC’s community, county, or regional emergency man-

agement program

● Emergency management drills and critiques and related

documentation

System Tracers
Additional topics will be discussed and explored during Data

Management and Infection Control System Tracers specific to

ASCs seeking deemed status for components required by

Medicare.

Survey Activity Changes for Deemed ASCs (continued)

In September, The Joint Commission redesigned its Division of
Accreditation and Certification Operations to allow account
representatives to specialize in a specific accreditation program
and to thereby provide superior customer service to Joint
Commission–accredited and –certified organizations. With this
redesign, the “account representative” title has changed to
“account executive” to recognize the importance of the role.

The redesign will enhance customer support and services
throughout the accreditation and certification process by
establishing and retaining a primary point of contact for the
accredited organization or certified program. To provide
more comprehensive support to each organization, the pri-
mary account executives are now teamed with program-spe-
cific standards interpretation professionals and field directors.
This will improve the timeliness and thoroughness of
responses to questions about the accreditation process. (Note:
Questions about standards and National Patient Safety Goals
should still be made through the online submission form

found at http://www.jointcommission.org/Standards/
OnlineQuestionForm or by calling 630/792-5900, option 6.)

How Does This Affect Your
Organization?

The Joint Commission has reassigned some account exec-
utives to different organizations. Depending on the complexi-
ty of your organization, you could have additional supporting
account executives assigned for laboratory accreditation or for
disease-specific care or health care staffing services certification
to provide expert knowledge for those unique programs.

If your organization is accredited or certified, The Joint
Commission informed you of your new account executive’s
name and contact information in September. This informa-
tion can also be found on the landing page of your Joint
Commission ConnectTM site. If you have any questions or con-
cerns about the transition, please contact your new account
executive at his or her direct extension. P

A New Model for Customer Service at
The Joint Commission

* ASCs are required to have a written emergency management
plan, even if they plan only to shut down services and close 
during an emergency.



Safety should be rooted in the culture and the system of a
health care organization. A new Joint Commission Sentinel
Event Alert issued in August urges health care leaders to increase
efforts to prevent errors by taking the zero-defect approach used
in other high-risk industries such as aviation and nuclear ener-
gy. The Joint Commission advocates greater involvement of
health care trustees, executives, and physician leaders, contend-
ing that the overall safety and effectiveness of a health care facil-
ity depends on administrative and clinical leaders who set the
tone, create the culture, and drive improvements.

“Health care leaders are directly responsible for establish-
ing a culture of safety,” says Mark R. Chassin, M.D., M.P.P.,
M.P.H., president, The Joint Commission. “This Alert pro-
vides leaders with concrete strategies for demonstrating a
commitment to safety and to improving patient outcomes.”

To improve patient safety, The Joint Commission’s
Sentinel Event Alert recommends that the governing body, chief
executive officer, senior managers, and medical staff leaders
take a series of 14 specific steps, including the following:

● Define and establish an organizationwide safety culture
that includes a code of conduct for all employees.

● Institute an organizationwide policy of transparency
that sheds light on all adverse events and patient safety
issues.

● Make the organization’s overall safety performance a
key, measurable part of the evaluation of the CEO and
all leadership.

● Ensure that caregivers involved in adverse events that
result in unintentional patient harm receive attention
that is just, respectful, compassionate, supportive, and
timely.

● Create and communicate a policy that defines behav-
iors that are to be referred for disciplinary action and a
time frame for that action to take place.

● Regularly monitor and analyze adverse events and close
calls quantitatively and communicate findings and rec-
ommendations to leadership, the board and staff. 

● Regularly hold open discussions to develop a true,
unvarnished view of the safety risks and barriers to
safety facing patients and staff. 

● Make a visible commitment of time and money to
improve the systems and processes needed to defend
against hazards and minimize unsafe acts. 

● Establish partnerships with physicians and align their

incentives to improving safety and using evidence-
based medicine. 

● Add a human element to safety improvement by 
having patients communicate their experiences and
perceptions to leadership.

● When planning and implementing safety improvements,
use the expertise of front-line staff who understand the
risks to patients and how processes really work.

● Regularly measure leadership’s commitment to safety
using climate surveys and upward appraisal techniques
(in which staff review or appraise their managers and
leaders). 

● Ask managers about the safety issues they encounter,
how they were handled, and the impact their actions
had on reducing unsafe conditions. 

● Reward and recognize staff whose efforts contribute to
safety.

In addition to specific recommendations contained in the
Alert, The Joint Commission urges health care organizations to
use its Leadership standards to improve patient safety, which
require organization leaders to create a culture of safety and to
provide the resources necessary for patient safety. The standards
also cover reporting systems for adverse events and near misses
and the design of processes to support safety.

The Joint Commission revised the Alert shortly after its
release. The original August 27 release stated (under the sec-
tion “Appropriate evaluation of adverse events and disci-
pline”) that “large errors are considered for disciplinary
action.” After additional consideration, that language now
has been clarified with discussion of separating blameless acts
and those blameworthy acts that require disciplinary action.

The emphasis on leadership in promoting greater patient
safety is the most recent of a series of Alerts issued by The
Joint Commission. Much of the information and guidance in
these Alerts is drawn from the Joint Commission’s Sentinel
Event Database, one of the nation’s most comprehensive vol-
untary reporting systems for serious adverse events in health
care. The database includes detailed information about both
adverse events and their underlying causes.

Sentinel Event Alert Issue 43 can be found on The Joint
Commission Web site at http://www.jointcommission.org/
SentinelEvents/SentinelEventAlert, along with previously
released Alerts. P

SENTINEL EVENT ALERT:
Leadership Committed to Safety
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Dear Colleague,
The Medicare Improvements for Patients and Providers Act of 2008 requires all

accrediting bodies to complete a formal application process so that their accredited hos-
pitals will be recognized for Medicare “deemed status.” Since August 2008, The Joint
Commission has been working with the Centers for Medicare & Medicaid Services
(CMS) to understand its expectations for continuing our hospital deeming authority. In
February 2009, The Joint Commission submitted its application for renewing our hos-
pital deeming authority to CMS.

As part of CMS’ traditional deeming application review process, Joint Commission
staff developed a crosswalk between the Medicare Hospital Conditions of Participation
(COPs) and The Joint Commission hospital standards; developed computer-based tech-
nology to help our surveyors determine the manner and degree of noncompliance with
the COPs; and participated in CMS’ evaluation of our survey processes, surveyor train-
ing programs, and Joint Commission Central Office policies and procedures. Any iden-
tified issues have been resolved as part of this review.

On March 26, 2009, The Joint Commission provided the field with changes in its
standards and elements of performance that more closely align our requirements with
those of CMS to the degree of specificity requested by CMS. Effective July 1, 2009, we
implemented those changes in the Joint Commission’s survey process and information
systems.

This issue of Joint Commission Perspectives includes a special section that summarizes
the changes in the relevant requirements, survey process, and policies or procedures that
have been completed as part of the deeming application review process since March
2009. While the majority of these changes are effective immediately, several changes will
be effective July 15, 2010, as noted in the following articles.

We appreciate that this has been a year of significant change for our hospital cus-
tomers as we incorporated specific CMS COPs into the Joint Commission standards.
We thank you for your patience with the frequent updates. We know that it is very
important to communicate these changes promptly and answer any questions our cus-
tomers may have. Please feel free to contact us if we can be of any assistance.

Sincerely,

Ann Scott Blouin, Ph.D., R.N.
Executive Vice President, Accreditation and Certification Operations
The Joint Commission

SPECIAL SECTION: CMS Update

Ann Scott Blouin, Ph.D., R.N.

A Message from Ann Scott Blouin, Executive Vice
President, Accreditation and Certification
Operations



Effective July 1, 2009, for organizations that use Joint
Commission accreditation for deemed status purposes,
The Joint Commission modified the Accreditation Survey
Findings Report to include both Joint Commission and
Medicare requirements identified as being less than fully
compliant at the time of survey. Crosswalks of the Joint
Commission’s requirements to Medicare Conditions of
Participation (COPs) have been developed and are easily
viewed in the new report format.

The accreditation decision report now includes a
“Summary of CMS Findings” section, as shown in the exam-
ple in Figure 1 on page 13. This summary provides, at a
glance, crosswalks of noncompliant Medicare requirements to
corresponding Joint Commission standards and elements of
performance (EPs) that were found less than fully compliant.
The report also identifies the deficiency level for each non-
compliant Medicare requirement (Condition or Standard).

The “Joint Commission Findings” section of the report
(shown in the example in Figure 2 on page 13) now includes
the Medicare Condition and Standard numbers, tags, and
text for the CMS requirements that crosswalk to the Joint
Commission EPs that are identified as being less than fully
compliant.

For all surveyed organizations, including those not
using Joint Commission accreditation for deemed status pur-
poses, the “Joint Commission Findings” section of the

Accreditation Survey Findings Report has also been modified
to include the level of criticality (Situational Decision Rules –
2; Direct Impact – 3; Indirect Impact – 4) for all EPs identi-
fied as partially compliant or insufficiently compliant. In
addition, Joint Commission EPs which were initially identi-
fied as less-than-fully compliant but were corrected before the
conclusion of the survey are now designated as Observed but
Corrected on Site (OCO).

Faster Posting of Final Report
Since July 2009, The Joint Commission has been posting

the Accreditation Survey Findings Report to all surveyed
organizations’ secure extranet site on Joint Commission
ConnectTM within 10 business days of completing a survey.

