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Performance Measures Selected 
for New Heart Attack Certifications

Standardized measures have been selected for the two newly developed advanced disease-
specific care certification programs—Acute Heart Attack Ready (AHAR) and Primary Heart 
Attack Center (PHAC). The measures are effective July 1, 2019, for critical access hospi-
tals and hospitals (including freestanding emergency departments) pursing AHAR or PHAC 
certification.

Performance Measure Expectations
The standardized measures (listed in the following box) for both certifications have been 
adopted from the American Heart Association’s (AHA) Get With The Guidelines®—Coronary 
Artery Disease. Data collection for these measures must commence four months prior to the 
initial certification review visit for organizations seeking certification. For example, hospitals 
whose initial certification review visit is scheduled in September must begin data collection in 
the previous May. Data collection is then ongoing thereafter for all AHAR– or PHAC–certified 
organizations.

Official Publication of Joint Commission Requirements 

Performance Measures for New Heart 
Attack Certifications

Applicable to Acute Heart Attack Ready Certification

 l ECG Within 10 Minutes of Arrival
l Arrival to Thrombolytics Within 30 Minutes
l Arrival to Transfer to PCI Center Within 45 Minutes (Door In–Door Out: Referring Hospital)
l EMS FMC to PCI ≤ 90 Minutes (when applicable)*
Applicable to Primary Heart Attack Center Certification

l ECG Within 10 Minutes of Arrival at This Receiving Center
l Primary PCI ≤ 90 Minutes
l EMS FMC to PCI ≤ 90 Minutes
l Arrival at First Facility to Primary PCI ≤ 120 Minutes

ECG, electrocardiogram; PCI, percutaneous coronary intervention; EMS, emergency medical services; FMC, first medical contact.

* When applicable if the Acute Heart Attack Ready (AHAR)–certified hospital provides any PCI coverage for primary PCI.

About the New Certifications
As reported in the February 2019 issue of Perspectives, The Joint Commission and the AHA 
developed these programs to address ST-elevation myocardial infarction (STEMI) heart 
attack patient care. Both the AHAR (that is, an AHA’s Mission: Lifeline® [ML] STEMI–Referring 
Hospital) and PHAC (that is, an ML STEMI–Receiving Center) certification programs focus on 
symptom onset, emergency medical services, and the emergency department, as well as 
catheterization laboratories and inpatient settings.

http://www.jointcommission.org
https://www.heart.org/en/professional/quality-improvement/get-with-the-guidelines/get-with-the-guidelines-coronary-artery-disease
https://www.heart.org/en/professional/quality-improvement/get-with-the-guidelines/get-with-the-guidelines-coronary-artery-disease
https://www.jointcommission.org/assets/1/18/DSC_Advanced_Heart_Attack_Certs.pdf
https://www.heart.org/en/professional/quality-improvement/mission-lifeline
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The Joint Commission and AHA recommend AHAR certification for those hospitals with-
out 24-hour-a-day, 7-day-a-week on-site primary percutaneous coronary intervention (PCI) 
coverage. An AHAR–certified hospital may transfer STEMI patients to a PHAC for PCI and 
inpatient care. In addition, The Joint Commission and AHA expect PHACs to have the staff 
and resources necessary for 24-hour-a-day, 7-day-a-week coverage for PCI.

Questions about these measures may be sent to the AHA. P

http://www.jointcommission.org
mailto:accreditation%40heart.org?subject=
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New Requirement for Office-Based 
Surgery Practices Providing 
Fluoroscopy Services

Effective January 1, 2020, The Joint Commission will require office-based surgery (OBS) 
practices that provide fluoroscopy services to comply with Environment of Care (EC) Standard 
EC.02.02.01, Element of Performance (EP) 17 (see the underlined text in the following box). 
Compliance with this requirement aligns with current radiological practice standards for OBS 
practices that provide fluoroscopy services. Currently, the requirement is applicable to ambu-
latory health care organizations, critical access hospitals, and hospitals.

The new requirement has been posted on the Prepublication Standards page of The Joint 
Commission website and will be published in the fall 2019 E-dition® update to the Compre-
hensive Accreditation Manual for Office-Based Surgery (CAMOBS).

