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Snowed in

unclear expectations led to dismissals  
after snow emergency 

Spelling out exactly how staff should act during an emer-
gency is a key element to emergency operations planning. But 
nurses at a Washington, D.C., hospital didn’t get that memo – 
which put the hospital in a bind and led to several nurses losing 
their jobs as a result. A solution to avert such a mess? Better 
communication of expectations would be a start.

When your hospital confronts a disaster, the last thing you 
want to worry about is whether your staff will show up for work. 
But that’s the situation 926-bed Washington Hospital Center 
(WHC) recently faced during February snowstorms dubbed 
“Snowmageddon” and “Snoverkill,” which dumped more than 
25 inches on Washington, D.C., over a span of six days. Some 
257 WHC nurses missed shifts during the snowstorms, according 
to Dottie Hararas, president, Nurses United, a union that repre-
sents staff nurses at the hospital. 

Emergency planning

how the snow pros stay staffed during storms
To see how hospitals manage to keep running despite what 

might be considered a crippling snowstorm elsewhere, IJC 
checked in with several hospitals in some of the nation’s snowi-
est locales.

The emergency disaster plan at University of Utah Health 
Care in Salt Lake City – which sees an annual average snowfall 
of 59 inches – makes a point of addressing transportation for 
staff, says Joint Commission Coordinator Lynda Bailey. The plan 
can be activated in the event of a range of disasters including 
fires, blizzards and hazardous material incidents. To help coor-
dinate car pools for staff who live near each other, Bailey says 
the organization keeps a list of staff segmented by zip code in its 
command center. University of Utah Health Care also maintains

(see unclear expectations, pg. 5)
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Leadership 

Put performance criteria into your 
contracts, or expose leaders to RFIs

What are you doing to shield your C-suite executives 
from a nasty leadership RFI? 

A trouble spot for hospitals is LD.04.03.09, which 
requires you ensure care, treatment and services 
provided via contracted services are provided safely 
and effectively.

Based on the most recent data available, non-compli-
ance on this standard has increased nearly fivefold – or 
14% of hospitals TJC surveyed in the first half of 2009 
compared with 3% of hospitals in all of 2008. 

TJC is stepping up its attention to contracted services, 
warns Michael Troncone, a consultant with The Mihalik 
Group who wrote a book on how to manage contracted 
services. “Who’s actually minding the store?” he asks. 
Troncone contends TJC is ratcheting up its inspections of 
contracts because it’s a risk point for hospitals. When it 
comes to advanced clinical services that are contracted 
out, “how are you making sure those things are being 
done well and appropriately?”

At last September’s hospital executive briefings, 
Pat Adamski, director of TJC’s Standards Interpretation 
Group and the Office of Quality Monitoring, confirmed 
that contracted services are a problem area hospitals 
need to focus on. She recommended hospitals pay 
special attention to LD.04.03.09, especially EP 4 
(leaders establish expectations for the performance of 

contracted services), EP 5 (communicate expectations 
in writing to the contractors) and EP 6 (evaluate the 
services in relation to expectations).

It may have seemed uncharacteristic for surveyors 
to focus on a contracted service as they did in the 
case of a hospital that earned a med management 
RFI because the pharmacy services vendor failed to 
monitor refrigerator temperatures or act when freezer 
temperatures fell out of range (see IJC, 2/15/10). But 
it shouldn’t come as a surprise, says Glenn Krasker, 
former director of TJC’s hospital accreditation 
program and president, Critical Management Solu-
tions, Wilmington, Del. 

Proximity – the pharmacy was on the same 
700-acre campus as the hospital – and the fact that 
medication management was involved probably led 
the surveyor to investigate the contractor, Krasker 
explains. The hospital lucked out though, he says, 
because TJC didn’t hit the hospital with a leadership 
RFI – one the hospital was certainly vulnerable to 
based on LD.04.03.09.

TIP:  Whether surveyors decide they want to eyeball 
a contracted service depends on whether it involves 
a critical patient safety issue, Krasker says. “If it were 
dietary [services] and on campus, they wouldn’t have 
surveyed it.”

Could the organization have challenged the RFI? 
Probably not, because TJC reserves the right to survey 
whatever is under the scope of services the organiza-
tion provides, he says. “It is under their purview.” 
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The introductory paragraphs to LD.04.03.09 state, 
“The only contractual agreements subject to the require-
ments in LD.04.03.09 are those for the provision of 
care, treatment and services provided to the hospital’s 
patients. Any contract not for care, treatment or services 
is not subject to this standard. For example, contracts for 
consultation or referrals are not subject to requirements 
in LD.04.03.09.”