Through the use of Lean Six Sigma and Robust Process
ImprovementTM tools, The Joint Commission identified sev-
eral improvements to the early post-survey process which
enables the survey report to be posted in a timely manner.
This improvement also aligns with a CMS requirement to
post survey reports during that time frame for organizations
participating in the deemed status survey option. Once the
survey report is posted, the organization has 10 business days
to begin Evidence of Standards Compliance (ESC) clarifica-
tion process. Organizations still have 45 and/or 60 days to
submit their corrective ESC responses. P

Changes in Content, Format, and
Posting of the Accreditation Survey
Findings Report

12 http://www.jointcommission.orgThe Joint Commission Perspectives October 2009

Continued on page 13

The Joint Commission conducts an extension survey when
an accredited organization acquires a new service, program,
or site for which The Joint Commission has standards.
Extension surveys are done to ensure that the accreditation
decision previously awarded to the organization is still appro-
priate under changed conditions.

Effective immediately, if an organization uses Joint
Commission accreditation for deemed status purposes, an
extension survey will be conducted within six months of the

acquisition of a new service, program, or site. In addition,
the results of the extension survey for these organizations will
immediately affect the accreditation status of the acquiring
organization. This clarifies the article “Approved: An
Extension for Extension Surveys,” published in the May
2009 issue of Perspectives (page 8), which applies to organiza-
tions that do not use Joint Commission accreditation for
deemed status purposes. P

CLARIFICATION: Conducting
Extension Surveys
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Figure 1. Example Summary of CMS Findings

Figure 2. Example Joint Commission Findings



As reported in the September 2009 issue of Perspectives (page
3), The Joint Commission is aligning its accreditation awards
with the Centers for Medicare & Medicaid Services (CMS)
Certification Numbers (CCNs) for accredited hospitals
seeking deemed status. This policy has been in place since
2008 for new Joint Commission hospital applicants. CMS
assigns a CCN to a hospital or group of hospitals based on
the definition of hospital in subsection (e) of section 1861[42
U.S.C.1395x] of the Social Security Act. The vast majority of
currently Joint Commission-accredited hospitals are accredit-
ed in accordance with their CCNs; therefore, there will not
be any change to the way they have been accredited, includ-
ing those of the Departments of Defense and Veterans
Affairs. For approximately 300 hospitals that have not been
accredited in accordance with their CCNs, The Joint
Commission will be contacting each affected hospital on a
one-to-one basis to discuss how to realign their accreditation
award in accordance with their CCN by the effective date of

July 15, 2010.
Historically, the CCN (formerly called a Medicare

Provider Number) of a hospital or group of hospitals did not
factor into determining eligibility for Joint Commission
accreditation. In most cases, a hospital accreditation award
for a single organization could be composed of two or more
hospitals (“a system”), each with a separate CCN or sharing a
single CCN. Less commonly, a hospital with a single CCN
could be composed of multiple organizations, each currently
surveyed and accredited as a separate organization by The
Joint Commission. CCN numbers are awarded based on
whether the entities have one integrated medical staff and
governing body or whether entities operate independently of
each other.

For the affected hospitals that are part of a system, the
individual hospitals’ surveys could be conducted concurrently
after the survey of shared functions, or each hospital survey
could be conducted independently of each other. P

Hospital Accreditation Award Aligned
with CMS Certification Number
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After an accreditation survey report is posted to an organiza-
tion’s secure extranet site, Joint Commission ConnectTM, the
organization must submit Evidence of Standards Compliance
(ESC) to demonstrate how it has corrected the issue(s) iden-
tified during the on-site survey as a Requirement(s) for
Improvement. A change has been made as to how all accred-
ited organizations should complete the online ESC tool.

Effective immediately, in the first section of the ESC,
titled “WHO,” the organization must now indicate the title
of the person who is responsible for implementing the correc-
tive action. If the organization indicates a committee, it must
also list the title of the accountable person on the committee.

For example, if the organization identifies the “Performance
Improvement Committee,” it must indicate the title of who
on that committee is ultimately responsible, such as “Chair,
Performance Improvement Committee.”

In addition, if the organization indicates the develop-
ment or revision of a policy, procedure, or process is the cor-
rective action, the organization must identify in the WHO
section on the ESC the title of the person who has approved
the policy, procedure, or process along with the title(s) of
those trained to use the new action.

Please contact your account executive if you have any
questions while completing your ESC. P

Revision to the ESC Tool on
Secure Extranet



For hospitals that use Joint Commission accreditation for
deemed status purposes, The Joint Commission will now
issue a Medicare recommendation letter in addition to the
official accreditation award letter. The Joint Commission uses
the Medicare recommendation letter to inform CMS that a
new or existing Medicare provider has participated in a
deemed status survey and that The Joint Commission is mak-
ing a recommendation regarding Medicare certification as a
result. The letter includes information on the dates of the
survey, the outcome of the survey, the effective date of

accreditation, and the locations included in the scope of the
accreditation survey. 

The Joint Commission provides a copy of the letter to
the CMS central office and appropriate regional office. The
regional office then makes the final determination regarding
the Medicare participation and the effective date of participa-
tion in accordance with the regulations at 42 CFR 489.13. A
sample of the Medicare recommendation letter is provided in
the figure below. P

New Medicare Certification
Recommendation Letter
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Figure. Sample Medicare Certification Recommendation Letter



The Centers for Medicare & Medicaid Services (CMS)
required The Joint Commission to add specificity to its stan-
dards as a way to demonstrate equivalency with the Medicare
hospital requirements. To accomplish this, The Joint
Commission created new elements of performance (EPs) and
revised others, publishing its first draft of those changes
online in January 2009 (see February 2009 Perspectives, p. 3).
The Joint Commission communicated an updated version of
the changes in a second Web posting in March 2009 and via
Perspectives (see April 2009 Perspectives, p. 6). The changes,
implemented in July 2009, significantly reduced the original
number of new or revised EPs.

CMS has continued to conduct its technical standards
review as part of the deeming application process since that
time. During this review, we have made additional minor
revisions to EPs and created some new EPs that will clarify or
meet the specificity of some Medicare requirements. The
majority of revisions are minor editorial changes that include
adding notes to standards and EPs to further clarify the
intent of requirements. More substantive changes are shown
in the box below and on page 17. The full text of all changes,
including minor editorial revisions, will be available on The
Joint Commission Web site at http://www.jointcommission
.org/AccreditationPrograms/Hospitals.

Credentialing and Privileging 
by Proxy and Telemedicine

While revisions to telemedicine standards (shown in the
box on pages 18 and 19) have been made at this time, The
Joint Commission continues to engage CMS and members of
Congress regarding the issue of credentialing and privileging
by proxy as it relates to telemedicine providers and users. The
Joint Commission believes that there would be an adverse
effect on the access to some telehealth services if organiza-
tions are not allowed to comply with the current Joint
Commission requirements addressing credentialing and privi-
leging by proxy. Further, the CMS requirements will likely
place an undue burden on many organizations without
improving the quality of services and the effectiveness of the
credentialing and privileging processes or their accountability.

There is no final agreement or change to federal regula-
tion at this time; therefore, The Joint Commission must sur-
vey to the current Medicare requirements regarding creden-
tialing and privileging. The revisions have been made to facil-
itate this change and will be implemented July 15, 2010.

For more information on credentialing and privileging
by proxy, see the introduction to Standard MS.13.01.01
titled “Telemedicine” in the Comprehensive Accreditation
Manual for Hospitals: The Official Handbook (CAMH). P

ACCEPTED: New and Revised Hospital
Elements of Performance Related to
CMS Application Process
Requirements Effective January 1, 2010 and July 15, 2010
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APPLICABLE TO HOSPITALS SEEKING DEEMED STATUS

Effective January 1, 2010 
or July 15, 2010 as noted

New Elements of Performance for
Implementation January 1, 2010

EC.02.04.03, EP 14—For hospitals that use Joint

Commission accreditation for deemed status purposes:

Qualified hospital staff inspect, test, and calibrate nuclear

medicine equipment annually. The dates of these activities

are documented.

HR.01.01.01, EP 28 —For hospitals that use Joint

Commission accreditation for deemed status purposes: A full-

time, part-time, or consulting pharmacist develops, supervis-

es, and coordinates all the activities of the pharmacy depart-

ment or pharmacy services.

LD.04.01.05, EP 9—For hospitals that use Joint Commission

accreditation for deemed status purposes: The anesthesia

service is responsible for all anesthesia administered in the

hospital.

Official Publication of Joint Commission Requirements

Revised Hospital Requirements

Continued on page 18
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MS.03.01.01, EP 16—For hospitals that use Joint

Commission accreditation for deemed status purposes: The

medical staff determines the qualifications of the radiology

staff who use equipment and administer procedures.

MS.03.01.01, EP 17—For hospitals that use Joint

Commission accreditation for deemed status purposes: The

medical staff approves the nuclear services director’s specifi-

cations for the qualifications, training, functions, and respon-

sibilities of the nuclear medicine staff.