For more information, contact Joyce Webb, project director, Division of Healthcare Quality 
Evaluation. P

Official Publication of Joint Commission Requirements 

New Requirement for Office-Based Surgery 
Practices That Provide Fluoroscopy 
Services

Applicable to Office-Based Surgery Practices

Effective January 1, 2020

Environment of Care (EC)

Standard EC.02.02.01: The practice manages risks related to hazardous materials and waste.

Element of Performance for EC.02.02.01
17. For practices that provide computed tomography (CT), positron emission tomography (PET), nuclear 

medicine (NM), or fluoroscopy services: The results of dosimetry monitoring are reviewed at least quar-
terly by the radiation safety officer, diagnostic medical physicist, or health physicist to assess whether staff 
radiation exposure levels are “as low as reasonably achievable” (ALARA) and below regulatory limits.

Note 1: For the definition of ALARA, please refer to US Nuclear Regulatory Commission federal regulation 
10 CFR 20.1003.

Note 2: This element of performance does not apply to dental cone beam CT radiographic imaging studies 
performed for diagnosis of conditions affecting the maxillofacial region or to obtain guidance for the treat-
ment of such conditions.

http://www.jointcommission.org
https://www.jointcommission.org/standards_information/prepublication_standards.aspx
mailto:mailto:jwebb%40jointcommission.org?subject=
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Performance Measure 
Requirements Clarified for 
Primary Stroke Centers

Starting January 1, 2019, organizations seeking Primary Stroke Center (PSC) certification 
(an advanced disease-specific care certification program) were required to report on 2 new 
performance measures. The addition of these 2 measures brought the total number of stroke 
performance measures required to achieve and maintain PSC certification to 10.

An article in the July 2018 issue of Perspectives announced and detailed the crite-
ria for the new measurements. At this time, The Joint Commission is further clarifying its 
expectations.

STK-OP-1: Door to Transfer to Another Hospital
The stroke outpatient (STK-OP) measure monitors “door in–door out” times for stroke patients 
transferred from the emergency department (ED) of a PSC to a higher-level acute stroke cen-
ter. It applies only to PSCs. Thrombectomy-capable stroke centers (TSCs) and comprehensive 
strokes centers (CSCs) accepting these patients are not required to collect data for this mea-
sure; in addition, TSCs and CSCs are not required to report data for patients transferred from 
their facilities. (Acute stroke ready hospitals [ASRHs] have their own complement measure: 
ASR-OP-2.)

This measure is stratified. When manually submitting STK-OP-1 data to The Joint Com-
mission via the Certification Measure Information Process (CMIP) on an organization’s secure 
Joint Commission Connect™ extranet site, data should be entered as the total number of 
cases for the reporting month and the median time in minutes (that is, the continuous variable 
value). The measurement value is calculated as follows:

Door to Transfer to 
Another Hospital

= ED Departure Date and 
Departure Time

– Outpatient Encounter Date and  
Arrival Time

When the total number of cases is zero for a stratum, no rate will be reported that month, 
and the continuous variable value field should be left blank.

CSTK-01: NIHSS Score Performed for Ischemic Stroke Patients
The comprehensive stroke (CSTK) measure captures the proportion of ischemic stroke 
patients for whom a National Institutes of Health Stroke Scale (NIHSS) score is performed 
prior to any acute recanalization therapy in patients undergoing recanalization therapy and 
documented in the medical record or documented within 12 hours of hospital arrival for 
patients who do not undergo recanalization therapy.

The CSTK-01 denominator population includes all ischemic stroke patients, including 
CSTK subpopulations 1 and 2 as defined in the Initial Patient Population algorithm of the 
Specifications Manual for Joint Commission National Quality Measures*.

* Note that the 2018B1 version is active through June 30, 2019; for discharges from July 1 through December 31, 2019, reference 
the 2019A version.

http://www.jointcommission.org
https://www.jointcommission.org/assets/1/18/APPROVED_New_Performance_Measures_for_Primary_Stroke_Centers.pdf
https://manual.jointcommission.org/
https://manual.jointcommission.org/releases/TJC2018B1/
https://manual.jointcommission.org/releases/TJC2019A/
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Organizations that use a vendor for CSTK measure data transmission should confirm with 
their vendor that data for CSTK-01 are included in the transmission. (See the following table 
for what should be included in the numerator and denominator populations for CSTK-01.) 
When the organization has verified that the vendor supports the CSTK-01 measure, it should 
notify hcooryx@jointcommission.org to enable the vendor transmission. Otherwise, the orga-
nization must manually enter the data for the measure in CMIP.

