
ABBREVIATION KEY:

APPLIES TO AMBULATORY CARE (AHC), ASSISTED 

LIVING FACILITIES (ALF), BEHAVIORAL HEALTH CARE

(BHC), CRITICAL ACCESS HOSPITAL (CAH), DISEASE-

SPECIFIC CARE (DSC), HOME CARE (OME), HOSPITAL

(HAP), INTEGRATED DELIVERY SYSTEMS (IDS), 

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

MANAGED CARE ORGANIZATIONS (MCO),

MEDICARE/MEDICAID-BASED LONG TERM CARE (LT2),

OFFICE-BASED SURGERY (OBS), AND PREFERRED

PROVIDER ORGANIZATIONS (PPO)

2008 National Patient Safety Goals

Note: New language is indicated in underline; deleted text is
shown in strikethrough.

Note: Gaps in the numbering indicate that a Goal or
requirement was “retired,” usually because the 
requirements were integrated into the standards.

Goal 1
Improve the accuracy of [patient] identifica-
tion.
(AHC, ALF, BHC, CAH, DSC, HAP, LAB, LTC, LT2, OBS,

OME)

Requirement 1A (AHC, ALF, BHC, CAH, DSC, HAP, LAB,

LTC, LT2, OBS, OME)

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

treatment, or services.

Rationale for Requirement 1A

Wrong-[patient] errors occur in virtually all aspects of diagno-

sis and treatment. 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 serv-

ice or treatment to that individual.

Implementation Expectations for Requirement 1A

� C 1. (AHC, ALF, BHC, CAH, DSC, HAP, LAB, LTC, LT2,

OBS, OME) Two [patient] identifiers are used when adminis-

tering medications (AHC, ALF, CAH, DSC, HAP, LAB, LTC,

LT2, OBS, OME: or blood products).

� A 2. (AHC, ALF, BHC, CAH, DSC, HAP, LAB, LTC, LT2,

OBS, OME) Two [patient] identifiers are used when collecting

blood samples and other specimens for clinical testing.

� C 3. (AHC, ALF, BHC, CAH, DSC, HAP, LAB, LTC, LT2,

OBS, OME) Two [patient] identifiers are used when providing

other treatments or procedures.

A 4. (AHC, ALF, BHC, CAH, DSC, HAP, LAB, LTC, LT2,

OBS, OME) The [patient’s] room number or physical location

is not used as an identifier.

� A 5. (AHC, ALF, BHC, CAH, DSC, HAP, LAB, LTC, LT2,

OBS, OME) Containers used for blood and other specimens

are labeled in the presence of the [patient].

A 6. (LAB) Processes are established to maintain a sample’s

identity throughout the pre-analytical, analytical, and post-

analytical processes.

Requirement 1B (ALF, LAB, LTC, LT2, OME)

Prior to the start of any (ALF, LTC, LT2, OME: surgical or)

invasive procedure, conduct a final verification process (such

as a “time-out”) to confirm the correct [patient], procedure and

site, using active—not passive—communication techniques.

Implementation Expectations for Requirement 1B

A 1. (ALF, LAB, LTC, LT2, OME) The final verification

process must be conducted in the location where the proce-

dure will be done, just before starting the procedure.

� A 2. (ALF, LAB, LTC, LT2, OME) The process must

involve the entire team, use active communication, and must,

at least, include the following:

• Correct [patient] identity

• Correct side and site (LAB: and availability of appro-

priate documents)

• Agreement on the procedure to be done

• Correct [patient] position

• Availability of correct implants and any special equip-

ment or special requirements

A 3. (ALF, LAB, LTC, LT2, OME) The process is briefly doc-

umented, such as in a checklist.

Note: The organizations should determine the type
and amount of documentation.
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A 4. (ALF, LAB, LTC, LT2, OME) The organization has

processes and systems in place for reconciling differences in

staff responses during the final verification process.

� C 5. (LAB) The patient’s identity is re-established if the

practitioner leaves the patient’s location prior to initiating the

procedure.

� C 6. (LAB) Marking the site is required unless the practi-

tioner is in continuous attendance from the time of the deci-

sion to do the procedure and patient consent to the initiation

of the procedure (for example, bone marrow collection, fine

needle aspiration).

Goal 2
Improve the effectiveness of communication
among caregivers.
(AHC, ALF, BHC, CAH, DSC, HAP, LAB, LTC, LTC2, OBS,

OME)

Requirement 2A (AHC, ALF, BHC, CAH, DSC, HAP, LAB,

LTC, LTC2, OBS, OME)

For verbal or telephone orders or for telephonic reporting of

critical test results, verify the complete order or test result by

having the person receiving the information record and “read

back” the complete order or test result.

Rationale for Requirement 2A

Ineffective communication is the most frequently cited cate-

gory of root causes of sentinel events. Effective communica-

tion, which is timely, accurate, complete, unambiguous, and

understood by the recipient, reduces error and results in

improved [patient] safety.

Implementation Expectations for Requirement 2A

� C 1. (AHC, ALF, BHC, CAH, DSC, HAP, LAB, LTC, LT2,

OBS, OME) The receiver of the information writes down the

complete order or test result or enters it into a computer.

� C 2. (AHC, ALF, BHC, CAH, DSC, HAP, LAB, LTC, LT2,

OBS, OME) The receiver of the information reads back the

order or test result.

� C 3. (AHC, ALF, BHC, CAH, DSC, HAP, LAB, LTC, LT2,

OBS, OME) The receiver of the information receives confir-

mation from the individual who gave the order or test result.

Requirement 2B (AHC, ALF, BHC, CAH, DSC, HAP, LAB,

LTC, LT2, OBS, OME)

Standardize a list of abbreviations, acronyms, symbols, and

dose designations that are not to be used throughout the

organization.

Implementation Expectations for Requirement 2B

A 1. (AHC, ALF, BHC, CAH, DSC, HAP, LAB, LTC, LT2,

OBS, OME) The organization develops a standardized list of

abbreviations, acronyms, symbols, and dose designations

that are not to be used throughout the organization.