PC.03.01.01, EP 10—For hospitals that use Joint

Commission accreditation for deemed status purposes: In

accordance with the hospital’s policy and state scope of

practice laws, anesthesia is administered only by the follow-

ing individuals:

● An anesthesiologist

● A doctor of medicine or osteopathy other than an

anesthesiologist

● A doctor of dental surgery or dental medicine

● A doctor of podiatric medicine

● A certified registered nurse anesthetist (CRNA) super-

vised by the operating practitioner except as provided

in 42 CFR 482.52(c) regarding the state exemption

for this supervision

● An anesthesiologist’s assistant supervised by an

anesthesiologist

● A supervised trainee in an approved educational pro-

gram

Note 1: In accordance with 42 CFR 413.85(e), an
approved nursing and allied health education program is
a planned program of study that is licensed by state law,
or if licensing is not required, is accredited by a recog-
nized national professional organization. Such national
accrediting bodies include, but are not limited to, the
Commission on Accreditation of Allied Health Education
Programs and the National League of Nursing Accrediting
Commission.
Note 2: “Anesthesiologist assistant” is defined in 42 CFR
410.69(b).
Footnote: The CoP at 42 CFR 482.52(c) for state exemption states: A

hospital may be exempted from the requirement for doctor of medicine or

osteopathy supervision of CRNAs if the state in which the hospital is

located submits a letter to the Centers for Medicare & Medicaid Services

(CMS) signed by the governor, following consultation with the state’s

Boards of Medicine and Nursing, requesting exemption from doctor of

medicine or osteopathy supervision for CRNAs. The letter from the gover-

nor attests that he or she has consulted with the state Boards of Medicine

and Nursing about issues related to access to and the quality of anesthe-

sia services in the state and has concluded that it is in the best interests

of the state’s citizens to opt out of the current doctor of medicine or

osteopathy supervision requirement, and that the opt-out is consistent

with state law. The request for exemption and recognition of state laws

and the withdrawal of the request may be submitted at any time and are

effective upon submission.

RI.01.07.01, EP 18—For hospitals that use Joint

Commission accreditation for deemed status purposes: In its

resolution of complaints, the hospital provides the individual

with a written notice of its decision, which contains the fol-

lowing:

● The name of the hospital contact person

● The steps taken on behalf of the individual to investi-

gate the complaint

● The results of the process

● The date of completion of the complaint process

Revised Elements of Performance for
Implementation January 1, 2010

LD.04.04.05, EP 13—At least once a year, the hospital pro-

vides governance with written reports on the following:

● All system or process failures

● The number and type of sentinel events

● Whether the patients and the families were informed

of the event

● All actions taken to improve safety, both proactively

and in response to actual occurrences

● For hospitals that use Joint Commission accreditation

for deemed status purposes: The determined number

of distinct improvement projects to be conducted

annually

PI.01.01.01, EP 2—The leaders identify the frequency for

data collection.

Note: For hospitals that use Joint Commission accredita-
tion for deemed status purposes: The leaders that specify
the frequency and detail of data collection is the govern-
ing body.

New Element of Performance for 
Implementation July 15, 2010

LD.01.05.01, EP 8—For hospitals that use Joint Commission

accreditation for deemed status purposes: There is a single

organized medical staff.

Revised Hospital Requirements (continued)



18 http://www.jointcommission.orgThe Joint Commission Perspectives October 2009

APPLICABLE TO HOSPITALS SEEKING DEEMED STATUS

Effective July, 15 2010

LD.04.03.09, EP 4—Leaders monitor contracted services by

establishing expectations for the performance of the contract-

ed services.

Note 1: For hospitals that do not use Joint Commission
accreditation for deemed status purposes: When the hos-
pital contracts with another accredited organization for
patient care, treatment, and services to be provided off
site, it can do the following:
● Verify that all licensed independent practitioners who

will be providing patient care, treatment, and services
have appropriate privileges by obtaining, for example,
a copy of the list of privileges.

● Specify in the written agreement that the contracted
organization will ensure that all contracted services
provided by licensed independent practitioners will be
within the scope of their privileges.

Note 2: For hospitals that use Joint Commission accredi-
tation for deemed status purposes: The leaders who
monitor the contracted services are the governing body.
All licensed independent practitioners who are responsi-
ble for the patient’s care, treatment, and services via a
telemedicine link are credentialed and privileged to do so
at the originating site. (See also MS.13.01.01, EP 1;

LD.04.03.09, EP 9)

LD.04.03.09, EP 9—For hospitals that do not use Joint

Commission accreditation for deemed status purposes:

When using the services of licensed independent practition-

ers from a Joint Commission accredited ambulatory care

organization through a telemedical link for interpretive servic-

es, the hospital accepts the credentialing and privileging

decisions of a Joint Commission accredited ambulatory

provider only after confirming that those decisions are made

using the process described in MS.06.01.03 through

MS.06.01.07, excluding MS.06.01.03, EP 2. (See also
MS.13.01.01, EP 1)

Note: For hospitals that use Joint Commission accredita-
tion for deemed status purposes: All licensed independ-
ent practitioners who are responsible for the patient’s

care, treatment, and services via a telemedicine link are
credentialed and privileged to do so at the originating
site. (See also MS.13.01.01, EP 1 and LD.04.03.09, EP

4)

MS.13.01.01, EP 1—For hospitals that use Joint Commission

accreditation for deemed status purposes: All licensed inde-

pendent practitioners who are responsible for the patient’s

care, treatment, and services via a telemedicine link are cre-

dentialed and privileged to do so at the originating site,

according to standards MS.06.01.03 through MS.06.01.13.

Note: If the distant site is a Medicare-participating hospi-
tal, the originating site's medical staff may use a copy of
the distant site's credentialing packet for privileging pur-
poses. This packet includes a list of all privileges granted
to the licensed independent practitioner by the distant
site and an attestation signed by the distant site indicat-
ing that the packet is complete, accurate, and up to date.

For hospitals that do not use Joint Commission
accreditation for deemed status purposes: All licensed
independent practitioners who are responsible for the
patient’s care, treatment, and services via telemedicine
link are credentialed and privileged to do so at the origi-
nating site through one of the following mechanisms:
● The originating site fully privileges and credentials the

practitioner according to Standards MS.06.01.03
through MS.06.01.13.

● The originating site privileges practitioners using 
credentialing information from the distant site if the
distant site is a Joint Commission–accredited organi-
zation.
or

● The originating site uses the credentialing and privi-
leging decision from the distant site to make a final
privileging decision if all the following requirements
are met:
1. The distant site is a Joint Commission–accredited

hospital or ambulatory care organization.
2. The practitioner is privileged at the distant site for

those services to be provided at the originating
site.

Official Publication of Joint Commission Requirements

Revised Hospital Requirements for
Telemedicine

Accepted: New and Revised Hospital EPs Related to CMS Application Process (continued)
Continued from page 17

Continued on page 19
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3. The originating site has evidence of an internal
review of the practitioner’s performance of these
privileges and sends to the distant site information
that is useful to assess the practitioner’s quality of
care, treatment, and services for use in privileging
and performance improvement. At a minimum, this
information includes all adverse outcomes related
to sentinel events considered reviewable by The
Joint Commission that result from the telemedicine
services provided; and complaints about the distant
site licensed independent practitioner from patients,
licensed independent practitioners, or staff at the
originating site. (See also LD.04.03.09, EP 9)

Note 1: This occurs in a way consistent with any hospi-
tal policies or procedures intended to preserve any con-
fidentiality or privilege of information established by

applicable law.

Note 2: In the case of an accredited ambulatory care
organization, the hospital must verify that the distant site
made its decision using the process described in
Standards MS.06.01.03 through MS.06.01.07 (excluding
EP 2 from MS.06.01.03). This is equivalent to meeting
Standard HR.02.01.03 in the Comprehensive

Accreditation Manual for Ambulatory Care.

Note 3: A sentinel event is an unexpected occurrence
involving death or serious physical or psychological
injury, or the risk thereof. Serious injury specifically
includes loss of limb or function. The phrase “or the risk
thereof” includes any process variation for which a recur-
rence would carry a significant chance of a serious
adverse outcome. See the Sentinel Events (SE) chapter
for additional information.

Revised Hospital Requirements for Telemedicine (continued)

Organizations undergoing their initial Joint Commission sur-
vey* must have a sufficient number of inpatient records for
review to adequately determine compliance with accredita-
tion requirements. This can include both closed records from
discharged patients and open records for current inpatients at
the time of survey. Effective immediately, for 
general acute care hospitals that use Joint Commission
accreditation for deemed status purposes to be eligible for
an initial survey, the number of records must equal 10% of
the average daily census but not fewer than 30 inpatient
records. For small general hospitals with an average daily cen-
sus of 20 patients or fewer, the sample should not be fewer
than 20 inpatient records, provided the number of records is
adequate to determine compliance. This does not apply to

surgical or other specialty hospitals. There is no change to the
requirement that at least one inpatient must be in active
treatment during the survey.

Medical Record Review During
Medicare Certification Surveys

Currently, during a Medicare certification survey, Joint
Commission surveyors will review this same number of med-
ical records, that is, 10% of the ADC or a minimum of 30
inpatient records or 20 for small general acute care hospitals
(but not for surgical or other specialty hospitals). This
requirement is normally met through individual patient trac-
ers and systems tracers such as Infection Control and
Medication Management. This survey process will not
change, but hospitals seeking deemed status should be aware
that surveyors may ask to review additional open and closed
records while surveying a particular issue if they have not met
this minimum number of records reviewed during tracers. P

Number of Inpatient Records
Required for Initial Survey and
Onsite Review

* An “initial survey” is an accreditation survey of a health care organ-
ization not previously accredited by The Joint Commission (or that
has not been accredited/certified by The Joint Commission in at
least four months), or an accreditation survey of an organization per-
formed without reference to any prior survey findings.

Accepted: New and Revised Hospital EPs Related to CMS Application Process (continued)
Continued from page 18



necessary to “spotlight” the issue in the NPSGs. The improve-
ments, similar to the Standards Improvement Initiative, are
intended to clarify language and ensure relevancy to the settings
in which they apply.