CSTK-01 NumeraTor PoPulaTioN CSTK-01 DeNomiNaTor PoPulaTioN

l	 Ischemic stroke patients for whom an 
NIHSS score is performed prior to under-
going any acute recanalization therapy 
(that is, IV t-PA, IA t-PA, or MER) and docu-
mented in the medical record

or
l	 Ischemic stroke patients, who do not 

undergo recanalization therapy, for whom 
an NIHSS score is performed and docu-
mented in the medical record within 12 
hours of hospital arrival

l	 All ischemic stroke patients, which 
includes the patients who receive the 
following:
❍ Patients who receive IV thrombolytic 

therapy (t-PA)
and

❍ Patients who receive IA t-PA
and

❍ Patients who receive MER therapy 
(CSTK subpopulation 2)

and
❍ Patients who do not undergo a 

reperfusion procedure (CSTK subpop-
ulation 1)

CSTK, comprehensive stroke; NIHSS, National Institutes of Health Stroke Scale; IV, intravenous; t-PA, tissue plasminogen activator; IA t-PA,  
intra-arterial tissue plasminogen activator; MER, mechanical endovascular reperfusion.

TSCs and CSCs collecting and using data from CSTK-01 for internal quality improvement 
can and should continue to collect data for this measure.

Questions about these performance measures may be directed to the Performance Mea-
surement Network Q&A Forum on The Joint Commission website. P

NEXT ▼

http://www.jointcommission.org
mailto:hcooryx%40jointcommission.org?subject=
https://manual.jointcommission.org/
https://manual.jointcommission.org/
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New Quick Safety 
Focuses on High-
Level Disinfection 
of Ophthalmology 
Devices
Health care organizations that use tonometers and 
other devices that touch the eye must be aware of the infection risk to patients and know 
how to appropriately clean and disinfect such devices. Joint Commission survey data have 
identified either lack of awareness or misinterpretation of manufacturer instructions related 
to high-level disinfection of ophthalmology devices. These factors, combined with a lack 
of staff training and leadership oversight, have resulted in The Joint Commission declaring 
multiple instances of an immediate threat to health and safety. The Joint Commission recently 
released Quick Safety Issue 49: Disinfection of tonometers and other ophthalmology devices 
to address this situation.

The Quick Safety issue provides suggestions for health care organizations to ensure 
that safe protocols are in place to protect patients from infection. Suggested safety actions 
include the following:
l	 Review cleaning and disinfection instructions to ensure that items that touch the surface of 

the eye are—at minimum—high-level disinfected and those that touch non-intact surfaces 
of the eye are sterilized.

l	 Confirm that disinfectants listed as compatible, other than bleach, are US Food and Drug 
Administration (FDA)–approved high-level disinfectants.

l	 Have available and follow manufacturer instructions when using a device for ophthalmol-
ogy examinations and/or procedures, as well as when cleaning and disinfecting such 
devices.

l	 Have a qualified individual available to review product labels and instructions for use who 
is knowledgeable about the different types of disinfectants. P

NEXT ▼

http://www.jointcommission.org
https://www.jointcommission.org/issues/article.aspx?Article=2NXVH2M1ZPkenQXMKocodbpwAy%2b9DRW%2bKKRYGSYHFN8%3d
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Recent Quick Safety Addresses Drug 
Diversion
Recently, The Joint Commission released Quick Safety Issue 48: Drug diversion and impaired 
health care workers. Drug diversion is a potential threat to patient safety in every health care 
organization. As challenges from controlled prescription drug usage continue to make head-
lines, health care organizations work to ensure patient safety, which may be compromised by 
impaired health care workers.