Don’t assume non-clinical services won’t be 
covered under this LD standard, Krasker warns. If 
contracted services impact environmental safety, 
patient safety and quality of care, they should be 
addressed under the LD standard, he says. EC func-
tions that come under this standard include biomedi-
cal engineering, facilities (which include Life Safety 
compliance) and environmental services, which 
significantly impacts infection control.

Expect TJC to scrutinize your hospital’s contractual 
oversight in high-risk services such as pharmacy, anes-
thesia, food and nutrition and emergency medicine, 
he says. 

Whether you provide the service yourself or 
outsource it, the patients deserve the same level of 
quality and safety.

During mock surveys here are some questions 
Krasker says you can expect surveyors to ask:

What data are you collecting on perfor- •
mance of these services? Show me.

What are you doing to evaluate the quality   •
of contracted services?

What performance criteria do you use? •

What steps do you take to improve  •
contracted services that do not meet 
expectations?

Krasker recommends hospitals put the onus on the 
contractor to provide the data (see insert for a related 
Tool with suggested performance criteria).

“The bottom line is that good, solid contracting 
for any service should include performance criteria 
as suggested by LD.04.03.09,” Krasker says, “so that 
the organization has something to hold the contrac-
tor accountable for (e.g., the timeframe within which 
the hospital should expect a response from a service 
company).”  

Surveyor alert!

Get emergency response letters in order, 
surveyors may want to check yours

If you don’t have a letter listing the role each of your 
physicians and other providers are going to play during 
an emergency response, you might be in for a bumpy 
survey. During a Joint Commission survey last year, the 
Dwight D. Eisenhower Army Medical Center had no 
such a letter. The surveyor didn’t give the facility an RFI, 
but did say they needed to have it all in writing, accord-
ing to Donna Spillman, logistics analyst for the 504-bed 
medical center in Fort Gordon, Ga. 

The hospital didn’t know the extent of what TJC was 
looking for until the middle of the survey, when the 
surveyor specifically asked about EM.02.02.07, EP 8, 
which requires the hospital to communicate in writ-
ing with each of its licensed independent practitioners 
regarding his or her role(s) in emergency response and 
to whom he or she reports during an emergency. 

The facility did have some relevant documentation 
in providers’ files dating from when they were hired. It 
might say something like, “you are on an emergency 
response team,” but some were missing essential 
descriptions. “We needed to have more in writing,” 
Spillman says. “We didn’t have a special letter [outlining 
the provider’s role in an emergency]; it was just listed 
in the statement of work for contractors and the job 
description for employees.”

Military facilities may have a tougher time complying
The surveyor asked nurses what each of their roles 

would be in an emergency, Spillman says, and he 
wanted to see it in writing. The standard says you need 
a specific letter and he wanted it on file, she explains. 
The surveyor provided a sample letter which the medi-
cal center adapted for use (see sample letter, pg. 4). 

Emergency directors are looking at how best to 
communicate providers’ roles in a mass casualty event, 
cyber attack, hurricane or utility or facility failure. 
Although EM.02.02.07 itself didn’t change this year, the 
Joint Commission has found gaps in the way informa-
tion has been relayed to providers. 

“The surveyor is looking for a process,” notes Allan 
“Mac” McLean, safety consultant, Safety Management 
Services, Arlington Heights, Ill. 
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At military facilities it is particularly tough because 
“you have people coming and going all the time” as they 
deploy and then come back and work for someone else, 
notes Kim Thiemann, emergency management special-
ist with Florida’s Naval Hospital in Pensacola. “So even 
though I might have a letter [outlining the provider’s 
responsibility], the provider might work in a different 
department the next day.” 

Nonetheless, TJC is clear: You need a description of 
the provider’s role in an emergency. “If it is a specific 
role, say a disaster medical officer that goes out to triage 
an area, that’s easy,” Thiemann admits. “But for the 
others, it isn’t so clear cut.”

surveyors looking for descriptions on file
Other hospitals tell IJC that surveyors do seem to 

have EM.02.02.07 in their sights. Emergency response 
role documentation was included on the list of docu-
ments its surveyor requested when she arrived, says 
Anjanette Hebert, director, security and safety and 
emergency preparedness, Lafayette (La.) General Medi-
cal Center (300 beds). 