The Joint Commission did not include the medication
reconciliation goal (NPSG 8) in these changes because it is
still being evaluated and refined. Early this year, The Joint
Commission suspended the scoring (although not the evalua-
tion) of NPSG 8 during the on-site survey. Survey findings
on this goal are not factored into organizations’ accreditation
decisions nor are Requirements for Improvement generated
(see March 2009 Perspectives, page 1). The Joint Commission
conducted research on NPSG 8 this summer, including liter-
ature reviews, focus groups, and interviews with experts (see
April 2009 Perspectives, page 1) and expects to send a revised
version of the NPSG available to field review in early 2010
and for approval by the Standards and Survey Procedures

Committee in spring 2010.
In addition, disease-specific care (DSC) certification will

no longer have its own set of NPSGs because of the recent deci-
sion to limit DSC certification to programs in Joint
Commission–accredited organizations only (see August 2009
Perspectives, page 3). The parent organizations of DSC programs
will be responsible for making sure that the DSC program
meets applicable NPSGs.

Finally, while no new 2010 NPSGs have been developed,
on January 1, 2010, organizations will be expected to have fully
implemented the requirements for NPSG.07.03.01 through
NPSG.07.05.01 related to health care–associated infections
(introduced incrementally in 2009). Also, NPSG.07.04.01 on
central line infections was inadvertently left out in the 2009
Comprehensive Accreditation Manual for Long Term Care as
being applicable to Medicare-certified long term care organiza-
tions. That goal will be effective for these organizations on 
July 1, 2010. P
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Changes to the 2010 National Patient Safety Goals (continued)

*

Abbreviations: AHC, ambulatory health care; BHC, behavioral health care; CAH, critical access hospital; HAP, hospital;

LAB, laboratory; LTC, long term care; LT2, Medicaid/Medicare Certification–based long term care; OME, home care

Key: NPSG, retained in the goals; Delete, redundant or non-essential; Move, relocate to standards

* Effective July 1, 2010, for Medicaid/Medicare Certification–based long term care.
† This goal is not in effect at this time.
‡ See article on page 3 of this issue for more information on the changes to the Universal Protocol for Preventing Wrong Site, Wrong
Procedure, and Wrong Person SurgeryTM.

‡

†
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Approved: 2010 National Patient Safety Goals (continued)
Continued from page 21

ABBREVIATION KEY: APPLIES TO AMBULATORY CARE (AHC), 

BEHAVIORAL HEALTH CARE (BHC), CRITICAL ACCESS 

HOSPITAL (CAH), HOME CARE (OME), HOSPITAL (HAP), 

LABORATORY (LAB), LONG TERM CARE (LTC), MEDICARE/

MEDICAID CERTIFICATION–BASED LONG TERM CARE (LT2), 

AND OFFICE-BASED SURGERY (OBS)

Goal 1: Improve the accuracy of [patient]
identification. [AHC, BHC, CAH, HAP, LAB, LTC, LT2,
OBS, OME]

NPSG.01.01.01 [AHC, BHC, CAH, HAP, LAB, LTC, LT2,

OBS, OME]

Use at least two [patient] identifiers when providing [care, treat-

ment, and services].

[BHC: Note: Treatments covered by this goal include high-risk
interventions and certain high risk medications (for example,
methadone). In some settings, use of visual recognition as an
identifier is acceptable. Such settings include those that regular-
ly serve an individual (for example, therapy) or serve only a few
individuals (for example, a group home). These are settings in
which the individual stays for an extended period of time, staff
and populations served are stable, and individuals receiving
care are well-known to staff.]
[LTC, LT2: Note: At the first encounter, the requirement for two
identifiers is appropriate; thereafter, and in any situation of con-
tinuing one-on-one care in which the clinician knows the resi-
dent, one identifier can be facial recognition.]
[OME: Note: In the home care setting, patient identification is
less prone to error than in other settings. At the first encounter,
the requirement for two identifiers is appropriate; thereafter, and
in any situation of continuing one-on-one care in which the clini-
cian "knows" the patient, one of the identifiers can be facial
recognition. In the home, the correct address is also confirmed.
The patient’s confirmed address is an acceptable identifier
when used in conjunction with another individual-specific identi-
fier.]

Rationale for NPSG.01.01.01 [AHC, BHC, CAH, HAP, LAB,

LTC, LT2, OBS, OME]

[AHC, CAH, HAP, LAB, LTC, LT2, OBS, OME: Wrong-[patient]

errors occur in virtually all stages of diagnosis and treatment.]

[BHC: Errors involved in misidentification of the individual

served can occur in virtually all stages of diagnosis and treat-

ment.] The intent for this goal is two-fold: first, to reliably identify

the individual as the person for whom the service or treatment

is intended; second, to match the service or treatment to that

individual. Acceptable identifiers may be the individual’s name,

an assigned identification number, telephone number, or other

person-specific identifier.

Elements of Performance for NPSG.01.01.01

C 1. [AHC, CAH, HAP, LAB, LTC, LT2, OBS, OME] Use at

least two [patient] identifiers when administering [AHC,

CAH, HAP, LTC, LT2, OBS, OME: medications,] [AHC,

CAH, HAP, LAB, OBS, OME: blood, or blood compo-

nents;] when collecting blood samples and other speci-

mens for clinical testing; and when providing [LAB: other]

treatments or procedures. [AHC, CAH, HAP, LTC, LT2,

OBS: The [patient]’s room number or physical location is

not used as an identifier.] [AHC, CAH, HAP, OBS: (See
also [AHC, CAH, HAP, LTC: MM.05.01.09, EPs 8 and

11;] NPSG.01.03.01, EP 1)] �

[BHC] Use at least two identifiers of the individual served

when administering medications or collecting specimens

for clinical testing. The room number or physical location

of the individual served is not used as an identifier. (See
also MM.05.01.09, EPs 8 and 11) �

[LAB: Note: An example of “other procedures” includes
bone marrow aspirates.]

A 2. [AHC, BHC, CAH, HAP, LAB, LTC, LT2, OBS, OME]

Label containers used for [AHC, CAH, HAP, LAB, OBS,

OME: blood and other] specimens in the presence of the

[patient]. [AHC, CAH, HAP, OBS: (See also
NPSG.01.03.01, EP 1)]

NPSG.01.03.01 [AHC, CAH, HAP, OBS]

Eliminate transfusion errors related to [patient] misidentification.

Elements of Performance for NPSG.01.03.01

A 1. [AHC, CAH, HAP, OBS] Before initiating a blood or blood

component transfusion:
● Match the blood or blood component to the order.
● Match the [patient] to the blood or blood component.
● Use a two-person verification process. 

(See also NPSG.01.01.01, EPs 1 and 2) 

Note: If two individuals are not available, an automated
identification technology (for example, bar coding) may be
used in place of one of the individuals.

A 2. [AHC, CAH, HAP, OBS] When using a two-person verifi-

cation process, one individual conducting the identification

verification is the qualified transfusionist who will adminis-

ter the blood or blood component to the [patient]. 

A 3. [AHC, CAH, HAP, OBS] When using a two-person verifi-

cation process, the second individual conducting the iden-

Official Publication of NPSGs
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tification verification is qualified to participate in the

process, as determined by the [organization]. 

Goal 2: Improve the effectiveness of commu-
nication among caregivers. [CAH, HAP, LAB]

NPSG.02.03.01 [CAH, HAP, LAB]

Report critical results of tests and diagnostic procedures on a

timely basis.

Rationale for NPSG.02.03.01 [CAH, HAP, LAB]

Critical results of tests and diagnostic procedures fall significant-

ly outside the normal range and may indicate a life-threatening

situation. The objective is to provide the responsible licensed

caregiver these results within an established time frame so that

the [patient] can be promptly treated.

Elements of Performance for NPSG.02.03.01

A 1. [CAH, HAP, LAB] � [LAB: Collaborate with organization

leaders to develop] [CAH, HAP: Develop] written proce-

dures for managing the critical results of tests and diag-

nostic procedures that address the following:
● The definition of critical results of tests and diagnostic

procedures
● By whom and to whom critical results of tests and

diagnostic procedures are reported
● The acceptable length of time between the availability

and reporting of critical results of tests and diagnostic

procedures

A 2. [CAH, HAP, LAB] Implement the procedures for manag-

ing the critical results of tests and diagnostic procedures.

A 3. [CAH, HAP, LAB] Evaluate the timeliness of reporting the

critical results of tests and diagnostic procedures.

Goal 3: Improve the safety of using 
medications. [AHC, CAH, HAP, LTC, LT2, OBS]

NPSG.03.04.01 [AHC, CAH, HAP, OBS]

Label all medications, medication containers, and other solu-

tions on and off the sterile field in perioperative and other proce-

dural settings.

Note: Medication containers include syringes, medicine cups,
and basins.

Rationale for NPSG.03.04.01 [AHC, CAH, HAP, OBS]

Medications or other solutions in unlabeled containers are

unidentifiable. Errors, sometimes tragic, have resulted from

medications and other solutions removed from their original

containers and placed into unlabeled containers. This unsafe

practice neglects basic principles of safe medication manage-

ment, yet it is routine in many organizations. The labeling of

all medications, medication containers, and other solutions is

a risk-reduction activity consistent with safe medication man-

agement. This practice addresses a recognized risk point in

the administration of medications in perioperative and other

procedural settings. Labels for medications and medication

containers are also addressed at MM.05.01.09.