Drug diversion is a growing problem that spans all levels of an organization from chiefs to 
frontline staff across all clinical disciplines. The diversion of controlled substances can be dif-
ficult to detect in organizations. This Quick Safety issue outlines common patterns and trends 
that may indicate diversion, as well as actions to consider. The following graphic shows com-
monly diverted drugs by their common classifications. P

Opioid Pain 
Relievers

■ Codeine
■ Fentanyl

(Duragesic®, Actiq®)
■ Hydromorphone

(Dilaudid®)
■ Meperidine

(Demerol®)
■ Morphine

(MS Contin®) 
■ Oxycodone

(OxyContin®)
■ Pentazocine

(Talwin®)
■ Dextropropoxyphene

(Darvon)
■ Methadone

(Dolophine®)
■ Hydrocodone

combinations
(Vicodin, Lortab, and
Lorcet)

High-Cost 
Antipsychotic and 

Mental Health 
Drugs

■ Aripiprazole
(Abilify®)

■ Ziprasidone
(Geodon®)

■ Risperidone
(Risperdal®)

■ Quetiapine
(Seroquel®)

■ Olanzapine
(Zyprexa®)

Benzodiazepines

■ Alprazolam (Xanax®)
■ Clonazepam

(Klonopin®)
■ Lorazepam (Ativan®)

Commonly Diverted Drugs*

* Names in parentheses are the commonly known brand name of the drug.
Source: US Department of Health & Human Services, US Centers for Medicare & Medicaid Services, “Drug Diversion in 
the Medicaid Program: State Strategies for Reducing Prescription Drug Diversion in Medicaid,” January 2012.

New Quick Safety Focuses on De-escalation 
Techniques in Health Care
Recently, The Joint Commission released Quick Safety Issue 48: 
Drug diversion and impaired health care workers.

NEXT ▼

http://www.jointcommission.org
https://www.jointcommission.org/issues/detail.aspx?Issue=oggpPRtZ4J9prb6y9iix2v3DaVzyi%2b%2f0cOhpZ%2f1eOcw%3d
https://www.jointcommission.org/issues/detail.aspx?Issue=oggpPRtZ4J9prb6y9iix2v3DaVzyi%2b%2f0cOhpZ%2f1eOcw%3d
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Focused Standards Assessment (FSA) 
Tool Temporarily Offline for July 2019 
Standards Update
Starting June 28, 2019, at 7:00 p.M. central standard time (CST), the Focused Standards 
Assessment (FSA) tool in the Intracycle Monitoring (ICM) Profile on the Joint Commission Con-
nect® extranet site will be offline for the July 2019 standards update. The tool will come back 
online July 15, 2019, at 9:00 p.M. CST.

Questions may be directed to your organization’s designated Account Executive at 
630-792-3007. P

NEXT ▼

http://www.jointcommission.org
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Consistent Interpretation
Joint Commission Surveyors’ Observations of Power Strips 
in Patient Care Areas

The monthly Consistent Interpretation column is designed to support organizations in their 
efforts to comply with specific Joint Commission requirements. Each installment of the column 
draws from a database containing surveyors’ de-identified observations (in the column to the 
left) on an element of performance (EP)—as well as guidance from the Standards Interpreta-
tion Group on how to interpret the observations (in the column to the right).

The requirements highlighted in this column are not necessarily those with high rates of 
noncompliance. Rather, they are EPs that have the potential to negatively impact the delivery 
of high-quality care or create risk from a safety perspective if found out of compliance. That is, 
they may appear in the upper right corner of a Survey Analysis for Evaluating Risk® (SAFER™) 
Matrix if cited on survey. Featured EPs are applicable to the hospital program; however, the 
guidance in this column may be extrapolated to apply to other accreditation programs that 
offer similar services and populations served.

This month, Consistent Interpretation highlights Environment of Care (EC) Standard 
EC.02.05.01, EP 23, which outlines the requirements of using power strips (also known as 
relocatable power taps [RPTs]) in patient care areas.

Note: Interpretations are subject to change to allow for unique and/or unforeseen 
circumstances. P

Standard EC.02.05.01: The hospital manages risks associated with its utility systems.

EP 23: Power strips in a patient care vicinity are only used for components of movable electrical equipment 
used for patient care that have been assembled by qualified personnel. These power strips meet UL 1363A or 
UL 60601-1. Power strips used outside of a patient care vicinity, but within the patient care room, meet UL 1363. 
In non–patient care rooms, power strips meet other UL standards. (For full text, refer to NFPA 99-2012: 10.2.3.6; 
10.2.4; NFPA 70-2011: 400-8; 590.3(D); Tentative Interim Amendment (TIA) 12-5)

Compliance Rate In 2018 the noncompliance percentage for this EP was 21.14%—that is, 309 of 
1,462 hospitals surveyed were out of compliance with this requirement.

