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Sentinel Event Experience to Date

Of 3811 sentinel events reviewed by the Joint Commission,
January 1995 through June 2006:
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inpatient suicides
events of surgery at the wrong site
operative/post op complications

events relating to medication errors
deaths related to delay in treatment

patient falls

deaths of patients in restraints
assault/rape/homicide
perinatal death/injury
transfusion-related events

infection-related events
deaths following elopement

= 3811 RCAs

HIES
anesthesia-related events
“other”
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Sentinel Event Alert

Potassium chloride 21.
Policy issues 22.
Policy issues 23.
Policy issues 24,
Policy issues 25.
Wrong site surgery 20.
Suicide 27.
Restraint deaths 28.
Infant abductions 29.
. Transfusion errors 30.
. High Alert Medications 31.
. Op/post-op complications 32.
. Impact of SE Alert 33.
. Fatal falls 34.
. Infusion pumps 35.
. Proactive risk reduction 36.
. Home fires (O, therapy) 37.
. Kernicterus 38.
. Look-alike/sound-alike drugs  39.
. Kreutzfeldt-Jakob disease 40.

Medical gas mix-ups
Needles & sharps injuries
Dangerous abbreviations
Wrong-site surgery #2
Ventilator-related events
Delays in treatment

Bed rail deaths & injuries
Nosocomial infections
Surgical fires

Perinatal deaths
Anesthesia awareness
Kernicterus #2

PCA by proxy

Intrathecal vincristine
Medication reconciliation
Wrong route / wrong tube
Emergency power failure
MRI-related injuries

Pediatric medication errors
?7?7?
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The Joint Commission 2006
National Patient Safety Goals

1.

9.

10.

11.

15

14.

Patient identification
Communication among caregivers

Medication safety

Wrong-site surgery (Universal Protocol)

Health care-associated infections
Medication reconciliation

Patient falls

Flu & pneumonia immunization
Surgical fires

Patient involvement

Pressure ulcers

Joint Commission International Center for Patient S




The 2007 National Patient Safety Gosa

Patient identification
Communication among caregivers
Medication safety

Health care-associated infections
Medication reconciliation

Patient falls

. Flu & pneumonia immunization

. Surgical fires

. Patient involvement
. Pressure ulcers
. Focused risk assessment (suicide; home fires)

Universal Protocol for Preventing WSS

Joint Commission International Center for Patient S afety




NPSG Compliance Data for 2003—2006

(General Hospital Fulburveys: Percent Necompliance)

NPSG requirement

2006
(Through 5/31)

: Two identifiers

5.0%

: Time out before surgery

19.3%

: Read-back verbal orders

17.0%

: Standardize abbreviations

36.3%

: Improve timeliness of reporting

22.4%

: Hand-off communications

6.2%

: Concentrated electrolytes

: Limit concentrations

: Manage look-alike/sound-alike drugs

: Label medications & solutions

: Preoperative verification

: Surgical site marking

: CDC hand hygiene guidelines

: HC-associated infection & RCA

: Medication reconciliation — entry

: Medication reconciliation — transfer & discharge

: Fall risk assessment

: Fall prevention program




Survey Findings

Complete and accurate list:

List not consistently obtained

List limited to prescription medications

Compare/reconcile/update
Organization’s process not followed

Not done in all areas (ED, imaging, OPS)

Communicate list
Not done (provider and/or patient)

Organization’s process not followed
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The JCAHO 2006
National Patient Safety Goals

Goal #8: Accurately and completely reconcile
medications across the continuum of care.

Requirement #8.a.

Implement a process for obtaining and documenting a complete list of
the patient's current medications upon the patient's admission to the

organization and with the involvement of the patient. This process
includes a comparison of the medications the organization provides to
those on the list.

Requirement #8.b.

A complete list of the patient's medications is communicated to the next
provider of service when it refers or transfers a patient to another
setting, service, practitioner or level of care within or outside the
organization.

Joint Commission International Center for Patient S afety




The JCAHO 2007
National Patient Safety Goals

Goal #8: Accurately and completely reconcile
medications across the continuum of care.

Requirement #8.a.

There Is a process for comparing the patient’'s curr ent

medications with those ordered for the patient whil e under
the care of the organization.

Requirement #8.b.

A complete list of the patient's medications is communicated to
the next provider of service when the 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 disc harge
from the facility.
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The JCAHO 2007
National Patient Safety Goals

Goal #8: Accurately and completely reconcile medic ations
across the continuum of care.

Requirement #8.A.

There is a process for comparing the patient’s current medications with
those ordered for the patient while under the care of the organization.

Implementation Expectations for 8.A.

(M) C 1. The organization, with the patient’s involvement, creates a
complete list of the patient’s current medications at admission/entry.

(M) C 2. The medications ordered for the patient while under the care of
the organization are compared to those on the list and any discrepancies
(e.g., omissions, duplications, potential interactions) are resolved.
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The JCAHO 2007
National Patient Safety Goals

Requirement #8.B.

A complete list of the patient's medications is communicated to the
next provider of service when the 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 facility.

Implementation Expectations for 8.B.

(M) C 1. 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

(M) C 2. The next provider of service should check over the medication
reconciliation list again to make sure it is accurate and in concert with any new
medications to be ordered/prescribed.

(M) C 3. The complete list of medications is also provided to the patient on
discharge from the facility.
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Why Is Medication Reconciliation
Important?

The most frequently occurring type of medical error:
Medication errors

The most frequently cited category of root causes
for serious adverse events:

Ineffective communication

The most vulnerable parts of a process:
Links between the steps (the “hand-offs”)

Medication reconciliation addresses all of these
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What's a “Medication?”