Elements of Performance for NPSG.03.04.01

A 1. [AHC, CAH, HAP, OBS] In perioperative and other proce-

dural settings both on and off the sterile field, label med-

ications and solutions that are not immediately adminis-

tered. This applies even if there is only one medication

being used. 

Note: An immediately administered medication is one that
an authorized staff member prepares or obtains, takes
directly to a [patient], and administers to that [patient] with-
out any break in the process. Refer to NPSG.03.04.01,
EP 5, for information on timing of labeling.

A 2. [AHC, CAH, HAP, OBS] In perioperative and other proce-

dural settings both on and off the sterile field, labeling

occurs when any medication or solution is transferred

from the original packaging to another container. 

A 3. [AHC, CAH, HAP, OBS] In perioperative and other proce-

dural settings both on and off the sterile field, medication

or solution labels include the following: 
● Medication name
● Strength
● Quantity
● Diluent and volume (if not apparent from the container)
● Preparation date
● Expiration date when not used within 24 hours
● Expiration time when expiration occurs in less than 24

hours

Note: The date and time are not necessary for short pro-
cedures, as defined by the [organization].

C 4. [AHC, CAH, HAP, OBS] Verify all medication or solution

labels both verbally and visually. Verification is done by

two individuals qualified to participate in the procedure

whenever the person preparing the medication or solution

is not the person who will be administering it. �

A 5. [AHC, CAH, HAP, OBS] Label each medication or solu-

tion as soon as it is prepared, unless it is immediately

administered. 

Note: An immediately administered medication is one that
an authorized staff member prepares or obtains, takes
directly to a [patient], and administers to that [patient] with-
out any break in the process.

A 6. [AHC, CAH, HAP, OBS] Immediately discard any medica-

tion or solution found unlabeled. 

A 7. [AHC, CAH, HAP, OBS] Remove all labeled containers

on the sterile field and discard their contents at the conclu-

sion of the procedure. 

Note: This does not apply to multiuse vials that are han-
dled according to infection control practices.

C 8. [AHC, CAH, HAP, OBS] All medications and solutions

both on and off the sterile field and their labels are

reviewed by entering and exiting staff responsible for the

management of medications. �

2010 National Patient Safety Goals (continued)

Continued on page 24
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NPSG.03.05.01 [AHC, CAH, HAP, LTC, LT2]

Reduce the likelihood of [patient] harm associated with the use

of anticoagulant therapy.

Note: This requirement applies only to [organization]s that pro-
vide anticoagulant therapy and/or long-term anticoagulation pro-
phylaxis (for example, atrial fibrillation) where the clinical expec-
tation is that the [patient]’s laboratory values for coagulation will
remain outside normal values. This requirement does not apply
to routine situations in which short-term prophylactic anticoagu-
lation is used for venous thrombo-embolism prevention (for
example, related to procedures or [organization]ization) and the
clinical expectation is that the [patient]’s laboratory values for
coagulation will remain within, or close to, normal values.

Rationale for NPSG.03.05.01 [AHC, CAH, HAP, LTC, LT2]

Anticoagulation therapy can be used as therapeutic treatment

for a number of conditions, the most common of which are atrial

fibrillation, deep vein thrombosis, pulmonary embolism, and

mechanical heart valve implant. However, it is important to note

that anticoagulation medications are more likely than others to

cause harm due to complex dosing, insufficient monitoring, and

inconsistent [patient] compliance. This National [patient] Safety

Goal has great potential to positively impact the safety of

[patient]s on this class of medications and result in better out-

comes. To achieve better [patient] outcomes, [patient] education

is a vital component of an anticoagulation therapy program.

Effective anticoagulation [patient] education includes face-to-

face interaction with a trained professional who works closely

with [patient]s to be sure that they understand the risks involved

with anticoagulation therapy, the precautions they need to take,

and the need for regular International Normalized Ratio (INR)

monitoring. The use of standardized practices for anticoagula-

tion therapy that include [patient] involvement can reduce the

risk of adverse drug events associated with heparin (unfraction-

ated), low molecular weight heparin, and warfarin.

Elements of Performance for NPSG.03.05.01

A 1. [CAH, HAP, LTC, LT2] Use only oral unit-dose products,

prefilled syringes, or premixed infusion bags when these

types of products are available. 

Note: For pediatric [patient]s, prefilled syringe products
should be used only if specifically designed for children.

C 2. [AHC, CAH, HAP, LTC, LT2] Use approved protocols for

the initiation and maintenance of anticoagulant therapy. �

A 3. [AHC, CAH, HAP, LTC, LT2] Before starting a [patient] on

warfarin, assess the [patient]’s baseline coagulation sta-

tus; for all [patient]s receiving warfarin therapy, use a cur-

rent International Normalized Ratio (INR) to adjust this

therapy. The baseline status and current INR are docu-

mented in the [medical] record. 

A 4. [CAH, HAP, LTC, LT2] Use authoritative resources to

manage potential food and drug interactions for [patient]s

receiving warfarin. 

A 5. [CAH, HAP, LTC, LT2] When heparin is administered

intravenously and continuously, use programmable pumps

in order to provide consistent and accurate dosing. 

A 6. [CAH, HAP, LTC, LT2] � A written policy addresses

baseline and ongoing laboratory tests that are required for

heparin and low molecular weight heparin therapies.

C 7. [AHC, CAH, HAP, LTC, LT2] Provide education regarding

anticoagulant therapy to staff, [patient]s, and families.

[patient]/family education includes the following: �
● The importance of follow-up monitoring
● Compliance
● Drug–food interactions
● The potential for adverse drug reactions and interac-

tions

A 8. [AHC, CAH, HAP, LTC, LT2] Evaluate anticoagulation

safety practices, take action to improve practices, and

measure the effectiveness of those actions in a time frame

determined by the organization.

Goal 7: Reduce the risk of health care–
associated infections. [AHC, BHC, CAH, HAP, LAB,
LTC, LT2, OBS, OME]

NPSG.07.01.01 [AHC, BHC, CAH, HAP, LAB, LTC, LT2,

OBS, OME]

Comply with either the current Centers for Disease Control and

Prevention (CDC) hand hygiene guidelines or the current World

Health Organization (WHO) hand hygiene guidelines.

[BHC: Note: This element of performance applies only to
organizations that provide physical care.]

Rationale for NPSG.07.01.01 [AHC, BHC, CAH, HAP, LAB,

LTC, LT2, OBS, OME]

[AHC, BHC, CAH, HAP, LAB, LTC, OBS, OME: According to

the Centers for Disease Control and Prevention, each year, mil-

lions of people acquire an infection while receiving [care, treat-

ment, and services] in a health care organization. Consequently,

health care–associated infections (HAIs) are a [patient] safety

issue affecting all types of health care organizations. One of the

most important ways to address HAIs is by improving the hand

hygiene of health care staff.] Compliance with the World Health

Organization (WHO) or Centers for Disease Control and

Prevention (CDC) hand hygiene guidelines will reduce the

transmission of infectious agents by staff to [patient]s, thereby

decreasing the incidence of HAIs. To ensure compliance with

this National [patient] Safety Goal, an organization should

assess its compliance with the CDC and/or WHO guidelines

2010 National Patient Safety Goals (continued)
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through a comprehensive program that provides a hand

hygiene policy, fosters a culture of hand hygiene, and monitors

compliance and provides feedback. [BHC: Following safe hand

hygiene practices is important in all organizations; however, the

risk to individuals served increases when there is physical con-

tact. In these situations, it is more important to follow formal

hand hygiene guidelines. This requirement, therefore, applies

only to organizations that provide physical care.]

Elements of Performance for NPSG.07.01.01

A 1. [AHC, BHC, CAH, HAP, LAB, LTC, LT2, OBS, OME]

Implement a program that follows categories IA, IB, and

IC of either the current Centers for Disease Control and

Prevention (CDC) or the current World Health

Organization (WHO) hand hygiene guidelines. [AHC,

BHC, CAH, HAP, LAB, LTC, OBS, OME: (See also
IC.01.04.01, EP 5)]

[BHC: Note: This element of performance applies only to
organizations that provide physical care.]

A 2. [AHC, BHC, CAH, HAP, LAB, LTC, LT2, OBS, OME] Set

goals for improving compliance with hand hygiene guide-

lines. (See also IC.03.01.01, EP 3)

[BHC: Note: This element of performance applies only to
organizations that provide physical care.]

A 3. [AHC, BHC, CAH, HAP, LAB, LTC, LT2, OBS, OME]

Improve compliance with hand hygiene guidelines based

on established goals.

[BHC: Note: This element of performance applies only to
organizations that provide physical care.]

NPSG.07.03.01 [CAH, HAP]

Implement evidence-based practices to prevent health care–

associated infections due to multidrug-resistant organisms in

[HAP: acute care] [organization]s.

Note: This requirement applies to, but is not limited to, epidemi-
ologically important organisms such as methicillin-resistant
staphylococcus aureus (MRSA), clostridium difficile (CDI), van-
comycin-resistant enterococci (VRE), and multidrug-resistant
gram-negative bacteria.

Rationale for NPSG.07.03.01 [CAH, HAP]

[patient]s continue to acquire health care–associated infections

at an alarming rate. Risks and [patient] populations, however,

differ between [organization]s. Therefore, prevention and control

strategies must be tailored to the specific needs of each [organi-

zation] based on its risk assessment. The elements of perform-

ance for this requirement are designed to help reduce or pre-

vent health care–associated infections from epidemiologically

important multidrug-resistant organisms (MDROs).