Noncompliance 
Implications

Overloaded power strips may cause a critical device plugged into it to fail during 
use. In addition, exceeding the current rating can cause an electrical fire.

Surveyor Observations Guidance/Interpretation

l Power strips were used in a patient care area that 
do not meet UL 1363A.

l The power strip used in the operating room was 
mounted to the wall.

l Power strips providing power to patient care–re-
lated electrical equipment must be special-purpose 
relocatable power taps (SPRPTs) listed as UL 1363A 
or UL 60601-1.

l Power strips must be permanently mounted to the 
equipment or an assembly and are not permitted 
to be mounted to the wall. See CMS S&C 14-46 for 
further guidance.

UL, Underwriters Laboratories; CMS, US Centers for Medicare & Medicaid Services.

NEXT ▼

http://www.jointcommission.org
https://www.jointcommission.org/standards_information/jcfaqdetails.aspx?StandardsFaqId=1726&amp;ProgramId=46
https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/Downloads/Survey-and-Cert-Letter-14-46.pdf
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This issue of Perspectives presents the May 2019 Table of Contents for The Joint Commis-
sion Journal on Quality and Patient Safety (JQPS). The Joint Commission works closely with 
JQPS (published by Elsevier) to make it a key component in helping health care organizations 
improve patient safety and quality of care.

To purchase a subscription or site license to JQPS, please visit The Joint Commission 
Journal on Quality and Patient Safety website.

EDITORIAL
317 Using Patient-Reported Outcomes to Evaluate Surgical Care: The Devil Is in the Details
 D.W. Baker
 Patient-reported outcomes are crucial to assessing the success of surgical procedures, but the use of patient-

reported outcome measures for accountability and quality improvement carries significant challenges. In 
this editorial, Baker addresses an initiative reported by Liu et al. in this issue of the Journal to collect patient-
reported outcomes, and considers the practical issues of patient-reported outcome measurement.

Quality Measures
319 First Report of a Multiphase Pilot to Measure Patient-Reported Outcomes in the American College of 

Surgeons’ National Surgical Quality Improvement Program
 J.B. Liu; A.L. Pusic; A. Matroniano; R. Aryal; P.B. Willarson; B.L. Hall; L.K. Temple; C.Y. Ko
 Although collection and measurement of patient-reported outcomes has become faster and simpler with new 

psychometric techniques and electronic administration modalities, these innovations are not widely used in 
surgical care. Liu and colleagues describe an initiative to measure surgical patient-reported outcomes using 
the American College of Surgeons National Surgical Quality Improvement Program framework.

Performance Improvement
329 Don’t Get Stuck: A Quality Improvement Project to Reduce Perioperative Blood-Borne Pathogen Exposure
 J.P. Gurria; H. Nolan; S. Polites; M. Threlkeld; K. Arata; L. Phipps; A. Muth; R.A. Falcone Jr.
 With more than 380,000 events reported annually in hospitals across the United States, blood-borne 

pathogen exposure represents a significant safety and resource burden. In this article, Gurria and colleagues 
report on a multidisciplinary initiative to reduce blood-borne pathogen exposure in the perioperative 
environment through use of a prevention bundle.

337 Maternal Sleepiness and Risk of Infant Drops in the Post-Partum Period
 M.D. Bittle; Helen S. Knapp; R. Polomano; N.A. Giordano; J. Brown; M. Stringer
 An increase in infant drops on a post-partum unit over a 3-year period prompted a quality improvement 

project to examine causes and formulate risk-reduction strategies. Bittle and colleagues developed a data 
collection tool and conducted a retrospective review of health records on all infant drops during this period, 
identifying maternal sleepiness as a risk factor. They also examined the interventions nurses used to prevent 
infant drops.

http://www.jointcommission.org
https://www.jointcommissionjournal.com/
https://www.jointcommissionjournal.com/


https://www.jointcommission.org 12
Copyright 2019 The Joint Commission

Perspectives®,  June 2019, Volume 39, Issue 6

Medication Safety
348 Gaps in Ambulatory Patient Safety for Immunosuppressive Specialty Medications
 S. Patterson; G. Schmajuk; M. Evans; I. Aggarwal; Z. Izadi; M. Gianfrancesco; J. Yazdany
 New specialty drugs such as biologics have the potential to increase the risk of life-threatening infections in 

people with immune-mediated diseases. While formal guidelines are in place for infectious disease screening 
prior to initiation of treatment with particular drugs, safety assessment across ambulatory settings is lacking. 
In this study, Patterson and colleagues assessed performance on recommended screening tests for patients 
treated with immunosuppressive specialty drugs in the ambulatory setting.