Specifically, the surveyor wanted to see how Lafayette 
General communicates its disaster responsibility to their 
physicians. “I showed her copies of the letters that went 
out to the physicians, the hospitalists that are employed 
and physicians on call, describing their response in a 
disaster situation,” Hebert says. 

Job action sheets used in hICs another option
“We just completed a five day survey and [the 

surveyors] just asked how we communicate” emergency 
response roles to our practitioners, says Charles R. 
Williamson, director, protective services/safety, Boca 
Raton (Fla.) Community Hospital (400 beds). The survey-
ors did not look at the documentation however. 

Williamson says his facility documents the provider’s 
role via Job Action Sheets (JAS), part of the Hospital Inci-
dent Command System (HICS). HICS has a JAS listing for a 
number of specialists (www.emsa.ca.gov/HICS/job.asp). 

But for non-specialists, “we don’t have a sheet for each 
physician,” he notes. However, “it can be as simple as a 
policy that says ‘when there is a disaster, all physicians 
report to medical staff office.’”

McLean also advocates using job action sheets: “If you 
use [HCIS] or an equivalent system, use the Job Action 
Sheets (JAS) provided for the purpose; if you use another 

sample letter outlining a provider’s 
role in emergency response
Department of the Army 
Dwight David Eisenhower Army Medical Center 
Bldg. 300 
Fort Gordon, Georgia 30905

MCHF-DCA-EM ___________________________________

MEMORANDUM FOR  _______________________________

SUBJECT: Licensed Independent Practitioners (LIPs) Role in 
Emergency Response

1.   As a Licensed Independent Practitioner, you are an essential 
part of our organization and your expertise may be needed 
during a disaster such as floods, earthquakes, hurricanes, 
epidemics, utility failures, hazardous materials release, 
telecommunications failure, mass causality incident, 
terrorism events and other like conditions. Accordingly, 
you may be required to report to work when an emergency 
situation exists.

2.   Your position may require you to report for work as 
scheduled and/or remain at work to ensure continuity 
of services or quality care to patients. Your professional 
commitment to continuity of services or quality patient 
care is commendable and deeply appreciated. It is 
recognized there may be circumstances that warrant 
special consideration of your personal situation during 
these crisis situations. I assure you it is our intent to be 
as supportive as possible, realizing that taking care of 
patients is our core goal.

3.   In case of an emergency, you will report to the Labor Pool 
located in Ike’s Café to sign in. If you have an assigned 
Hospital Incident Command System (HICS) role, you will 
follow the instructions on your Job Action Sheet. If you do 
not have an assigned role, you will report to your supervisor 
for assignment. 

4.   Your cooperation and attitude will ensure our team will be 
able to continue care for our patients in a professional and 
manageable way. Again, accept my personal thanks for your 
efforts which go the extra step in supporting this activity.

5.   The Joint Commission requires that you are notified in 
writing in reference to disaster roles. Please contact Charles 
Smith III, Emergency Manager, Eisenhower Army Medical 
Center, if you have concerns about this letter; otherwise we 
assume you will comply. On behalf of the DCA, again, thank 
you for your dedicated service.

Source: Dwight David Eisenhower Army Medical Center
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process, use the [JAS] as a template.” Generally, job 
action sheets have phone numbers for the medical staff 
expert (on the incident commander’s staff) or patient 
care leader (or equivalent); and the basic instructions for 
most jobs – assigning areas or tasks that are to be done, 
McLean says.

What should your notification say?
The notification to the physician about his role in 

the disaster could be as simple as a letter saying the 
hospital is going to use an “incident command process,” 
highlighting where the physician will be so everyone 
will know how to react and report in an emergency. You 
can document that you have fulfilled the requirement 
by sending the letter to the medical staff once a year to 
remind them of their obligations. Or you could hold a 
medical staff meeting regarding the facility’s emergency 
response plan and document the physician knows his 
role by using a sign-in sheet to capture attendance. 

You can also communicate this information via 
a physician newsletter sent electronically to the 
provider’s email, notes Scott Heller, director, Regional 
Resource Center for Emergency Management, Albany 
(N.Y.) Medical Center. The 630-bed academic medical 
center also uses a Hospital Incident Command System, 
which specifies physicians report to the medical care 
branch director. 