A 2. (AHC, ALF, BHC, CAH, DSC, HAP, LAB, LTC, LT2,

OBS, OME) The list of abbreviations not to be used includes

the following:

• U,u

• IU

• Q.D., QD, q.d., qd

• Q.O.D., QOD, q.o.d, qod

• Trailing zero (X.0 mg)*

• Lack of leading zero (.X mg)

• MS

• MSO4

• MgSO4

� C 3. (AHC, ALF, BHC, CAH, DSC, HAP, LAB, LTC, LT2,

OBS, OME) The organization implements the “do not use”

list and applies this list to all orders and all medication-relat-

ed documentation when handwritten or entered as free text

into a computer.

A 4. (AHC, ALF, BHC, CAH, DSC, HAP, LAB, LTC, LT2,

OBS, OME) Preprinted forms do not include any abbrevia-

tions identified as not to be used.

Requirement 2C (AHC, BHC, CAH, DSC, HAP, LAB, LTC,

LT2, OBS, OME)

Measure, assess, and, if appropriate, take action to improve

the timeliness of reporting, and the timeliness of receipt by

the responsible licensed caregiver, of critical tests and critical

results and values.

Implementation Expectations for Requirement 2C

A 1. (AHC, BHC, CAH, DSC, HAP, LAB, LTC, LT2, OBS,

OME) The organization defines critical tests and critical

results/and values.

A 2. (AHC, BHC, CAH, DSC, HAP, LAB, LTC, LT2, OBS,

OME) The organization defines the acceptable length of time

between the ordering of critical tests and reporting the critical

tests and critical results/and values.

2008 National Patient Safety Goals (continued)

Continued on page 12

* Exception A “trailing zero” may be used only where
required to demonstrate the level of precision of the value
being reported, such as for laboratory results, imaging studies
that report size of lesions, or catheter/tube sizes. It may not
be used in medication orders or other medication-related doc-
umentation.
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A 3. (AHC, BHC, CAH, DSC, HAP, LAB, LTC, LT2, OBS,

OME) The organization defines the acceptable length of time

between the availability of critical tests and critical

results/and values and receipt by the responsible licensed

care giver.

A 4. (AHC, BHC, CAH, DSC, HAP, LAB, LTC, LT2, OBS,

OME) The organization collects data on the timeliness of

reporting critical tests and critical results/and values.

A 5. (AHC, BHC, CAH, DSC, HAP, LAB, LTC, LT2, OBS,

OME) The organization assesses the data and determines

whether there is a need for improvement.

A 6. (AHC, BHC, CAH, DSC, HAP, LAB, LTC, LT2, OBS,

OME) The organization takes appropriate action to improve

and measure the effectiveness of those actions.

� C 7. (LAB) Critically abnormal results are communicated

quickly to a responsible individual so that prompt action may

be taken.

A 8. (LAB) When the responsible licensed caregiver is not

available, a back-up reporting system can ensure the infor-

mation is provided in a timely manner to another qualified

responsible caregiver to prevent avoidable delays in treat-

ment or response.

Requirement 2E (AHC, ALF, BHC, CAH, DSC, HAP, LAB,

LTC, LT2, OBS, OME)

Implement a standardized approach to “hand off” communi-

cations, including an opportunity to ask and respond to ques-

tions.

Rationale for Requirement 2E

The primary objective of a “handoff” is to provide accurate

information about a [patient’s] care, treatment, and services,

current condition and any recent or anticipated changes. The

information communicated during a hand off must be accu-

rate in order to meet [patient] safety goals.

(AHC, ALF, CAH, DSC, HAP, LAB, LTC, LT2, OBS,

OME: In health care there are numerous types of [patient]

handoffs, including but not limited to nursing shift changes;

physicians transferring complete responsibility for a [patient];

physicians transferring on-call responsibility; temporary

responsibility for staff leaving the unit for a short time; (AHC,

ALF, CAH, DSC, HAP, LAB, OBS, OME: anesthesiologist

report to post-anesthesia recovery room nurse;) nursing and

physician hand off from the emergency department to inpa-

tient units, different hospitals, nursing homes, and home

health care; and critical laboratory and radiology results sent

to physician offices.)

(BHC: In Behavioral Health organizations that provide

twenty-four-hour care, treatment, or services, a number of

handoffs may occur, such as from teacher to child care work-

er, at change of shift, or from clinical staff to program staff.)

Implementation Expectations (IEs) for Requirement 2E

The organization’s process for effective “handoff” communi-

cation includes the following (IEs 1–4):

� C 1. (AHC, ALF, BHC, CAH, DSC, HAP, LAB, LTC,

LT2, OBS, OME) Interactive communications allowing

for the opportunity for questioning between the giver and

receiver of [patient] information

� C 2. (AHC, ALF, BHC, CAH, DSC, HAP, LAB, LTC,

LT2, OBS, OME) Up-to-date information regarding the

[patient’s] care, treatment and services, condition and

any recent or anticipated changes

� C 3. (AHC, ALF, BHC, CAH, DSC, HAP, LAB, LTC,

LT2, OBS, OME) A process for verification of the

received information, including repeat-back or read-

back, as appropriate.

A 4. (AHC, ALF, BHC, CAH, DSC, HAP, LAB, LTC,

LT2, OBS, OME) An opportunity for the receiver of the

hand off information to review relevant [patient] historical

data, which may include previous care, treatment, and

services

� C 5. (AHC, ALF, BHC, CAH, DSC, HAP, LAB, LTC, LT2,

OBS, OME) Interruptions during handoffs are limited to mini-

mize the possibility that information would fail to be conveyed

or would be forgotten.

Goal 3
Improve the safety of using medications.
(AHC, BHC, CAH, DSC, HAP, LTC, LT2, OBS, OME)

Requirement 3B (AHC, BHC, CAH, DSC, HAP, LTC, LT2,

OBS, OME)

Standardize and limit the number of drug concentrations

used by the organization.