Safety Culture
358 Incivility and Patient Safety: A Longitudinal Study of Rudeness, Protocol Compliance, and Adverse Events
 A. Riskin; P. Bamberger; A. Erez; T. Foulk; B. Cooper; I. Peterfreund; J. Sheps; M. Wilhelm-Kafil; Y. Riskin; K. 

Riskin-Guez; E. Bamberger
 Negative interpersonal relations such as incivility and rudeness may be important risk factors for adverse 

events. In this field-based experience-sampling study of primarily nurses in a general hospital, Riskin and 
colleagues explored the impact of rudeness on patient safety performance, state depletion, and team 
processes.

RESEARCH LETTER
368 Frequency of Testing for Prostate Cancer Using Prostate-Specific Antigen Among Older Men in a Large 

Health System
 T.A. Rowe; J.Y. Lee; J.J. Meeks; S.D. Persell
 The US Preventive Services Task Force recommends against routine prostate cancer screening in adults 

aged ≥ 70 years. In this study, Rowe and colleagues aimed to determine the proportion of men in a large 
health care system aged ≥ 70 years with no history of prostate cancer who underwent recent prostate-
specific antigen testing by age category.

INNOVATION REPORT
370 Use of Systems Engineering to Design a Hospital Command Center
 E.M Kane; J.J. Scheulen; A. Püttgen; D. Martinez; S. Levin; B.A. Bush; L. Huff man; M.M. Jacobs; H. Rupani; D.T. 

Efron
 Following the examples of industries such oil, gas, and air traffic control, Johns Hopkins Hospital used a 

systems engineering approach to proactively manage patient flow. In this article, Kane and colleagues 
describe the key elements of the novel health system command center created as a result of this approach.

TOOL TUTORIAL
380 Development and Implementation of a Subcutaneous Insulin Pen Label Barcode Scanning Protocol to 

Prevent Wrong-Patient Insulin Pen Errors
 H.W. MacMaster; S. Gonzalez; A. Maruoka; C. San Luis; D. Stannard; J.A. Rushakoff; R.J. Rushakoff
 A new nursing protocol for insulin pen administration involving unit-based automated dispensing machines 

and an electronic health record–integrated patient-specific bar code label work flow was developed to 
ensure that insulin was quickly available and to identify and attempt to eliminate wrong-patient insulin pen 
errors. MacMaster and colleagues describe how this protocol enables subcutaneous insulin to remain a time-
critical medication while ensuring patient safety.

http://www.jointcommission.org
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COMMENTARY
387 Meeting the National Need for Expertise in Pain Management with Clinical Pharmacist Advanced Practice 

Providers
 E. Seckel; T. Jorgensen; S. McFarland
 When pain programs include clinical pharmacists performing opioid stewardship and advanced pain 

management, patient satisfaction increases, costs associated with opioid adverse effects decrease, and 
opioid prescribing improves. In this article, Seckel and colleagues describe the role of the pain management 
clinical pharmacist advanced practice provider within the Department of Veteran Affairs and how this 
program can be expanded outside Veteran Affairs.

NEXT ▼

http://www.jointcommission.org
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The Joint Commission

Perspectives®This column lists developments and potential revisions that can affect 
accreditation and certification and tracks proposed changes before they are 
implemented. Items may drop off this list before the approval stage if they are 
rejected at some point in the process.