Note: Hand hygiene, contact precautions, as well as cleaning
and disinfecting [patient] care equipment and the [patient]’s
environment are essential strategies for preventing the spread
of health care–associated infections. Hand hygiene is
addressed in NPSG.07.01.01. Contact precautions for [patient]s
with epidemiologically significant multidrug-resistant organisms

(MDROs) are covered in IC.02.01.01, EP 3. Cleaning and disin-
fecting [patient] care equipment are addressed in IC.02.02.01.

Elements of Performance for NPSG.07.03.01

A 1. [CAH, HAP] Conduct periodic risk assessments (in time

frames defined by the [organization]) for multidrug-resis-

tant organism acquisition and transmission. (See also
IC.01.03.01, EPs 1–5)

C 2. [CAH, HAP] Based on the results of the risk assessment,

educate staff and licensed independent practitioners about

health care–associated infections, multidrug-resistant

organisms, and prevention strategies at hire and annually

thereafter. �

Note: The education provided recognizes the diverse
roles of staff and licensed independent practitioners and is
consistent with their roles within the [organization].

C 3. [CAH, HAP] Educate [patient]s, and their families as

needed, who are infected or colonized with a multidrug-

resistant organism about health care–associated infection

strategies. �

A 4. [CAH, HAP] Implement a surveillance program for mul-

tidrug-resistant organisms based on the risk assessment.

Note: Surveillance may be targeted rather than 
[organization]-wide.

A 5. [CAH, HAP] Measure and monitor multidrug-resistant

organism prevention processes and outcomes, including

the following:
● Multidrug-resistant organism infection rates using evi-

dence-based metrics
● Compliance with evidence-based guidelines or best

practices
● Evaluation of the education program provided to staff

and licensed independent practitioners

Note: Surveillance may be targeted rather than [organiza-
tion]-wide.

A 6. [CAH, HAP] Provide multidrug-resistant organism process

and outcome data to key stakeholders, including leaders,

licensed independent practitioners, nursing staff, and other

clinicians.

C 7. [CAH, HAP] Implement policies and practices aimed at

reducing the risk of transmitting multidrug-resistant organ-

isms. These policies and practices meet regulatory

requirements and are aligned with evidence-based stan-

dards (for example, the Centers for Disease Control and

Prevention (CDC) and/or professional organization guide-

lines). 

A 8. [CAH, HAP] When indicated by the risk assessment,

implement a laboratory-based alert system that identifies

new [patient]s with multidrug-resistant organisms. 

Note: The alert system may use telephones, faxes,
pagers, automated and secure electronic alerts, or a com-
bination of these methods.

A 9. [CAH, HAP] When indicated by the risk assessment,

implement an alert system that identifies readmitted or

2010 National Patient Safety Goals (continued)
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transferred [patient]s who are known to be positive for

multidrug-resistant organisms. 

Note 1: The alert system information may exist in a sepa-
rate electronic database or may be integrated into the
admission system. The alert system may be either manual
or electronic or a combination of both.
Note 2: Each [organization] may define its own parame-
ters in terms of time and clinical manifestation to deter-
mine which re-admitted [patient]s require isolation.

NPSG.07.04.01 [CAH, HAP, LTC]

Implement evidence-based practices to prevent central line–

associated bloodstream infections.

Note: This requirement covers short- and long-term central
venous catheters and peripherally inserted central catheter
(PICC) lines.

Elements of Performance for NPSG.07.04.01

C 1. [CAH, HAP, LTC] Educate staff and licensed independent

practitioners who are involved in managing central lines

about central line–associated bloodstream infections and

the importance of prevention. Education occurs upon hire,

annually thereafter, and when involvement in these proce-

dures is added to an individual’s job responsibilities. �

C 2. [CAH, HAP] Prior to insertion of a central venous

catheter, educate [patient]s and, as needed, their families

about central line–associated bloodstream infection pre-

vention. �

C 3. [CAH, HAP] Implement policies and practices aimed at

reducing the risk of central line–associated bloodstream

infections. These policies and practices meet regulatory

requirements and are aligned with evidence-based stan-

dards (for example, the Centers for Disease Control and

Prevention [CDC] and/or professional organization guide-

lines). �

A 4. [CAH, HAP] Conduct periodic risk assessments for cen-

tral line–associated bloodstream infections, monitor com-

pliance with evidence-based practices, and evaluate the

effectiveness of prevention efforts. The risk assessments

are conducted in time frames defined by the [organiza-

tion], and this infection surveillance activity is [organiza-

tion]-wide, not targeted.

A 5. [CAH, HAP] Provide central line–associated bloodstream

infection rate data and prevention outcome measures to

key stakeholders, including leaders, licensed independent

practitioners, nursing staff, and other clinicians.

C 6. [CAH, HAP] � Use a catheter checklist and a standard-

ized protocol for central venous catheter insertion. �

C 7. [CAH, HAP] Perform hand hygiene prior to catheter inser-

tion or manipulation. �

C 8. [CAH, HAP] For adult [patient]s, do not insert catheters

into the femoral vein unless other sites are unavailable.

�

C 9. [CAH, HAP] Use a standardized supply cart or kit that

contains all necessary components for the insertion of

central venous catheters. �

C 10. [CAH, HAP] Use a standardized protocol for sterile barri-

er precautions during central venous catheter insertion.

�

C 11. [CAH, HAP] Use a chlorhexidine-based antiseptic for

skin preparation during central venous catheter insertion

in [patient]s over 2 months of age, unless contraindicat-

ed. �

C 12. [CAH, HAP, LTC] � Use a standardized protocol to dis-

infect catheter hubs and injection ports before accessing

the ports. �

C 13. [CAH, HAP, LTC] Evaluate all central venous catheters

routinely and remove nonessential catheters. �

NPSG.07.05.01 [AHC, CAH, HAP, OBS]

Implement evidence-based practices for preventing surgical site

infections.

Elements of Performance for NPSG.07.05.01

C 1. [AHC, CAH, HAP, OBS] Educate staff and licensed inde-

pendent practitioners involved in surgical procedures

about surgical site infections and the importance of pre-

vention. Education occurs upon hire, annually thereafter,

and when involvement in surgical procedures is added to

an individual’s job responsibilities. �

C 2. [AHC, CAH, HAP, OBS] Educate [patient]s, and their fam-

ilies as needed, who are undergoing a surgical procedure

about surgical site infection prevention. �

C 3. [AHC, CAH, HAP, OBS] Implement policies and practices

aimed at reducing the risk of surgical site infections. These

policies and practices meet regulatory requirements and

are aligned with evidence-based guidelines (for example,

the Centers for Disease Control and Prevention [CDC]

and/or professional organization guidelines). �

A 4. [AHC, CAH, HAP, OBS] As part of the effort to reduce

surgical site infections:
● Conduct periodic risk assessments for surgical site

infections in a time frame determined by the [organiza-

tion].
● Select surgical site infection measures using best

practices or evidence-based guidelines.
● Monitor compliance with best practices or evidence-

based guidelines.
● Evaluate the effectiveness of prevention efforts.

Note: Surveillance may be targeted to certain procedures
based on the [organization]’s risk assessment.

A 5. [AHC, CAH, HAP, OBS] Measure surgical site infection
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rates for the first 30 days following procedures that do not

involve inserting implantable devices and for the first year

following procedures involving implantable devices. The

[organization]’s measurement strategies follow evidence-

based guidelines.

Note: Surveillance may be targeted to certain procedures
based on the [organization]’s risk assessment.

A 6. [AHC, CAH, HAP, OBS] Provide process and outcome

(for example, surgical site infection rate) measure results

to key stakeholders.

C 7. [AHC, CAH, HAP, OBS] Administer antimicrobial agents

for prophylaxis for a particular procedure or disease

according to evidence-based best practices. �

A 8. [AHC, CAH, HAP, OBS] When hair removal is necessary,

use clippers or depilatories. 

Note: Shaving is an inappropriate hair removal method.

Goal 8: Accurately and completely reconcile
medications across the continuum of care.
[AHC, BHC, CAH, HAP, LTC, LT2, OBS, OME]

NPSG.08.01.01 [AHC, BHC, CAH, HAP, LTC, LT2, OBS,

OME]

A process exists for comparing the [patient]’s current medica-

tions with those ordered for the [patient] while under the care of

the [organization].

Note: This standard is not in effect at this time.

Rationale for NPSG.08.01.01 [AHC, BHC, CAH, HAP, LTC,

LT2, OBS, OME]

[patient]s are at high risk for harm from adverse drug events

when communication about medications is not clear. The

chance for communication errors increases whenever individu-

als involved in a [patient]’s care change. Communicating about

the medication list, making sure it is accurate, and reconciling

any discrepancies whenever new medications are ordered or

current medications are adjusted are essential to reducing the

risk of transition-related adverse drug events.

Elements of Performance for NPSG.08.01.01

C 1. [AHC, BHC, CAH, HAP, LTC, LT2, OBS, OME] � At the

time the [patient] enters the [organization] or is admitted, a

complete list of the medications the [patient] is taking at

home (including dose, route, and frequency) is created

and documented. The [patient] and, as needed, the family

are involved in creating this list. �

Note: This element of performance is not in effect at this
time.

C 2. [AHC, BHC, CAH, HAP, LTC, LT2, OBS, OME] The med-

ications ordered for the [patient] while under the care of

the [organization] are compared to those on the list creat-

ed at the time of entry to the [organization] or admission.

�

Note: This element of performance is not in effect at this
time.