2008 National Patient Safety Goals (continued)
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Rationale for Requirement 3B

When medications are part of the [patient] treatment plan,

appropriate management is critical to ensuring [patient] safe-

ty. The development of standardized and redundant systems

has been shown to decrease errors and improve outcomes.

Implementation Expectations for Requirement 3B

A 1. (AHC, BHC, CAH, DSC, HAP, LTC, LT2, OBS, OME)

Standardize the drug concentrations used by the organiza-

tion.

A 2. (AHC, BHC, CAH, DSC, HAP, LTC, LT2, OBS, OME)

When more than one concentration of a drug is necessary,

the number of concentrations are limited to the minimum

required to meet [patient] care needs.

Requirement 3C (AHC, BHC, CAH, HAP, LTC, LT2, OBS,

OME)

Identify and, at a minimum, annually review a list of look-

alike/sound-alike drugs used by the organization, and take

action to prevent errors involving the interchange of these

drugs.

Implementation Expectations for Requirement 3C

A 1. (AHC, BHC, CAH, HAP, LTC, LT2, OBS, OME) Identify

a list of look-alike/sound-alike (LASA) drugs used by the

organization (the list must include a minimum of 10 LASA

drug combinations selected from the tables of LASA drugs

posted on the Joint Commission Web site).

A 2. (AHC, BHC, CAH, HAP, LTC, LT2, OBS, OME) Review

the list of look-alike/sound-alike drugs used by the organiza-

tion at least annually.

A 3. (AHC, BHC, CAH, HAP, LTC, LT2, OBS, OME) The

organization takes action to prevent errors involving the inter-

change of these drugs.

Requirement 3D (AHC, CAH, HAP, OBS)

Label all medications, medication containers (for example,

syringes, medicine cups, basins), or other solutions on and

off the sterile field.

Rationale for Requirement 3D

This risk reduction activity is consistent with safe medication

practices and addresses a recognized risk point in the safe

administration of medications in perioperative and other pro-

cedural settings.

Errors, sometimes tragic, have resulted from medica-

tions and other solutions removed from their original contain-

ers and placed into unlabeled containers. Medications or

other solutions in unlabeled containers are unidentifiable.

This unsafe practice neglects basic principles of medication

management safety yet has been routine in many organiza-

tions with respect to medications transferred to the sterile

field.

Implementation Expectations for Requirement 3D

A 1. (AHC, CAH, HAP, OBS) Medications and solutions both

on and off the sterile field are labeled even if there is only

one medication being used.

A 2. (AHC, CAH, HAP, OBS) Labeling occurs when any

medication or solution is transferred from the original packag-

ing to another container.

A 3. (AHC, CAH, HAP, OBS) Labels include the drug name,

strength, amount (if not apparent from the container), expira-

tion date when not used within 24 hours, and expiration time

when expiration occurs in less than 24 hours.

� C 4. (AHC, CAH, HAP, OBS) All labels are verified both

verbally and visually by two qualified individuals when the

person preparing the medication is not the person adminis-

tering the medication.

A 5. (AHC, CAH, HAP, OBS) No more than one medication

or solution is labeled at one time.

A 6. (AHC, CAH, HAP, OBS) Any medications or solutions

found unlabeled are immediately discarded.

� C 7. (AHC, CAH, HAP, OBS) All original containers from

medications or solutions remain available for reference in the

perioperative/procedural area until the conclusion of the pro-

cedure.

A 8. (AHC, CAH, HAP, OBS) All labeled containers on the

sterile field are discarded at the conclusion of the procedure.

� C 9. (AHC, CAH, HAP, OBS) At shift change or break

relief, all medications and solutions both on and off the sterile

field and their labels are reviewed by entering and exiting

personnel.

Requirement 3E (AHC, HAP, CAH, LTC, OBS, OME)

Reduce the likelihood of patient harm associated with the

use of anticoagulation therapy.

Note: This requirement applies only to organizations
that provide anticoagulation therapy.

2008 National Patient Safety Goals (continued)
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Rationale for Requirement 3E

Anticoagulation is a high-risk treatment that commonly leads

to adverse drug events due to the complexity of dosing anti-

coagulation medications, monitoring their effects, and ensur-

ing patient compliance with outpatient therapy. The use of

standardized practices that include patient involvement can

reduce the risk of adverse drug events associated with the

use of heparin (unfractionated), low molecular weight heparin

(LMWH), warfarin, and other anticoagulants.

Note: This requirement has a one-year phase-in peri-

od that includes defined expectations for planning,

development, and testing (“milestones”) at 3, 6, and 9

months in 2008, with the expectation of full implemen-

tation by January 1, 2009.

Implementation Expectations for Requirement 3E

A 1. (AHC, HAP, CAH, LTC, OBS, OME) As of April 1, 2008,

the [organization]’s leadership has assigned responsibility for

oversight and coordination of the development, testing, and

implementation of Requirement 3E.

A 2. (AHC, HAP, CAH, LTC, OBS, OME) As of July 1, 2008,

an implementation work plan is in place that identifies ade-

quate resources, assigned accountabilities, and a time line

for full implementation of Requirement 3E by January 1,

2009.

A 3. (AHC, HAP, CAH, LTC, OBS, OME) As of October 1,

2008, pilot testing of the process in at least one clinical unit

is under way.

A 4. (AHC, HAP, CAH, LTC, OBS, OME) As of January 1,

2009, the process is fully implemented across the organization.

The Implementation Expectations (IEs) that will
apply beginning January 1, 2009, are provided
below (IEs 1–11).

Implementation Expectations for 3E

A 1. (AHC, HAP, CAH, LTC, OBS, OME) The organization

implements a defined anticoagulant management program to

individualize the care provided to each patient receiving anti-

coagulant therapy.

A 2. (AHC, HAP, CAH, LTC, OBS, OME) To reduce com-

pounding and labeling errors, the organization uses ONLY

oral unit dose products and pre-mixed infusions when these

products are available.

