JCAHO Patient Safety Goals
FY 2008 Denver Medical Center & NHCU

“Creating a Culture of Safety”
Purpose of the Patient Safety Goals
“The purpose of the Joint Commission’s National Patient Safety Goals is to promote specific improvements in patient safety. The Goals highlight problematic areas in health care and describe evidence and expert-based solutions to these problems.”

A Culture of Safety
VHA VISN 19 is committed to providing our patients with the highest Quality of Care in an environment that is SAFE. We do this by focusing on Continuous Process Improvement and by supporting a Culture of Safety.
Your Role
· Your role in this commitment is to let us know when Quality and Safety standards and practices are not being followed. Please report this information immediately to:

· Denver: Patient Safety Manager - (303) 399-8020 x 5223 or for

·  Southern Colorado:  (719)-553-1056.

Contacting JCAHO
· If you feel your concerns are not being addressed at the facility level, you have the right to contact the Joint Commission at 1-800-994-6610 or you can send an e-mail to: complaint@jcaho.org on website www.jointcommission.org  to report this information.

2007 JCAHO Patient Safety Goals
Hospital, Outpatient and Home Care Settings

GOAL 1:  Improve the accuracy of Patient Identification 

Check at least 2 patient identifiers (name, full SS#, or DOB – NEVER room number) when providing care, treatment or services i.e., giving medications, giving blood products, taking blood samples or other specimens for clinical testing.  

Use two identifications to label sample collection containers in the presence of the patient.

GOAL 2:  Improve the effectiveness of communication among caregivers
For verbal or telephone orders or for telephone reporting of critical test results, verify the complete order or test result by:

· Writing it down

· Reading it back

· Confirming the result or order

Standardize a list of abbreviations, acronyms, symbols, and dose designations that are not to be used throughout the organization.  

Do NOT use the following unauthorized abbreviations:

· U (for unit)

·  IU (for international unit)

·  μg

·  ss

·  TIW

·  MS, MSO4, MgSO4
·  Q.D., Q.O.D. (Latin abbreviation for once daily and every other day)

·  Trailing zero (X.O mg)

·  Lack of leading zero (.X mg)

Measure, assess and, if appropriate, take action to improve the timeliness of reporting, and the timeliness of receipt by the responsible license caregiver, of critical test results and values.

· Give critical test results and values to the responsible licensed caregiver immediately.  Measure, assess and take action to improve timeliness of reporting and timeliness of receipt of critical test results and values.


Implement a standardized approach to “hand off” communications, including an opportunity to ask and respond to questions.

GOAL 3:  Improve the safety of using medications
Standardize and limit the number of medication concentrations used by the organization.

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.


Label all medications, medication containers (for example: syringes, medicine cups, basins), or other solutions on and off the sterile field.
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GOAL 7:  Reduce the risk of health care-associated infections
Comply with current Centers for Disease Control and Prevention (CDC) hand hygiene guidelines.

Manage as sentinel events all identified cases of unanticipated death or major permanent loss of function associated with a health care-associated infection.

GOAL 8:  Accurately and completely reconcile medications across the continuum of care
Obtain and document a complete list of the patient’s current medications upon the patient’s entry to the organization and with the involvement of the patient.

A complete list of the patient’s medications is communicated 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 facility.

GOAL 9:  Reduce the risk of patient harm resulting from falls
Assess and periodically reassess each patient’s risk for falling, including the potential risk associated with the patient’s medication regimen, and take action to address any identified risks.

Reduce the risk of patient harm resulting from falls.

VISN 19 Medical Centers have Fall Reduction Programs in place that includes a transfer protocol and active Fall Prevention Committees that evaluate the effectiveness of the program.

GOAL 13:  Encourage patients’ active involvement in their own care as a patient safety strategy
Communicate the means for patients and their families to report concerns about safety to the appropriate person/office, and encourage them to do so. 

GOAL 15:  The organization identifies safety risks inherent in its patient population
Suicide is considerably more common in the VA population than in the general population. The medical center will make every reasonable effort to prevent veterans, visitors and employees from carrying out impulses or plans directed toward self-harm.
· Every medical center employee is responsible for reporting any person in the medical center or on the VA premises who demonstrates suicidal behavior.
Additional Nursing Home Patient Safety Goals
Goal 10: Reduce the risk of influenza and pneumococcal disease in institutionalized older adults
· Develop and implement protocol to administer influenza and pneumococcal vaccine.

· Develop and implement protocol to identify new cases and manage an outbreak. 

Goal 14: Prevent health care-associated pressure ulcers
· Assess and periodically reassess each resident’s risk for developing a pressure ulcer and take action to address any identified risks.
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