“Additionally, we reminded them about the labor pool 
and the location for them to report in an emergency,” 
Heller says. “Given that [the newsletter] is the designated 
method to communicate critical non-clinical information 
to the providers, and given the number of practitioners we 
have, we felt it is the best way to get this type of informa-
tion out to them.”  

unclear expectations
(continued from pg. 1)

Fifteen nurses and six other essential staff members 
were dismissed, WHC President Harrison J. Rider wrote 
in a March 3 memo to WHC staff, because they failed to 
show up for work during the snowstorms. It’s not as if the 
hospital’s needs shrank during the storms; the hospital 
saw its average daily census grow during that time from 
675 to 740. Hospital workers are classified as an “elite 
few” who, like those who serve in fire or police depart-

ments or emergency medical services, have chosen 
careers that require them to work under any conditions, 
no matter the circumstances, Rider explained in his 
memo. (For several days, the D.C. subway system wasn’t 
running to the above-ground station near the hospital 
and many residential streets weren’t plowed.)

Although Rider assumed the nurses knew they were 
in disaster-essential positions, Hararas tells IJC that 
nurses were not aware they were signing onto “mission-
critical” positions. Nor did they sign a contract or 
employee agreement that contained a clause about what 
to do in the event of an emergency, she says. 

Per EM.02.02.07, your hospital must prepare for how 
it will manage staff in an emergency. 

During a snow emergency or any other emergency 
situation, it has been the hospital’s longstanding policy 
that “all essential personnel are expected and required 
to make arrangements, including a personal prepared-
ness plan, to be at work for their scheduled shifts,” says 
So Young Pak, a WHC spokesperson. 

After an abnormally heavy December 2009 snow-
storm, the hospital made some changes to its emergency 
practices. So, prior to the February 2010 snowstorms, 
each manager called her shift nurses and explained 
to them that if they were to call in sick, a doctor’s note 
would be required. Failing to come in for shifts – even 
after being offered transportation or a place to stay at 
the hospital – or calling in before the snow even started 
could be grounds for dismissal, Pak says. Leading up to 
and during the storms, the hospital sent many commu-
nications to remind all associates that they needed to 
ensure patient care continued uninterrupted, she claims. 

Clarify expectations to eliminate confusion
It should be clear as soon as someone starts a job that 

anyone considered “mission-critical” personnel should 
be prepared to respond to disasters, says James Rush, 
EVP, JVR Health Readiness, Inc., Salado, Texas. As a best 
practice, make sure personnel know from the beginning 
of the employment process whether their job is mission 
essential or disaster critical, he says. Here are some best 
practices he recommends you apply to your facilities:

Tell mission-critical personnel that they are 1. 
on the critical call-down list. If they’re in a 
critical career field, they have a responsibility 
to show up.
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Also tell those employees it is their respon-2. 
sibility to keep team leaders apprised of any 
changes in their contact information. It is their 
responsibility to make sure team leaders can 
reach them 24/7.

Each team leader/director/supervisor must 3. 
know who is on her team.

Team leaders should update the call-down 4. 
list quarterly. 

If some people are afraid of coming in during a 5. 
disaster, that’s an HR issue.

The employment contract or employee agree-6. 
ment should include a section where the 
employee acknowledges they are filling a criti-
cal position that requires a 24/7 response. “If 
that’s not there, the hospital will have a bit of a 
problem,” Rush says. 

Test your call-down lists
During your twice-yearly disaster exercises (as part of 

your emergency operations plan per EM.02.02.01) your 
hospital will prepare for how it will communicate during 
emergencies. Rush advises you test run your call-down 
roster at least twice a year. Typically a call-down list will 
involve a telephone tree where each department head 
will call three team leaders, who will call three staffers. 
Each conversation will go something like, “There’s been 
a disaster. You’ve been notified. You have to come in.”

“Then, time it to see how long it takes the person 
to come in,” Rush says. To see how the call-down list 
worked, note the time the call was made and the time 
the person checked in to say she made all her calls. 
“Most importantly,” Rush says, “people need to hear that 
they are responsible for coming in.” 

snow pros
(continued from pg. 1)

a list of four-wheel drive owners and has, on occasion, 
asked the drivers to pick up staff in inclement weather. 
Vehicles used in those car pools can get gas from the 
campus motor pool’s gas pump.