� C 3. (AHC, HAP, CAH, LTC, OBS, OME) When pharmacy

services are provided by the organization, warfarin is dis-

pensed for each patient in accordance with established moni-

toring procedures.

� C 4. (AHC, HAP, CAH, LTC, OBS, OME) The organiza-

tion uses approved protocols for the initiation and mainte-

nance of anticoagulation therapy appropriate to the medica-

tion used, to the condition being treated, and to the potential

for drug interactions.

� A 5. (AHC, HAP, CAH, LTC, OBS, OME) For patients

being started on warfarin, a baseline International

Normalized Ratio (INR) is available, and for all patients

receiving warfarin therapy, a current INR is available and is

used to monitor and adjust therapy.

� C 6. (AHC, HAP, CAH, LTC, OBS, OME) When dietary

services are provided by the organization, the service is noti-

fied of all patients receiving warfarin and responds according

to its established food/drug interaction program.

A 7. (AHC, HAP, CAH, LTC, OBS, OME) When heparin is

administered intravenously and continuously, the organiza-

tion uses programmable infusion pumps.

� C 8. (AHC, HAP, CAH, LTC, OBS, OME) The organiza-

tion has a policy that addresses baseline and ongoing labo-

ratory tests that are required for heparin and low molecular

weight heparin therapies.

� C 9. (AHC, HAP, CAH, LTC, OBS, OME) The organiza-

tion provides education regarding anticoagulation therapy to

(CAH, HAP: prescribers,) staff, patients, and families.

� C 10. (AHC, HAP, CAH, LTC, OBS, OME) Patient/family

education includes the importance of follow-up monitoring,

compliance issues, dietary restrictions, and potential for

adverse drug reactions and interactions.

A 11. (AHC, HAP, CAH, LTC, OBS, OME) The organization

evaluates anticoagulation safety practices (see Standard

MM.8.10).

Goal 7
Reduce the risk of health care–associated
infections.
(AHC, ALF, BHC, CAH, DSC, HAP, LAB, LTC, LT2, OBS,

OME)

2008 National Patient Safety Goals (continued)
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Requirement 7A (AHC, ALF, BHC, CAH, DSC, HAP, LAB,

LTC, LT2, OBS, OME)

Comply with current World Health Organization (WHO) Hand

Hygiene Guidelines or Centers for Disease Control and

Prevention (CDC) hand hygiene guidelines (BHC: when pro-

viding services to a high-risk population or administering

physical care).

Rationale for Requirement 7A

Compliance with the WHO Hand Hygiene Guidelines or CDC

hand hygiene guidelines will reduce the transmission of

infectious agents by staff to [patients], thereby decreasing the

incidence of health care–associated infections.

Implementation Expectation for Requirement 7A

� C 1. (AHC, ALF, BHC, CAH, DSC, HAP, LAB, LTC, LT2,

OBS, OME) Comply with current WHO Hand Hygiene

Guidelines or CDC hand hygiene guidelines* (BHC: when

providing services to a high-risk population, or administering

physical care).

Requirement 7B (AHC, ALF, BHC, CAH, DSC, HAP, LAB,

LTC, LT2, OBS, OME)

Manage as sentinel events all identified cases of unanticipat-

ed death or major permanent loss of function associated with

a health care–associated infection.

Rationale for Requirement 7B

A significant percentage of [patients] who unexpectedly die or

suffer major permanent loss of function have health

care–associated infections. These unanticipated deaths and

injuries meet the definition of a sentinel event and, therefore,

are required to undergo a root cause analysis. The root

cause analysis should attempt to answer the questions (1)

why did the [patient] acquire an infection and, (2) given the

fact of the infection, why did the [patient] die or suffer perma-

nent loss of function?

Implementation Expectations Requirement 7B

� C 1. (AHC, ALF, BHC, CAH, DSC, HAP, LAB, LTC, LT2,

OBS, OME) The organization manages all identified cases of

unanticipated death or major permanent loss of function

associated with a health care–associated infection as sen-

tinel events (that is, conducts a root cause analysis).

A 2. (AHC, ALF, BHC, CAH, DSC, HAP, LAB, LTC, LT2,

OBS, OME) The root cause analysis addresses the manage-

ment of the [patient] before and after the identification of

infection.

Goal 8
Accurately and completely reconcile 
medications across the continuum of care.
(AHC, ALF, BHC, CAH, DSC, HAP, LTC, LT2, OBS, OME)

Requirement 8A (AHC, ALF, BHC, CAH, DSC, HAP, LTC,

LT2, OBS, OME)

There is a process for comparing the [patient’s] current med-

ications with those ordered for the [patient] while under the

care of the organization.

Rationale for Requirement 8A

[Patients] are most at risk during transitions in care (hand-

offs) across settings, services, providers, or levels of care.

The development, reconciliation and communication of an

accurate medication list throughout the continuum of care is

essential in the reduction of transition-related adverse drug

events.

Implementation Expectations for Requirement 8A

� C 1. (AHC, ALF, BHC, CAH, DSC, HAP, LTC, LT2, OBS,

OME) The organization, with the [patient]’s involvement, cre-

ates a complete list of the [patient]’s current medications at

admission/entry.

� C 2. (AHC, ALF, BHC, CAH, DSC, HAP, LTC, LT2, OBS,

OME) The medications ordered for, administered to, or dis-

pensed to the [patient] while under the care of the organiza-

tion are compared to those on the list and any discrepancies

(for example, omissions, duplications, potential interactions)

are resolved.

Requirement 8B (AHC, ALF, BHC, CAH, DSC, HAP, LTC,

LT2, OBS, OME)

A complete list of the [patient’s] medications is communicat-

ed to the next provider of service when a [patient] is referred

or transferred to another setting, service, practitioner or level

of care within or outside the organization. The complete list

of medications is also provided to the patient on discharge

from the organization.