“Medication” includes:
Prescription medications
Sample medications
Vitamins
Nutriceuticals
Over-the-counter drugs
Vaccines
Diagnostic and contrast agents
Radioactive medications
Respiratory therapy-related medications
Parenteral nutrition
Blood derivatives
Intravenous solutions (plain or with additives)

Any product designated by the FDA as a drug
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What Should Be on the “Home Med” List?

Medications on the “home med?” list typically include:
Prescription medications
Sample medications Include all current
Vitamins medications.
Nutriceuticals
Over-the-counter drugs
Respiratory therapy-related medications

This IS not a
medication history.

For each medication, the list should include:
Name of the medication
Dose
Route
Frequency
Last dose (if patient is to be admitted)
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Steps in the Reconcliliation Process

Develop a complete and accurate list of the patient’s
medications (Not new: see MM.1.10)

Compare the listed medications with any new orders
for medications and reconcile any discrepancies

Omission

Duplication

Interaction
Name/dose/route confusion

Update the list as orders change during the episode of
care

Communicate the updated list to the next provider(s) of
care and to the patient

Joint Commission International Center for Patient S afety 15 @




The Goal Does Not:

Indicate who is responsible for the steps in the process

Describe the process required to accomplish the
reconciliation

Require any documentation other than the “lists”
Require any forms
Require signatures

Describe what to measure or how to measure it

Joint Commission International Center for Patient S afety




When Should Reconciliation Occur?

Upon entry and whenever the patient is referred or
transferred to another setting, service, practitioner,
or level of care within or outside the organization.

At a minimum

Any time the organization requires that orders be
rewritten

Any time the patient changes service, setting,
provider or level of care and new medication orders
are written

For transitions not involving new medications or rewriting
of orders, the organization determines whether

reconciliation must occur.
Joint Commission International Center for Patient S afety 17 @




When Should the Initial
Reconciliation Occur?

|deally, before orders are written
For inpatients, within 24 hours

Consider shorter time frames for “high alert”
medications

For other settings, the organization defines
the time frames

Joint Commission International Center for Patient S afety 18 @




Where Should Reconciliation Occur?

Goal #8: Accurately and completely
reconcile medications across the
continuum of care.

Includes all settings of care and any transitions
between them ...

whenever medications are used.
e |npatient
o Qutpatient
 Emergency department

* Imaging services
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What About “Minimal
Medication Use” Scenarios?

Brief outpatient encounter (e.g., ED, Xray)
No new meds prescribed for use after discharge
No changes to the patient's “current meds”

“Minimal medication use” during encounter
Act locally with minimal systemic activity

Examples:
Minimally absorbed topical agents
Low volume local infiltration anesthetics
Non-absorbable enteric contrast agents

Should the Med Rec process be different?
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How Many Lists Do We Need?

1. An initial “home” medication list

Keep this handy—don’t change it.

2. A list of medications that is updated throughout the
episode of care

This corresponds to what is on the M.A.R.

Which list do we use for reconciliation? Both!

Remember, some “home” medications may be held when
a patient is admitted or goes to surgery. They may need to
be resumed upon transfer to a different level of care,

return from the OR, or at discharge.
Joint Commission International Center for Patient S afety 21




What's on the list and who gets It?

Reqguirement #8.B.

A complete list of the patient's medications is
communicated to the next provider of service
when the organization refers or transfers a
patient 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 facility.

What's on the “discharge” list?

All the medications the patient is to be taking after discharge,
Including dosage, frequency, and route.

Who gets the list?
The next provider of care
The patient
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Expectations for Discharge

NPSG Requirement #8.B.
A complete list of the patient's medications is communicated to the next
provider of service when the organization refers or transfers a patient 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 facility.

Standard PC.6.10 (Patient education)

EP #3: The patient is educated about ... the safe and effective use of
medications

Standard PC.15.20 (Discharge instructions to patient)
EP #9: Written discharge instructions in a form the patient can understand
are given to the patient and/or those responsible for providing continuing
care.

Standard PC.15.30 (Discharge information to next providers)
EP #1: The hospital communicates appropriate information to any
organization or provider to which the patient is transferred or discharged.
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Discharge Orders, Instructions, Lists

Discharge orders:

Directed to other caregivers (treatments, Rx)
Blanket reinstatement orders (“resume all ...”) are prohibited

Discharge instructions (PC.6.10, :
Directed to the patient (self-care)
“Resume home meds” is not recommended

Discharge list of medications:
Complete list of continuing medications

This is not an order; it is part of discharge instructions
Previous medications do not need to be reordered

Meds given during episode but not to be continued following

discharge should not be on the list
Joint Commission International Center for Patient S afety 24




Barriers to Implementation

Physician buy-in
Engage medical staff leaders early in the development
process

Demonstrate value, not just in terms of patient safety but in
efficiency for the practitioners

Provide feedback on “good catches”

Just another add-on activity
Integrate the Med Rec process into the existing work flow
Consider technological support
Make sure each step of the process adds value

“It’'s not my job”

Make it a team activity with clear responsibilities for each
the steps in the process
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Patient Safety Home = PATIENT SAFETY PRACTICES — an online resource for improving patient safety
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PATIENT SAFETY PRACTICES - an online resource for improving patient safety

Welcome to Patient Safety Practices, a new anline resource for health care professionals and the public. Ower 400 links to trusted patient safety
wehsites are provided, with tips, tools and resources for addressing patient safety problems. The problem categories and topics have been culled
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