Big snowstorms can affect staffing for all the hospi-
tals, which are located on the mountain side, Bailey 
says. If the valley gets more snow due to the lake effect, 

the disaster command center at the main hospital would 
open and all hospitals’ needs would be considered. Driv-
ers with four-wheel drive vehicles then would be coordi-
nated and sent out to pick up staff who didn’t have any 
other way to get to work. 

Accommodating staff
In smoothly running organizations, the hospital 

accommodates staff and vice versa. “Staff in the hospital 
know they need to stay in the hospital until replacements 
come in,” Bailey says. At the same time, the hospital does 
try to accommodate family issues, not insisting someone 
come in if that involves abandoning a sick child. She 
notes that her organization covers child care, elder care 
and pet care in its emergency disaster plan. 

At 120-bed St. Anthony North Hospital, Westminster, 
Colo. – average annual snowfall of 45 inches – staff 
have all agreed to stay until the next shift arrives, says 
Marsha Parker, administrative director of quality and 
medical staff. Per the policy defined in the hospital’s 
“snow plan,” clinical department managers readjust the 
time schedule to 12-hour shifts for areas that are staffed 
around the clock (see “snow plan,” pg. 7). Associates 
may be released from a scheduled shift only by the 
Incident Commander.

At Bell Hospital, a 25-bed critical access hospital in 
Ishpeming, Mich., which is on the Upper Peninsula, snow 
is nothing out of the ordinary. More than 150 inches in a 
year is possible. So there’s an understanding that some 
people simply may not be able to make it in if their street 
isn’t plowed for two days, says Gary Koskiniemi, clinical 
quality director. If a storm is so bad nurses can’t make it 
in, they can’t make it out either, he notes. A lot of nursing 
staff will volunteer to stay and help out, working until the 
storm passes. Their roads may be unpassable for a short 
time, he allows, but never for a long time. 

When a disaster is called, everyone at Bell is on 
the alert. Each department within the hospital has a 
phone tree that gets activated so you can call and check 
whether others can come in, if they’re needed, Koskini-
emi says. 

set clear priorities
At St. Anthony North, whenever a big snow of a foot 

or two – or ice with snow on top – falls, the nursing staff-
ing office, according to the organization’s "snow plan" 
(see “snow plan,” pg. 7), is responsible for:
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sT. AnThOnY hOsPITAL's snOW PLAn
standard: eM.02.02.07 scope: St. Anthony North (SAN)

Original Date: 4/93  effective Date: 4/1/93 
Review Date(s): 1/98, 2/99, 4/03 
Revision Date(s): 7/00, 12/00, 11/01, 7/06, 2/07, 8/08

I.    Purpose: Provide guidelines to ensure adequate staffing and patient/
staff safety when heavy snow hinders access to and from the hospital.

II.   Policy

A.    The Incident Commander will consult with administration, 
clinical, safety and facilities departments to help determine if  
or when the snow plan may need to be implemented.

B.    All associates working in areas which are open 24 hours per day 
will automatically switch to 12-hour shifts. Associates may be 
released from a scheduled shift only by Incident Commander.

C.    All non-clinical areas or those areas considered non-essential 
will first report to Incident Command Center before allowing any 
associate to leave.

D.    Associates scheduled to work but unable to drive due to 
severe weather are expected to respond to the facility if it is 
safe to do so or transportation has been arranged and offered 
by the hospital.

III.   Accountability: All SAN associates.

IV.   Procedure

A.   The Incident Commander is responsible for:

1.  Implementing and terminating activation of the snow plan.

2.   Setting up the Incident Command Center (SAN: Main 
Conference Room).

3.   Overseeing all intra-facility communications and procedures.

4.   Provide a central location where all communications  
will be gathered.

B.   The Nursing Staffing Office is responsible for:

1.   Arranging and coordinating the dissemination of 4-wheel 
drive vehicles.

2.   Receiving requests for transportation from clinical 
department coordinators and their designees.

3.  Coordinating clinical staffing needs.

4.   Establishing a room for drivers and those employees  
needing transportation.

5.  Coordinating sleeping rooms/arrangement for staff.

6.   Keeping the Incident Commander up to date on all staffing 
and transportation issues.

C.    Clinical Department Managers or Designees are responsible for:

1.   Determining staffing needs for their units and reporting those 
to the Nursing Staffing Office.

2.   Re-adjusting time schedule to 12-hour shifts (for areas 
staffed 24 hours per day).

3.   Informing the Nursing Staffing Office of names and 
addresses of employees needed to respond to work and the 
time needed.