Implementation Expectations for Requirement 8B

� C 1. (AHC, ALF, BHC, CAH, DSC, HAP, LTC, LT2, OBS,

OME) The [patient]’s accurate medication reconciliation list

(complete with medications prescribed by the first provider of

service) is communicated to the next provider of service,

whether it be within or outside the organization

2008 National Patient Safety Goals (continued)

Continued on page 16
* Organizations are required to comply with all 1A, 1B, and
1C CDC or WHO guidelines.
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� C 2. (AHC, ALF, BHC, CAH, DSC, HAP, LTC, LT2, OBS,

OME) The next provider of service checks the medication

reconciliation list again to make sure it is accurate and in

concert with any new medications to be ordered/prescribed.

� C 3. (AHC, ALF, BHC, CAH, DSC, HAP, LTC, LT2, OBS,

OME) The complete list of medications is also provided to

the [patient] on discharge from the organization.

Goal 9
Reduce the risk of [patient] harm resulting
from falls.
(ALF, CAH, DSC, HAP, LTC, LT2, OME)

Requirement 9B (ALF, CAH, DSC, HAP, LTC, LT2, OME)

Implement a fall reduction program including an evaluation of

the effectiveness of the program.

Rationale for Requirement 9B

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 pro-

vides, and its environment of care, the organization should

evaluate each [patient’s] risk for falls and take action to

reduce the risk of falling and to reduce the risk of injury,

should a fall occur. The evaluation could include fall history,

medications and alcohol consumption review, gait and bal-

ance screening, walking aids, assistive technologies and pro-

tective devices assessment, and environmental assessments.

Implementation Expectations for Requirement 9B

A 1. (ALF, CAH, DSC, HAP, LTC, LT2, OME) The organiza-

tion establishes a fall reduction program.

� C 2. (ALF, CAH, DSC, HAP, LTC, LT2, OME) The fall

reduction program includes an evaluation as appropriate to

the [patient] population, settings, and services provided.

A 3. (ALF, CAH, DSC, HAP, LTC, LT2, OME) The fall reduc-

tion program includes interventions to reduce the [patient]’s

fall risk factors.

� C 4. (ALF, CAH, DSC, HAP, LTC, LT2, OME) Staff

receive education and training for the fall reduction program.

� C 5. (ALF, CAH, DSC, HAP, LTC, LT2, OME) The

[patient] and [patient]’s family are educated on the fall reduc-

tion program and any individualized fall reduction strategies.

A 6. (ALF, CAH, DSC, HAP, LTC, LT2, OME) The fall reduc-

tion program is evaluated to determine the effectiveness of

the program.

Note: Outcome indicators such as decreased number
of falls and decreased number and severity of fall-
related injuries could be used.

Goal 10
Reduce the risk of influenza and pneumo-
coccal disease in institutionalized older
adults.
(ALF, DSC, LTC, LT2)

Requirement 10A (ALF, DSC, LTC, LT2)

Develop and implement a protocol for administration and

documentation of the flu vaccine.

Rationale for Requirement 10A

Influenza and pneumonia combined represent the fifth lead-

ing cause of death in the elderly. Along with the Centers for

Medicare and Medicaid Services (CMS) and the Centers for

Disease Control and Prevention (CDC), the Joint

Commission promotes the administration of influenza and

pneumococcal vaccines to adult residents in long term care

and assisted living facilities and disease-specific care pro-

grams.

Implementation Expectations for Requirement 10A

A 1. (ALF, DSC, LTC, LT2) Appropriate protocols are devel-

oped to determine whether or not to administer the flu vac-

cine to a [patient].

� C 2. (ALF, DSC, LTC, LT2) There is evidence that proto-

cols were implemented for residents identified as high risk.

Requirement 10B (ALF, DSC, LTC, LT2)

Develop and implement a protocol for administration and

documentation of the pneumococcus vaccine.

Implementation Expectations for Requirement 10B

A 1. (ALF, DSC, LTC, LT2) Appropriate protocols are devel-

oped to determine whether or not to administer the pneumo-

coccus vaccine to a [patient].

� C 2. (ALF, DSC, LTC, LT2) There is evidence that proto-

cols were implemented for [patients] identified as high risk.
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Requirement 10C (ALF, DSC, LTC, LT2)

Develop and implement a protocol to identify new cases of

influenza and to manage an outbreak.

Implementation Expectations for Requirement 10C

A 1. (ALF, DSC, LTC, LT2) Protocols are developed to iden-

tify cases of influenza and to manage an outbreak.

� C 2. (ALF, DSC, LTC, LT2) There is evidence the proto-

cols were followed for [patients] displaying signs and symp-

toms of influenza.

A 3. (ALF, DSC, LTC, LT2) There is evidence the outbreak

was managed (or identified) and tracked.

Goal 11
Reduce the risk of surgical fires.
(AHC, OBS)

Requirement 11A (AHC, OBS)

Educate staff, including operating licensed independent prac-

titioners and anesthesia providers, on how to control heat

sources and manage fuels with enough time for [patient]

preparation, and establish guidelines to minimize oxygen

concentration under drapes.

Rationale for Requirement 11A

When surgical fires occur, they often result in serious injury

and sometimes death. The unique circumstances in the sur-

gical environment (oxygen-rich atmosphere, flammable mate-

rials, and ignition sources) require response and prevention

strategies to be specific to the setting. Educating surgical

staff to these distinctions is crucial in reducing/eliminating

surgical fires.

Implementation Expectations for Requirement 11A

A 1. (AHC, OBS) Organizations assess the risk for surgical

fires based on equipment and procedures used.

A 2. (AHC, OBS) The organization establishes guidelines to

minimize oxygen concentrations under drapes.

� C 3. (AHC, OBS) Organizations that identify themselves

at risk provide staff training on methods to minimize oxygen

concentration under drapes.

� C 4. (AHC, OBS) Organizations that identify themselves

at risk provide staff training on methods to avoid the use of

flammable solutions and materials.

� C 5. (AHC, OBS) Organizations that identify themselves

at risk provide staff training on actions to take in the event of

a surgical fire.