C 3. [AHC, BHC, CAH, HAP, LTC, LT2, OBS, OME] Any dis-

crepancies (that is, omissions, duplications, adjustments,

deletions, additions) are reconciled and documented while

the [patient] is under the care of the [organization]. �

Note: This element of performance is not in effect at this
time.

C 4. [AHC, BHC, CAH, HAP, LTC, LT2, OBS, OME] When the

[patient]’s care is transferred within the [organization]

[CAH, HAP: (for example, from the ICU to a floor)], the

current provider(s) informs the receiving provider(s) about

the up-to-date reconciled medication list and documents

the communication. �

Note 1: Updating the status of a [patient]’s medications is
also an important component of all [patient] care hand-
offs.
Note 2: This element of performance is not in effect at this
time.

NPSG.08.02.01 [AHC, BHC, CAH, HAP, LTC, LT2, OBS,

OME]

When a [patient] is referred to or transferred from one [organi-

zation] to another, the complete and reconciled list of medica-

tions is communicated to the next provider of service, and the

communication is documented. Alternatively, when a [patient]

leaves the [organization]’s care to go directly to his or her home,

the complete and reconciled list of medications is provided to

the [patient]’s known primary care provider, the original referring

provider, or a known next provider of service.

Note 1: When the next provider of service is unknown or when
no known formal relationship is planned with a next provider,
giving the [patient] and, as needed, the family the list of recon-
ciled medications is sufficient.
Note 2: This standard is not in effect at this time.

Rationale for NPSG.08.02.01 [AHC, BHC, CAH, HAP, LTC,

LT2, OBS, OME]

The accurate communication of a [patient]’s reconciled medica-

tion list to the next provider of service reduces the risk of transi-

tion-related adverse drug events. The communication enables

the next provider of service to receive thorough knowledge of

the [patient]’s medications and to safely order/prescribe other

medications that may be needed. This communication is espe-

cially important at transitions in care when a [patient] is referred

or transferred from one organization to another.

Elements of Performance for NPSG.08.02.01

C 1. [AHC, BHC, CAH, HAP, LTC, LT2, OBS, OME] The

[patient]’s most current reconciled medication list is com-

municated to the next provider of service, either within or

outside the [organization]. The communication between

providers is documented. �

Note: This element of performance is not in effect at this
time.

C 2. [AHC, BHC, CAH, HAP, LTC, LT2, OBS, OME] At the

time of transfer, the transferring [organization] informs the
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next provider of service how to obtain clarification on the

list of reconciled medications. �

Note: This element of performance is not in effect at this
time.

NPSG.08.03.01 [AHC, BHC, CAH, HAP, LTC, LT2, OBS,

OME]

When a [patient] leaves the [organization]’s care, a complete

and reconciled list of the [patient]’s medications is provided

directly to the [patient] and, as needed, the family, and the list is

explained to the [patient] and/or family.

Note: This standard is not in effect at this time.

Rationale for NPSG.08.03.01 [AHC, BHC, CAH, HAP, LTC,

LT2, OBS, OME]

The accurate communication of the [patient]’s medication list to

the [patient] and, as needed, the family, reduces the risk of tran-

sition-related adverse drug events. A thorough knowledge of the

[patient]’s medications is essential for the [patient]’s primary

care provider or next provider of service to manage the subse-

quent stages of care for the [patient].

Element of Performance for NPSG.08.03.01

C 1. [AHC, BHC, CAH, HAP, LTC, LT2, OBS, OME] � When

the [patient] leaves the [organization]’s care, the current

list of reconciled medications is provided and explained to

the [patient] and, as needed, the family. This interaction is

documented. �

Note 1: [patient]s and families are reminded to discard old
lists and to update any records with all medication
providers or retail pharmacies.
Note 2: This element of performance is not in effect at this
time.

NPSG.08.04.01 [AHC, BHC, CAH, HAP, LTC, LT2, OBS,

OME]

In settings where medications are used minimally, or prescribed

for a short duration, modified medication reconciliation process-

es are performed.

Note 1: This requirement does not apply to [organization]s that
do not administer medications. It may be important for health
care organizations to know which types of medications their
[patient]s are taking because these medications could affect the
[care, treatment, and services] provided.
Note 2: This standard is not in effect at this time.

Rationale for NPSG.08.04.01 [AHC, BHC, CAH, HAP, LTC,

LT2, OBS, OME]

A number of [patient] care settings exist in which medications

are not used, are used minimally, or are prescribed for only a

short duration. This includes areas such as the emergency

department, urgent and emergent care, convenient care,

office-based surgery, out[patient] radiology, ambulatory care,

and behavioral health care. In these settings, obtaining a list

of the [patient]’s original, known, and current medications that

he or she is taking at home is still important; however, obtain-

ing information on the dose, route, and frequency of use is

not required.

Elements of Performance for NPSG.08.04.01

C 1. [AHC, BHC, CAH, HAP, LTC, LT2, OBS, OME] The

[organization] obtains and documents an accurate list of

the [patient]’s current medications and known allergies in

order to safely prescribe any setting-specific medications

(for example, [CAH, HAP, OBS: intravenous contrast

media,] local anesthesia, antibiotics) and to assess for

potential allergic or adverse drug reactions. �

Note: This element of performance is not in effect at this
time.

C 2. [AHC, BHC, CAH, HAP, LTC, LT2, OBS, OME] � When

only short-term medications (for example, a preprocedure

medication or a short-term course of an antibiotic) will be

prescribed and no changes are made to the [patient]’s

current medication list, the [patient] and, as needed, the

family are provided with a list containing the short-term

medication additions that the [patient] will continue after

leaving the [organization]. �

Note 1: This list of new short-term medications is not con-
sidered to be part of the original, known, and current med-
ication list. When [patient]s leave these settings, a list of
the original, known, and current medications does not
need to be provided, unless the [patient] is assessed to be
confused or unable to comprehend adequately. In this
case, the [patient]’s family is provided both medication lists
and the circumstances are documented.
Note 2: This element of performance is not in effect at this
time.

C 3. [AHC, BHC, CAH, HAP, LTC, LT2, OBS, OME] In these

settings, a complete, documented medication reconcilia-

tion process is used when: Any new long-term (chronic)

medications are prescribed. �

Note: This element of performance is not in effect at this
time.

C 4. [AHC, BHC, CAH, HAP, LTC, LT2, OBS, OME] In these

settings, a complete, documented medication reconcilia-

tion process is used when: There is a prescription change

for any of the [patient]’s current, known long-term medica-

tions. �

Note: This element of performance is not in effect at this
time.

C 5. [AHC, BHC, CAH, HAP, LTC, LT2, OBS, OME] In these

settings, a complete, documented medication reconcilia-

tion process is used when: The [patient] is [AHC, CAH,

HAP, LTC, LT2, OBS, OME: required to be] subse-
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quently admitted to an organization from these settings

for ongoing care. �

Note: This element of performance is not in effect at this
time.

C 6. [AHC, BHC, CAH, HAP, LTC, LT2, OBS, OME] When a

complete, documented, medication reconciliation is

required in any of these settings, the complete list of rec-

onciled medications is provided to the [patient], and their

family as needed, and to the [patient]’s known primary

care provider or original referring provider or a known next

provider of service. �

Note: This element of performance is not in effect at this
time.

Goal 9: Reduce the risk of [patient] harm
resulting from falls. [LTC, LT2, OME]

NPSG.09.02.01 [LTC, LT2, OME]

Reduce the risk of falls.

Rationale for NPSG.09.02.01 [LTC, LT2, OME]

Falls account for a significant portion of injuries in hospitalized

patients, long term care residents, and home care recipients. In

the context of the population it serves, the services it provides,

and its environment of care, the organization should evaluate

the patient’s risk for falls and take action to reduce the risk of

falling as well as the risk of injury, should a fall occur. The evalu-

ation could include a patient’s fall history; review of medications

and alcohol consumption; gait and balance screening; assess-

ment of walking aids, assistive technologies, and protective

devices; and environmental assessments.

Elements of Performance for NPSG.09.02.01

C 1. [LTC, LT2, OME] Assess the patient’s risk for falls. �

A 2. [LTC, LT2, OME] Implement interventions to reduce falls

based on the patient’s assessed risk. 

C 3. [LTC, LT2, OME] Educate staff on the fall reduction pro-

gram in time frames determined by the organization. �

C 4. [LTC, LT2, OME] Educate the patient and, as needed, the

family on any individualized fall reduction strategies. �

A 5. [LTC, LT2, OME] Evaluate the effectiveness of all fall

reduction activities including assessment, interventions

and education.

Note: Examples of outcome indicators to use in the evalu-
ation include decreased number of falls and decreased
number and severity of fall-related injuries.

Goal 14: Prevent health care–associated pres-
sure ulcers (decubitus ulcers). [LTC, LT2]

NPSG.14.01.01 [LTC, LT2]

Assess and periodically reassess each resident’s risk for devel-

oping a pressure ulcer and take action to address any identified

risks.

Rationale for NPSG.14.01.01 [LTC, LT2]

Pressure ulcers (decubiti) continue to be problematic in all

heath care settings. Most pressure ulcers can be prevented,

and deterioration at Stage I can be halted. The use of clinical

practice guidelines can effectively identify residents and define

early intervention for prevention of pressure ulcers.

Elements of Performance for NPSG.14.01.01

A 1. [LTC, LT2] � Create a written plan for the identification of

risk for and prevention of pressure ulcers.