4.   Informing the Nursing Staffing Office of names and 
addresses of those employees needing to go home and 
the desired time.

5.   Informing employees for whom transportation has been 
arranged of locations and pick-up times.

6.   Informing the Nursing Staffing Office of those employees 
who are able to flex to other departments if needed.

D.    support services Departments (nutrition services, 
Materials Management, Transporters, eVs and Laundry 
Manager from support services) are responsible for:

1.   Determining staffing needs and reporting this to the 
Incident Command Center.

2.   Inventorying supplies on hand (for example, linen, food, 
critical clinical supplies) and reporting inventories and 
any critical needs back to the Incident Commander.

3.  Readjusting schedules.

4.   Reporting to the Incident Command Center those 
employees who are able to flex to other departments  
if needed.

5.   Keeping the Incident Commander updated on any supply 
needs or critical inventories.

e.   Facilities Management Department is responsible for:

1.  Main responsibility is for snow removal.

2.   Will report every 2 hours or as needed to the Incident 
Commander the status of the snow removal process and 
any areas of concern.

F.   security Department is responsible to:

1.   Assure adequate staffing of security personnel.

2.    Lock down all non-critical access doors once plan has 
been implemented.

3.    Report any areas of concern to the Incident Command 
Center.

4.   Aid in any other areas as needed.

G.   Clinics are responsible to:

1.   Clinic managers or designee will report to the Incident 
Commander if their clinics will be closing and the time 
they will be closing.

2.   Before staff are sent home, clinics will report to Incident 
Command Center any staff that are able to flex to other 
departments if needed.

h.   Deactivation of the Plan

1.   The plan will be deactivated by the Incident Commander. 
Staffing for all areas must be adequate for the patient 
population for the plan to be deactivated.

Reprinted with permission. Source: St. Anthony North, Westminster, Colo.
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arranging and coordinating the dissemination  •
of four-wheel drive vehicles;

receiving requests for transportation from  •
clinical department coordinators and their 
designees;

establishing a room for drivers and those  •
employees needing transportation; and

keeping the Incident Commander updated on  •
all staffing and transportation issues.

Parker notes the hospital maintains a list of people 
with four-wheel drive vehicles with high clearance who 
can help people get to work. “Some nurses call their 
network of people and offer to drive them,” she adds. 

newsbriefsnewsbriefs
Two updates for your 2010 CAMh – TJC has cut one 

component from NPSG.03.04.01, EP 3. In perioperative 
and other procedural settings both on and off the sterile 
field, you no longer need to include preparation date on 
medication or solution labels, according to the March 
issue of Joint Commission Perspectives. So cross that 
out. You’re still required to include medication name, 
strength, quantity, diluents and volume (if not appar-
ent from the container), expiration date when not used 
within 24 hours and expiration time if less than 24 hours. 

As promised, TJC added the word, “prevention” to 
NPSG.07.03.01, EP 3, an omission we spotted here at 
IJC in January (see IJC, 2/1/10). Now it should read: 

“Educate patients, and their families as needed, who 
are infected or colonized with a multidrug-resistant 
organism about health care-associated infection 
prevention strategies.”

CDC begins monitoring of blood transfusion errors – 
Your hospital can now submit data to the first national 
surveillance system to monitor adverse events in patients 
who receive blood transfusions. The CDC launched the 
system, known as the Hemovigilance Module, to improve 
patient safety. It is part of the CDC’s National Healthcare 
Safety Network (www.cdc.gov/nhsn/index.html), which 
is a web-based surveillance system that can be used to 
track and analyze health care-associated infection data. 
The module was developed by the CDC and AABB, an 
international association representing organizations 
involved in transfusion and cellular therapies. 

The system will allow health care facilities to see how 
their performance compares with similar facilities nation-
wide. The CDC offers the module and related training 
and ongoing user support for free to participating facili-
ties. For more details about the Hemovigilance Module, 
visit www.cdc.gov/nhsn/bio.html.

TJC promises new medication reconciliation goal by 
January 2011 – TJC will consult with health care  
organizations, physicians, pharmacists, nurses, survey-
ors and others to improve upon the medication recon-
ciliation National Patient Safety Goal. It is scheduled to 
be implemented by the field in January 2011.
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