Goal 12
Implementation of applicable National
Patient Safety Goals and associated require-
ments by components and practitioner
sites.
(IDS, MCO, PPO)

Requirement 12A (IDS, MCO, PPO)

Inform and encourage components and practitioner sites to

implement the applicable National Patient Safety Goals and

associated requirements.

Implementation Expectation for Requirement 12A

� C 1. (IDS, MCO, PPO) Organizations inform and encour-

age components and practitioner sites to implement the

applicable National Patient Safety Goals and associated

requirements.

Goal 13
Encourage [patients]’ active involvement in
their own care as a [patient] safety strategy.
(AHC, ALF, BHC, CAH, DSC, HAP, LAB, LTC, LT2, OBS,

OME)

Requirement 13A (AHC, ALF, BHC, CAH, DSC, HAP, LAB,

LTC, LT2, OBS, OME)

Define and communicate the means for [patients] and their

families to report concerns about safety and encourage them

to do so.

Rationale for Requirement 13A

Communication with [patients] and families about all aspects

of their care, treatment, or services is an important character-

istic of a culture of safety. When [patients] know what to

expect, they are more aware of possible errors and choices.

[Patients] can be an important source of information about

potential adverse events and hazardous conditions.

Implementation Expectations for Requirement 13A

� C 1. (AHC, ALF, BHC, CAH, DSC, HAP, LAB, LTC, LT2,

OBS, OME) [Patients] and families are educated on methods

available to report concerns related to care, treatment, serv-

ices, and [patient] safety issues.

� C 2. (AHC, ALF, BHC, CAH, DSC, HAP, LAB, LTC, LT2,

OBS, OME) The organization encourages [patient]s and their

families to report concerns about safety.
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Goal 14
Prevent health care–associated pressure
ulcers (decubitus ulcers).
(LTC, LT2)

Requirement 14A (LTC, LT2)

Assess and periodically reassess each [patient]’s risk for

developing a pressure ulcer (decubitus ulcer) and take action

to address any identified risks.

Rationale for Requirement 14A

Pressure ulcers (decubiti) continue to be problematic in all

heath care settings. Estimates are that 1.3 to 3 million adults

have a pressure ulcer. The cost of treatment is $500 to

$40,000 per ulcer. The incidence of pressure ulcer is from

2.2% to 23.9% in long term care and 0% to 17% in home

care. Most pressure ulcers can be prevented and deteriora-

tion at Stage I can be halted. The use of clinical practice

guidelines can effectively identify [patients] and define early

intervention for prevention of pressure ulcers.

Implementation Expectations for Requirement 14A

A 1. (LTC, LT2) There is a plan for the prediction, prevention,

and early treatment of pressure ulcers, which addresses:

• Identifying individuals at risk and the specific factors

placing them at risk.

• Maintaining and improving tissue tolerance to pressure

in order to prevent injury.

• Protecting against the adverse effects of external

mechanical forces.

• Reducing the incidence of pressure ulcers through

staff education programs.

� C 2. (LTC, LT2) Initial assessments are performed at

admission.

� C 3. (LTC, LT2) A systematic risk assessment is conduct-

ed using a validated risk assessment tool such as the

Braden Scale or Norton Scale.

� C 4. (LTC, LT2) Pressure ulcer risk is reassessed at peri-

odic intervals.

� C 5. (LTC, LT2) Action is taken to address any identified

risks.

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

Rationale for Goal 15 (BHC, HAP, OME)

Probabilistic risk assessment has been used to assess the

designs of high-hazard systems such as chemical engineer-

ing plants and space initiatives. Probabilistic risk assessment

looks at events that contributed to adverse outcomes. Health

care has the ability to identify those areas of high-risk poten-

tial based on previous sentinel events and other data.

Requirement 15A (BHC, HAP)

The organization identifies [patients] at risk for suicide.

(HAP: Note: This requirement only applies to psychi-
atric hospitals and patients being treated for emotional
or behavioral disorders in general hospitals.)

Rationale for Requirement 15A

Suicide ranks as the eleventh most frequent cause of death

(third most frequent in young people) in the United States,

with one person dying from suicide every 16.6 minutes.

Suicide of a care recipient while in a staffed, round-the-clock

care setting has been the #1 most frequently reported type of

sentinel event since the inception of the Joint Commission’s

Sentinel Event Policy in 1996. Identification of individuals at

risk for suicide while under the care of or following discharge

from a health care organization is an important first step in

protecting and planning the care of these at-risk individuals.

Implementation Expectations for Requirement 15A

� C 1. (BHC, HAP) The risk assessment includes identifica-

tion of specific factors and features that may increase or

decrease risk for suicide.

� C 2. (BHC, HAP) The [patient]’s immediate safety needs

and most appropriate setting for treatment are addressed.

� C 3. (BHC, HAP) The organization provides information

such as a crisis hotline to individuals and their family mem-

bers for crisis situations.

Requirement 15B (OME)

The organization identifies risks associated with long-term

oxygen therapy such as home fires.

Rationale for Requirement 15B

Nearly 43 percent of all sentinel events reported by home
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care programs to the Joint Commission were due to a fire in

the [patient]’s home. Since April 1997, 11 sentinel events

were received and reviewed by the Joint Commission related

to home health care [patients] who were either injured or

killed as a result of a fire in the home. In each case home

oxygen was in use.

Implementation Expectations for Requirement 15B

� C 1. (OME) The home safety risk assessment includes

presence or absence and working order of smoke detectors,

fire extinguishers and fire safety plans, and review of all

medical equipment.

� C 2. (OME) The organization provides education to the

[patient] and family regarding causes of fire and fire preven-

tion activities.

� C 3. (OME) The organization assesses the [patient]’s level

of comprehension and compliance and reports any concerns

to the [patient]’s physician.

Goal 16 
Improve recognition and response to
changes in a patient’s condition.
(CAH, HAP)

Requirement 16A (CAH, HAP)

The organization selects a suitable method that enables

health care staff members to directly request additional

assistance from a specially trained individual(s) when the

patient’s condition appears to be worsening.

