Potential 2008 National Patient Safety Goals and Requirements
Hospital Version

Goal 1
Improve the accuracy of patient identification.
Note: Requirement 1A is an existing requirement. For 2008 there is a proposal to
include an additional Implementation Expectation (see #5 below)
Requirement 1A
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 diagnosis 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 service or treatment to that
individual.
Implementation Expectations for Requirement 1A:
1. Two patient identifiers are used when doing the following:
• Administering medications or blood products
• Collecting blood samples and other specimens for clinical testing
• Providing other treatments or procedures
2. The patient’s room number or physical location is not used as an identifier.
3. Containers used for blood and other specimens are labeled in the presence of the
patient.
4. Not applicable
5. The organization investigates and initiates planning for the use of technology to assist
with patient identification. This planning addresses:
•
•
•
•
•

The type of technology to be considered.
An estimated timeline for evaluation and implementation.
The scope of implementation
The resource requirements for implementation.
A proactive assessment of associated risks

Anticoagulation Therapy
GOAL 3
Improve the safety of using medications.
Note: This is an existing goal, adding new requirement
Requirement 3E
Reduce the likelihood of patient harm associated with the use of anticoagulation therapy
involving heparin (unfractionated), low molecular weight heparin (LMWH), warfarin,
fondaparinux, and direct thrombin inhibitors.
Rationale for Requirement 3E:
Medication management is one of the more complex processes used in caring for
patients. Using anticoagulants is a high risk treatment and commonly lead to adverse
drug events due to the complexity of dosing and monitoring of these mediations and
patient compliance with outpatient therapy. The use of standardized practices that
include patient involvement with outpatient care can reduce the risk of adverse drug
events.
Implementation Expectations for 3E:
1. The organization develops and implements safety practices that minimize risks in
the medication selection and procurement process.
• To reduce compounding and labeling errors, ONLY oral and parenteral unit
dose products and pre-mixed infusions are used within the organization.
2. The organization develops and implements safety practices that minimize risks
inherent in the medication storage process.
• A formulary committee performs an assessment of anticoagulant safety
practices at least biannually.
• The number of different concentrations of heparin is reviewed by the
formulary committee and limited within the organization.
• Warfarin is dispensed by pharmacy for each patient according to established
monitoring parameters within the organization.
3. The organization develops and implements safety practices that minimize risks
inherent in the medication ordering and dispensing process.
• The organization has approved heparin, warfarin, and other anticoagulant
(fondaparinux and direct thrombin inhibitors) protocols for the initiation and
maintenance of anticoagulation therapy according to the disease state being
treated.
• Medication errors with anticoagulants are reviewed on an ongoing basis and
improvement strategies are identified and implemented.
• The dietary department is notified of all patients receiving warfarin and
should establish a food/drug interaction program/policy that addresses the
food-drug interactions related to warfarin therapy