APPROVED
l Effective Friday, May 24, 2019, The Joint Commission is suspending for 

an undetermined period of time the APR.03.01.01 requirement related to 
Intracycle Monitoring. This process update applies to accredited programs 
only. This does not impact the certification intracycle evaluation, which is still 
required. Please contact your organization’s designated Account Executive if 
you have any questions.

l Selected performance measures for two advanced disease-specific care 
certification programs—Acute Heart Attack Ready and Primary Heart Attack 
Center (see page 2 in this issue for the full article)

l Added new requirement related to dosimetry monitoring for office-based 
surgery practices that provide fluoroscopy services (see page 4 in this issue 
for the full article)

POST FIELD REVIEW DEVELOPMENT
l Developing proposed new antimicrobial stewardship requirement for the 

ambulatory health care and office-based surgery practice programs
l Developing proposed perinatal care standards for the critical access hospital 

and hospital programs

CURRENTLY IN FIELD REVIEW
l Proposed standards revisions for ambulatory health care, critical access 

hospital, and hospital programs that elect The Joint Commission Primary Care 
Medical Home option (field review ends June 10, 2019)

l Proposed behavioral health care requirements related to substance use 
disorders (tentative start date for field review is June 24, 2019)

Note: Please visit the Standards Field Reviews pages on The Joint Commission 
website for more information. Field reviews usually span six weeks; dates are 
subject to change.

CURRENTLY BEING RESEARCHED OR IN DEVELOPMENT
l Evaluating current child welfare standards in the behavioral health care 

program
l Developing proposed requirements to address Conditions for Coverage for 

ambulatory health care organizations that provide treatment for end-stage 
renal disease

l Identifying proposed deletions in the laboratory program to reduce 
redundancies between the hospital and laboratory survey processes

l Evaluating current National Patient Safety Goal (NPSG) Standard 
NPSG.02.03.01 on follow-up of all test results (program applicability to be 
determined)

l Developing proposed new and revised requirements to incorporate updated 
American Heart Association/American Stroke Association Acute Ischemic 
Stroke Guidelines in all disease-specific care advanced stroke programs

l Researching issues related to dental and vision care for the behavioral health 
care program

http://www.jointcommission.org
mailto:perspectives%40jcrinc.com?subject=
mailto:jcrcustomerservice%40pbd.com?subject=
mailto:permissions%40jcrinc.com?subject=
https://www.jointcommission.org/standards_information/field_reviews.aspx
https://www.ahajournals.org/doi/full/10.1161/STR.0000000000000158
https://www.ahajournals.org/doi/full/10.1161/STR.0000000000000158
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l Researching issues related to management of biosafety threats (program 
applicability to be determined)

l Evaluating current advanced total hip and total knee replacement certification 
standards for relevance and scientific merit

l Researching quality and safety gaps in the nursing care center program

National Patient Safety Goals®

12:00pm-1:00pm CST
Wednesday, March 20, 2019
Wednesday, June 12, 2019
Wednesday, September 11, 2019
Wednesday, December 04, 2019

CMS Readiness Webinar Series
12:00pm-1:00pm CST
Wednesday, January 23, 2019
Wednesday, February 20, 2019
Wednesday, March 27, 2019
Wednesday, April 24, 2019
Wednesday, May 22, 2019
Wednesday, June 19, 2019 

Wednesday, July 24, 2019
Wednesday, August 21, 2019
Wednesday, September 25, 2019
Wednesday, October 23, 2019
Wednesday, November 20, 2019
Wednesday, December 18, 2019

Environment of Care and Exploring the 
Life Safety Webinar Series
12:00pm-1:00pm CST
Wednesday, March 13, 2019
Wednesday, June 26, 2019
Wednesday, September 18, 2019
Wednesday, December 11, 2019

Infection Control Webinar Series
12:00pm-1:00pm CST
Thursday, March 14, 2019
Thursday, June 13, 2019
Thursday, September 19, 2019
Thursday, December 12, 2019

Medication Management Webinar Series
12:00pm-1:00pm CST
Thursday, March 21, 2019
Thursday, June 20, 2019
Thursday, September 26, 2019
Thursday, November 07, 2019
 

  2019 WEBINARS

Learn More

JCR is an expert resource for health care organizations, providing advisory services, educational services, software and publications to assist in improving quality 
and safety and to help in meeting the accreditation standards of The Joint Commission. JCR provides advisory services independently from The Joint Commission 
and in a fully confidential manner. Life Safety Code® is a registered trademark of the National Fire Protection Association, Inc.
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https://www.jcrinc.com/store/learning-events/webinars/?ref=ADPERIOD
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