Rationale for Requirement 16A

A significant number of critical inpatient events are preced-

ed by warning signs for an average of 6 to 8 hours. Critical

events such as cardiopulmonary and respiratory arrests or

changes in patient’s vital signs are estimated to occur in

4% to 17% of inpatient admissions. Early response by a

specially trained individual(s) to changes in a patient’s con-

dition may reduce cardiopulmonary arrests and patient

mortality.

Note: This requirement has a one-year phase-in peri-
od that includes defined expectations for planning,
development, and testing (“milestones”) at 3, 6, and 9
months in 2008, with the expectation of full implemen-
tation by January 1, 2009.

Implementation Expectations for Requirement 16A

A 1. (CAH, HAP) As of April 1, 2008, the [organization]’s

leadership has assigned responsibility for oversight and coor-

dination of the development, testing, and implementation of

Requirement 16A.

A 2. (CAH, HAP) As of July 1, 2008, an implementation work

plan is in place that identifies adequate resources, assigned

accountabilities, and a time line for full implementation of

Requirement 16A by January 1, 2009.

A 3. (CAH, HAP) As of October 1, 2008, pilot testing of the

process in at least one clinical unit is under way.

A 4. (CAH, HAP) As of January 1, 2009, the process is fully

implemented across the organization.

The Implementation Expectations (IEs) that will
apply beginning January 1, 2009, are provided
below (IEs 1–6).

Implementation Expectations for Requirement 16A

A 1. (CAH, HAP) The organization selects an early recogni-

tion and response method most suitable for its needs and

resources.

A 2. (CAH, HAP) The organization develops criteria for call-

ing additional assistance to respond to a change in patient’s

condition or perception of change by the staff, patients, and

families.

A 3. (CAH, HAP) The organization empowers staff, patients,

and families to request additional assistance when they have

a concern about the patient’s condition.

� C 4. (CAH, HAP) Formal education for urgent response

policies and practices is conducted with the people who may

request assistance and the people who may respond to

those requests.

A 5. (CAH, HAP) The organization measures the utility and

effectiveness of the intervention(s) employed.

A 6. (CAH, HAP) The organization measures cardiopul-

monary arrest, respiratory arrest, and mortality rates before

and after implementation of an early intervention plan.

Universal Protocol
(AHC, CAH, DSC, HAP, OBS)

Wrong site, wrong procedure, wrong person surgery can be

prevented. This universal protocol is intended to achieve that

goal. It is based on the consensus of experts from the rele-

vant clinical specialties and professional disciplines and is

2008 National Patient Safety Goals (continued)

Continued on page 20

Page 19
Joint Commission Perspectives®, July 2007, Volume 27, Issue 7

Copyright 2007 Joint Commission on Accreditation of Healthcare Organizations



endorsed by more than 40 professional medical associations

and organizations.

In developing this protocol, consensus was reached on the

following principles:

• Wrong site, wrong procedure, wrong person surgery

can and must be prevented.

• A robust approach—using multiple, complementary

strategies—is necessary to achieve the goal of eliminat-

ing wrong site, wrong procedure, wrong person surgery.

• Active involvement and effective communication

among all members of the surgical team is important

for success.

• To the extent possible, the patient (or legally designat-

ed representative) should be involved in the process.

• Consistent implementation of a standardized approach

using a universal, consensus-based protocol will be

most effective.

• The protocol should be flexible enough to allow for

implementation with appropriate adaptation when

required to meet specific patient needs.

• A requirement for site marking should focus on cases

involving right/left distinction, multiple structures (fin-

gers, toes), or levels (spine).

• The universal protocol should be applicable or adapt-

able to all operative and other invasive procedures that

expose patients to harm, including procedures done in

settings other than the operating room.

In concert with these principles, the following steps, taken

together, comprise the Universal Protocol for eliminating

wrong site, wrong procedure, wrong person surgery:

• Pre-operative verification process

■ Purpose: To ensure that all the relevant documents

and studies are available prior to the start of the

procedure and that they have been reviewed and

are consistent with each other and with the patient’s

expectations and with the team’s understanding of

the intended patient, procedure, site and, as appli-

cable, any implants. Missing information or discrep-

ancies must be addressed before starting the proce-

dure.

■ Process: An ongoing process of information gather-

ing and verification, beginning with the determina-

tion to do the procedure, continuing through all set-

tings and interventions involved in the preoperative

preparation of the patient, up to and including the

“time-out” just before the start of the procedure.

• Marking the operative site

■ Purpose: To identify unambiguously the intended

site of incision or insertion.

■ Process: For procedures involving right/left distinc-

tion, multiple structures (such as fingers and toes),

or multiple levels (as in spinal procedures), the

intended site must be marked such that the mark

will be visible after the patient has been prepped

and draped.

• “Time-out” immediately before starting the procedure

■ Purpose: To conduct a final verification of the cor-

rect patient, procedure, site, and, as applicable,

implants.

■ Process: Active communication among all members

of the surgical/procedure team, consistently initiated

by a designated member of the team, conducted in a

“fail-safe” mode, that is, the procedure is not started

until any questions or concerns are resolved.

Universal Protocol 1 
The organization fulfills the expectations
set forth in the Universal Protocol.
(AHC, CAH, DSC, HAP, OBS)

UP Requirement 1A (AHC, CAH, DSC, HAP, OBS)

Conduct a pre-operative verification process as described in

the Universal Protocol.

Implementation Expectations for UP Requirement 1A

� A 1. (AHC, CAH, DSC, HAP, OBS) Verification of the cor-

rect person, procedure, and site should occur during the fol-

lowing (as applicable):

• At the time the surgery/procedure is scheduled

• At the time of admission or entry into the facility

• Anytime the responsibility for care of the patient is

transferred to another caregiver

• With the patient involved, awake and aware, if possible

• Before the patient leaves the preoperative area or

enters the procedure/surgical room

� A 2. (AHC, CAH, DSC, HAP, OBS) The following is

reviewed prior to the start of the procedure:

• Relevant documentation (for example, history and

physical, consent)
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• Relevant images, properly labeled and displayed

• Any required implants and special equipment

UP Requirement 1B (AHC, CAH, DSC, HAP, OBS)

Mark the operative site as described in the Universal

Protocol.