4. The organization develops and implements safety practices that minimize risk
inherent in the medication administering and monitoring process.
• The organization utilizes programmable pumps to administer heparin
• Baseline laboratory tests including PTT, hemoglobin, hematocrit, serum
creatinine, and platelet count are obtained prior to initiation of heparin
therapy and on ongoing basis.
• A baseline INR is available for all patients receiving warfarin therapy and
is used to monitor and adjust therapy.
• The organization considers implementing a defined anticoagulation
management service for both outpatients and inpatients.
5. The organization provides education regarding anticoagulation therapy to both
staff and patients/caregivers.
• Education about safe use of anticoagulants is provided to prescribers
nurses and pharmacists at least annually
• Patient/caregiver education includes the reasons and benefits of therapy,
potential side effects, importance of follow-up monitoring, compliance
issues, dietary restrictions, and potential for drug interactions and safety
precautions.
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Recognition and Response to Changes in Patient’s Conditions
Goal 16
Improve recognition and response to changes in a patient’s condition.
Requirement 16A
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 preceded 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
condition may reduce cardiopulmonary arrests and patient mortality.
Implementation Expectations for Requirement 16A
1. The organization selects an early recognition and response method most suitable for
its needs and resources.
2. The organization develops criteria for calling additional assistance to respond to a
change in patient’s condition or perception of change by the staff, patients and/or
families.
3. The organization empowers staff, patients, and/or families to request additional
assistance when they have a concern about the patient's condition.
4. 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.
5. The organization measures the utility and effectiveness of the intervention(s)
employed.
6. The organization measures cardiopulmonary arrest, respiratory arrest and mortality
rates before and after implementation of an early intervention plan.
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Obstructive Sleep Apnea
Goal 17
Reduce the risk of post-operative complications for patients with obstructive sleep apnea.
Requirement 17A
The organization screens for obstructive sleep apnea (OSA) prior to surgical procedures
involving the use of centrally-acting anesthetic and/or analgesic agents.
Rationale for Requirement 17A
OSA places patients at increased risk for post-operative respiratory complications after
receiving a centrally acting anesthetic and/or analgesic agent. It is estimated that 80-90%
of patients with OSA are undiagnosed. By screening patients for OSA, organizations will
reduce the occurrence of peri-operative respiratory complications in at-risk patients.
Implementation Expectations for Requirement 17A
1. Anesthesia evaluation includes screening patients who may be at risk for OSA.
2. The anesthesia plan of care takes account of identified risk factors.
3. The organization develops an OSA protocol based on recommendations from
identified best practices.
4. The organization’s OSA protocol is applied to the anesthesia care of both known OSA
patients, as well as those patients identified to be at risk by the screening process.
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Health Care Worker Fatigue
Goal 18
Prevent patient harm associated with health care worker fatigue.
Requirement 18A
The organization identifies conditions and practices that may contribute to health care
worker fatigue, acknowledges that fatigue poses a risk to patient safety, and takes action
to minimize that risk.
Rationale for Requirement 18A
Health care worker fatigue poses a serious threat to patient safety. Multiple studies have
suggested a correlation between health care worker fatigue and serious medical errors.
Two sources of error-inducing fatigue have emerged in the literature: Prolonged on-duty
periods, and work schedules that disrupt normal circadian rhythms and sleep physiology.
The risk for error by nurses who work shifts longer than 12 hours has been reported to
increase by 2-3 times. Similar error risk was seen in nurses who work rotating and
variable shift work. Another prospective, randomized study reported a 35.9% increase in
the commission of actual medical errors by medical interns on duty for longer than 24
hours. Medical residents who work more than 80 hours per week reported committing
more than 50% more errors than those who worked fewer than 80 hours per week. The
effect of sleep deprivation on cognitive function and reaction time, two critical areas of
human performance, is further demonstrated by fact that 24 hours awake has been shown
to create similar impairment to a blood alcohol level of 0.1%.
Implementation Expectations Requirement 18A
1. The organization identifies fatigue as an unacceptable risk to patient care.
2. The organization identifies tasks affected by levels of fatigue.
3. The organization takes action to minimize the impact of fatigue on patient safety
including consideration of the following:
• Scheduling work hours and on-call periods to minimize fatigue
• Limiting working hours
• Identifying any tasks that may no longer be performed by individuals after
extended duty hours or assessed to be at a performance degrading level of
fatigue.
• Implement annual “Fatigue Training” to provide up-to-date guidance on
performance degradations that occur due to fatigues, and interventions that
can reduce the potential for harm to patients.
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Catheter Misconnections
Goal 19
Prevent catheter and tubing misconnections
Requirement 19A
The organization takes steps to prevent catheter and tubing misconnections through risk
assessment, line reconciliation procedures, and education
Rationale for Requirement 19A
Tubing and catheter misconnections are frequent and preventable errors that have
resulted in serious injury and death. The designs of many tubing and catheter devices and
products can allow inadvertent misconnection, and therefore compounds the risk
Implementation Expectations Requirement 19A
1. Identify potential misconnections through risk assessment of all existing catheters and
tubes and when considering the purchase of new catheters and tubing, especially
those with Luer connections.
2. As part of the handoff communication, develop a standardized “line reconciliation”
process. Components of the line reconciliation process include:
•
•
•

re-checking tubing and catheter connections
tracing all patient tubes and catheters to their sources for correct route
labeling all tubes and catheters at the point(s) of connection

3. Trace all lines from their sources to the patient before making any connections or
reconnections, administering medications, solutions, or other products.
4. Educate all clinical and non-clinical staff about the hazards of misconnecting tubing
and devices.
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