C 2. [LTC, LT2] Perform an initial assessment at admission to

identify residents at risk for pressure ulcers. �

C 3. [LTC, LT2] Conduct a systematic risk assessment for

pressure ulcers using a validated risk assessment tool

such as the Braden Scale or Norton Scale. �

C 4. [LTC, LT2] Reassess pressure ulcer risk at intervals

defined by the organization. �

C 5. [LTC, LT2] Take action to address any identified risks to

the resident for pressure ulcers, including the following: �

● Preventing injury to residents by maintaining and

improving tissue tolerance to pressure in order to pre-

vent injury 
● Protecting against the adverse effects of external

mechanical forces

A 6. [LTC, LT2] Educate staff on how to identify risk for and

prevent pressure ulcers.

Goal 15: The [organization] identifies safety
risks inherent in its [patient] population. [BHC,
HAP, OME]

NPSG.15.01.01 [BHC, HAP]

Identify [patient]s at risk for suicide.

[HAP: Note: This requirement applies only to psychiatric [orga-
nization]s and [patient]s being treated for emotional or behav-
ioral disorders in general [organization]s.]

Rationale for NPSG.15.01.01 [BHC, HAP]

Suicide of a [patient] while in a staffed, round-the-clock care set-

ting is a frequently reported type of sentinel event. Identification

of individuals at risk for suicide while under the care of or follow-

ing discharge from a health care organization is an important

step in protecting these at-risk individuals.

Elements of Performance for NPSG.15.01.01

C 1. [BHC, HAP] Conduct a risk assessment that identifies

specific [patient] characteristics and environmental fea-

tures that may increase or decrease the risk for suicide. �

C 2. [BHC, HAP] Address the [patient]’s immediate safety

needs and most appropriate setting for treatment. �

C 3. [BHC, HAP] When a [patient] at risk for suicide leaves the

care of the [organization], provide suicide prevention infor-

mation (such as a crisis hotline) to the [patient] and his or

her family. �
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NPSG.15.02.01 [OME]

Identify risks associated with home oxygen therapy such as

home fires.

Rationale for NPSG.15.02.01 [OME]

Many sentinel events reported by home care programs to The

Joint Commission were due to a fire in the patient’s home.  In

each case, when patients were injured or killed as a result of a

home fire, home oxygen was in use.

Elements of Performance for NPSG.15.02.01

C 1. [OME] Conduct a home oxygen safety risk assessment

that addresses at least the following: �
● Whether there are smoking materials in the home 
● Whether there are other fire safety risks in the home,

such as the potential for open flames 
● Whether or not the home has functioning smoke

detectors 

Note: Further information about risks associated with
home oxygen therapy and risk reduction strategies can be
found in Sentinel Event Alert 17.

C 2. [OME] Inform the patient and family/caregiver of the find-

ings of the safety risk assessment and educate the patient

and family/caregiver about the causes of fire, precautions

that can prevent fire-related injuries, and recommenda-

tions to address the specific identified risk. �

C 3. [OME] Assess the patient’s level of comprehension of and

compliance with identified risks and suggested interven-

tions. �

Universal Protocol for Preventing Wrong Site,
Wrong Procedure, Wrong Person Surgery [AHC,
CAH, HAP, OBS]

UP.01.01.01 [AHC, CAH, HAP, OBS]

Conduct a preprocedure verification process.

Rationale for UP.01.01.01 [AHC, CAH, HAP, OBS]

[organization]s should always make sure that any procedure is

what the [patient] needs and is performed on the right person.

The frequency and scope of the verification process will depend

on the type and complexity of the procedure. The preprocedure

verification is an ongoing process of information gathering and

confirmation. The purpose of the preprocedure verification

process is to make sure that all relevant documents and related

information or equipment are:
● Available prior to the start of the procedure
● Correctly identified, labeled, and matched to the [patient]’s

identifiers
● Reviewed and are consistent with the [patient]’s expecta-

tions and with the team’s understanding of the intended

[patient], procedure, and site

Preprocedure verification may occur at more than one time and

place before the procedure. It is up to the [organization] to

decide when this information is collected and by which team

member, but it is best to do it when the [patient] can be

involved. Possibilities include the following:
● When the procedure is scheduled
● At the time of preadmission testing and assessment
● At the time of admission or entry into the facility for a proce-

dure
● Before the [patient] leaves the preprocedure area or enters

the procedure room

Missing information or discrepancies are addressed before

starting the procedure.

Elements of Performance for UP.01.01.01

A 1. [AHC, CAH, HAP, OBS] Implement a preprocedure

process to verify the correct procedure, for the correct

[patient], at the correct site. 

Note: The [patient] is involved in the verification process
when possible.

A 2. [AHC, CAH, HAP, OBS] � Identify the items that must be

available for the procedure and use a standardized list to

verify their availability. At a minimum, these items include

the following: 
● Relevant documentation (for example, history and

physical, signed procedure consent form, nursing

assessment, and preanesthesia assessment)
● Labeled diagnostic and radiology test results (for

example, radiology images and scans, or pathology

and biopsy reports) that are properly displayed
● Any required blood products, implants, devices, and/or

special equipment for the procedure

Note: The expectation of this element of performance is
that the standardized list is available and is used consis-
tently during the preprocedure verification. It is not neces-
sary to document that the standardized list was used for
each [patient].

A 3. [AHC, CAH, HAP, OBS] Match the items that are to be

available in the procedure area to the [patient].

UP.01.02.01 [AHC, CAH, HAP, OBS]

Mark the procedure site.

Elements of Performance for UP.01.02.01

C 1. [AHC, CAH, HAP, OBS] Identify those procedures that

require marking of the incision or insertion site. At a mini-

mum, sites are marked when there is more than one pos-

sible location for the procedure and when performing the

procedure in a different location would negatively affect

quality or safety. �

Note: For spinal procedures, in addition to preoperative
skin marking of the general spinal region, special intraop-
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erative imaging techniques may be used for locating and
marking the exact vertebral level.

C 2. [AHC, CAH, HAP, OBS] Mark the procedure site before

the procedure is performed and, if possible, with the

[patient] involved. �

C 3. [AHC, CAH, HAP, OBS] The procedure site is marked by

a licensed independent practitioner who is ultimately

accountable for the procedure and will be present when

the procedure is performed. In limited circumstances, the

licensed independent practitioner may delegate site mark-

ing to an individual who is permitted by the organization to

participate in the procedure and has the following qualifi-

cations: �
● An individual in a medical residency program who is

being supervised by the licensed independent practi-

tioner performing the procedure; who is familiar with

the [patient]; and who will be present when the proce-

dure is performed
● A licensed individual who performs duties requiring a

collaborative agreement or supervisory agreement

with the licensed independent practitioner performing

the procedure (that is, an advanced practice registered

nurse [A.P.R.N.] or physician assistant [P.A.]); who is

familiar with the [patient]; and who will be present

when the procedure is performed.

A 4. [AHC, CAH, HAP, OBS] The method of marking the site

and the type of mark is unambiguous and is used consis-

tently throughout the [organization]. 

Note: The mark is made at or near the procedure site and
is sufficiently permanent to be visible after skin preparation
and draping. Adhesive markers are not the sole means of
marking the site.

A 5. [AHC, CAH, HAP, OBS] � A written, alternative process

is in place for [patient]s who refuse site marking or when it

is technically or anatomically impossible or impractical to

mark the site (for example, mucosal surfaces or per-

ineum). 

Note: Examples of other situations that involve alternative
processes include:
● Minimal access procedures treating a lateralized inter-

nal organ, whether percutaneous or through a natural
orifice

● Interventional procedure cases for which the
catheter/instrument insertion site is not predetermined
(for example, cardiac catheterization, pacemaker
insertion)

● Teeth
● Premature infants, for whom the mark may cause a

permanent tattoo

UP.01.03.01 [AHC, CAH, HAP, OBS]

A time-out is performed before the procedure.

Rationale for UP.01.03.01

The purpose of the time-out is to conduct a final assessment

that the correct [patient], site, and procedure are identified. This

requirement focuses on those minimum features of the time-out.

Some believe that it is important to conduct the time-out before

anesthesia for several reasons, including involvement of the

[patient]. [An organization] may conduct the time-out before

anesthesia or may add another time-out at that time. During a

time-out, activities are suspended to the extent possible so that

team members can focus on active confirmation of the [patient],

site, and procedure. A designated member of the team initiates

the time-out and it includes active communication among all rel-

evant members of the procedure team. The procedure is not

started until all questions or concerns are resolved. The time-

out is most effective when it is conducted consistently across

the [organization].

Elements of Performance for UP.01.03.01

A 1. [AHC, CAH, HAP, OBS] Conduct a time-out immediately

before starting the invasive procedure or making the inci-

sion. 

A 2. [AHC, CAH, HAP, OBS] The time-out has the following

characteristics:
● It is standardized, as defined by the [organization].
● It is initiated by a designated member of the team.
● It involves the immediate members of the procedure

team, including the individual performing the proce-

dure, the anesthesia providers, the circulating nurse,

the operating room technician, and other active partici-

pants who will be participating in the procedure from

the beginning.

A 3. [AHC, CAH, HAP, OBS] When two or more procedures

are being performed on the same [patient], and the person

performing the procedure changes, perform a time-out

before each procedure is initiated. 

A 4. [AHC, CAH, HAP, OBS] During the time-out, the team

members agree, at a minimum, on the following: 
● Correct [patient] identity
● The correct site
● The procedure to be done

C 5. [AHC, CAH, HAP, OBS] Document the completion of the

time-out. �

Note: The [organization] determines the amount and type
of documentation.
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