Implementation Expectations for UP Requirement 1B

� C 1. (AHC, CAH, DSC, HAP, OBS) Make the mark at or

near the incision site; do not mark any non-operative site(s)

unless necessary for some other aspect of care.

A 2. (AHC, CAH, DSC, HAP, OBS) The mark must be unam-

biguous.

Note: For example, use initials or “YES” or a line rep-
resenting the proposed incision; consider that “X” may
be ambiguous.

� C 3. (AHC, CAH, DSC, HAP, OBS) The mark must be

positioned to be visible after the patient is prepped and

draped.

A 4. (AHC, CAH, DSC, HAP, OBS) The method of marking

and type of mark should be consistent throughout the organi-

zation.

� C 5. (AHC, CAH, DSC, HAP, OBS) At a minimum, mark

all cases involving laterality, multiple structures (fingers, toes,

lesions), or multiple levels (spine).

Note: In addition to pre-operative skin marking of 
the general spinal region, special intraoperative 
radiographic techniques are used for marking the
exact vertebral level.

� C 6. (AHC, CAH, DSC, HAP, OBS) The person perform-

ing the procedure should do the site marking.

� C 7. (AHC, CAH, DSC, HAP, OBS) Marking must take

place with the patient involved, awake and aware, if possible.

UP Requirement 1C (AHC, CAH, DSC, HAP, OBS)

Conduct a “time-out” immediately before starting the proce-

dure as described in the Universal Protocol.

Implementation Expectations for UP Requirement 1C

� C 1. (AHC, CAH, DSC, HAP, OBS) The final verification

process must be conducted in the location where the proce-

dure will be done, just before starting the procedure.

� A 2. (AHC, CAH, DSC, HAP, OBS) The process must

involve the entire operative team, use active communication,

and must, at least, include the following:

• Correct [patient] identity

• Correct side and site

• Agreement on the procedure to be done

• Correct [patient] position

• Availability of correct implants and any special equip-

ment or special requirements

� C 3. (AHC, CAH, DSC, HAP, OBS) The process is briefly

documented, such as in a checklist.

Note: The organization should determine the type and
amount of documentation.

A 4. (AHC, CAH, DSC, HAP, OBS) The organization should

have processes and systems in place for reconciling differ-

ences in staff responses during the final verification process.

Guidelines for the Universal Protocol for
Preventing Wrong Site, Wrong Procedure
and Wrong Person Surgery™ 
(AHC, CAH, DSC, HAP, OBS)

These guidelines provide detailed implementation require-

ments, exemptions and adaptations for special situations.

1. Pre-operative verification process

Verification of the correct person, procedure, and site should

occur (as applicable):

• At the time the surgery/procedure is scheduled

• At the time of admission or entry into the facility

• Anytime the responsibility for care of the patient is

transferred to another caregiver

• With the patient involved, awake and aware, if possible

• Before the patient leaves the preoperative area or

enters the procedure/surgical room

A preoperative verification checklist may be helpful to ensure

availability and review of the following, prior to the start of the

procedure:

• Relevant documentation (for example, history and

physical, consent)

• Relevant images, properly labeled and displayed

• Any required implants and special equipment

2. Marking the operative site

• Make the mark at or near the incision site. Do NOT

mark any non-operative site(s) unless necessary for

some other aspect of care.

• The mark must be unambiguous (for example, use ini-

tials or “YES” or a line representing the proposed inci-

sion; consider that “X” may be ambiguous).
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• The mark must be positioned to be visible after the

patient is prepped and draped.

• The mark must be made using a marker that is suffi-

ciently permanent to remain visible after completion of

the skin prep. Adhesive site markers should not be

used as the sole means of marking the site.

• The method of marking and type of mark should be

consistent throughout the organization.

• At a minimum, mark all cases involving laterality, multi-

ple structures (fingers, toes, lesions), or multiple levels

(spine).

Note: In addition to pre-operative skin marking of the
general spinal region, special intraoperative radi-
ographic techniques are used for marking the exact
vertebral level.

• The person performing the procedure should do the

site marking.

• Marking must take place with the patient involved,

awake and aware, if possible.

• Final verification of the site mark must take place dur-

ing the “time-out.”

• A defined procedure must be in place for patients who

refuse site marking.

Exemptions:

• Single organ cases (for example, Cesarean section,

cardiac surgery)

• Interventional cases for which the catheter/instru-

ment insertion site is not predetermined (for exam-

ple, cardiac catheterization)

• Teeth—BUT, indicate operative tooth name(s) on

documentation OR mark the operative tooth (teeth)

on the dental radiographs or dental diagram

• Premature infants, for whom the mark may cause a

permanent tattoo

3. “Time-out” immediately before starting the procedure

Must be conducted in the location where the procedure will

be done, just before starting the procedure. It must involve

the entire operative team, use active communication, be

briefly documented, such as in a checklist (the organization

should determine the type and amount of documentation)

and must, at the least, include the following:

• Correct patient identity

• Correct side and site

• Agreement on the procedure to be done

• Correct patient position

• Availability of correct implants and any special equip-

ment or special requirements

The organization should have processes and systems in

place for reconciling differences in staff responses during the

“time-out.”

4. Procedures for non-OR settings including bedside

procedures

• Site marking must be done for any procedure that

involves laterality, multiple structures or levels (even if

the procedure takes place outside of an OR).

• Verification, site marking, and “time-out” procedures

should be as consistent as possible throughout the

organization, including the OR and other locations

where invasive procedures are done.

• Exception: Cases in which the individual doing the pro-

cedure is in continuous attendance with the patient

from the time of decision to do the procedure and con-

sent from the patient through the conduct of the proce-

dure may be exempted from the site marking require-

ment. The requirement for a “time-out” final verification

still applies.
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