
    PASE Highlights

j Lessons Learned Link
http://www.webmm.ahrq.gov/

j Clinical Education Needs
Assessment April 14-25th

j Look for the ISMP
Broadcast on Medication
Safety bimonthly.

MUSC Celebrated
National Patient Safety
Awareness Week
 March 9-15, 2003

5th Annual Safety Fair
         June 4th
   in the Horseshoe!

Communication among
caregivers is one of the 2003
National Patient Safety
Goals established by
JCAHO. Communication is
especially important when
prescribing medications.
National studies show that as
many as 58% medication
error began with the actual
order. Abbreviations or short
cuts in this process are likely
to promote error and put
patients at risk. MUSC has

 Stomp, I Mean Stamp on Verbal Orders
Verbal orders are another means
of Communication among care
providers.  At times verbal orders
are necessary and can expedite
needed changes in patient care,
provided they are completed
correctly.

1. Write the order clearly and
legibly.

2. Sign your name and the
physician name.

3. When obtaining the verbal
order, write it down, then read
back to the MD to confirm.

4. Always use the verbal order
stamp to mark the order. This
assists the MD to identify the V.O.
and sign within 24 hours.

5. Date and time the order.
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Most frequently used dangerous
abbreviations at MUHA:

1. QD – write out daily

2. U – write out Units

3. mcg – write out
micrograms

4. MSO4 – write out
Morphine

 identified a number of
dangerous abbreviations. All
practitioners and staff are
encouraged to familiarize
themselves with the
following abbreviations and
refrain from use. Although it
takes a little more time, this
practice is safer and is meant
to eliminate patient risk.
Take a look at the dangerous
abbreviations and other
Guidelines for Writing
Medication Orders at:

Always insure the order is carried out in a timely fashion.

Reminder:  Pharmacy, Respiratory Therapy and Physical
Therapy staff should utilize the verbal order stamp when
initiating these orders. Stamps are available at the Unit
Nurse’s desk.

Some Abbreviations can be
dangerous no matter how they
are stated.

    Medication Safety Unabbreviated

Look for the Blue and Yellow
Patient safety ribbon around
MUHA. You will find it on
patient safety brochures and
other literature, posters and pens
around the Medical Center.

MUSC Safety First

                                    MUSC Patient Safety Link:   http://www.musc.edu/qn/PatientSafetyIndex.html

http://cce.musc.edu/ordfrms/Forms/medorderguide.pdf

Clinical Education Needs: http://www.musc.edu/medcenter/needs_assessment.htmlhttp://www.musc.edu/medcenter/needs_assessment.html

http://www.musc.edu/medcenter/needs_assessment
htmlhttp://www.musc.edu/medcenter/needs_assessment.html


Setting the PASE

Report any potential or
actual harm to patients,
staff, visitors, family or
property.

MUHA has adopted a new
approach to incident reporting.
The Patient Safety Net icon,
now available on computers
throughout Inpatient Care areas ,
has replaced the Occurrence
report paper format. The PSN is
intuitive, user-friendly software.
By accessing the PSN icon on
the computer desktop,
employees are able to report
actual or potential hazards for
patients, staff, visitors and
family members.  The reporter
has 15 minutes to submit the
information. The report is

Key to Safety Initiatives Starts with Incident Reporting

If approached by a surveyor, would you
be able to cite at least one National
Patient Safety Goal?  Even staff who are
familiar with these six initiatives may
hesitate for a moment. Now is the time
to become familiar with the Big 6!
Current MUSC efforts to address NPSG:

NPSG  # 1: Patient ID band policy was
revised and renamed Patient
Identification policy. Caregivers must
use two identifiers when confirming
Patient ID. These are patient name and
birth date.  The Operating Room and
Holding areas are revising methods and
documentation to prevent
misidentification. Blood transfusion
policies have also been updated to
accommodate Pt ID improvements.
Policy for “non-OR” procedural areas
such as Cath labs and Endoscopy are
underway.

NPSG #2: The Verbal order policy has
been revised to reflect Read back
procedure. Verbal order stamps were
distributed to Inpatient Units. Similar
updates to C-61 Medication
administration policy were included.

MUHA responds:

National Patient Safety Goals
A list of dangerous unacceptable
abbreviations, acronyms and symbols
was distributed to physician and
nursing staff. This information is
available on line.

NPSG #3: Concentrated Sodium
Chloride and Potassium Chloride has
been removed from all areas with
exception of KCL in OR/Perfusion.

Magnesium Sulfate 50% has been
replaced with premixed bags located
in AcuDose in patient care areas.

The majority of preparations from
Pharmacy are standardized via the
Continuous Infusion Program.
Additionally, Twenty-four hour
nursing verification of high alert
medications is ongoing.

NPSG #4: Some preventive measures
are already in place in Main and
Ambulatory OR. Policy and
Checklists are under revision to
“centralize the criteria” and insure
clear documentation.

NPSG #5: All pumps have lock

mechanisms and alarms to prevent free
flow except Omniflow pumps. Special
protective tubing is now in place for
Omniflow use. The MRI area is the only
exception where Dial-A-Flow devices may
be utilized. MUHA is seeking out MRI
compatible pumps for future use.

NPSG #6: Equipment with and without
alarm functions are undergoing risk
assessment. Bottom line: heed all alarms,
never turn off or tune out these sounds.
Save a life, respond to all alarms promptly.
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captured on a secure website.
All reports are confidential
and emphasize a
“nonpunative” approach to
error management.  Reports
must include the following:

Event date, Admission/visit
date, Medical record number
and Event location.

 What should be reported?

Any potential for harm,
adverse event, near miss,
close call or serious event.
This includes but is not
limited to:

MD orders requiring
clarification, medication
related error in any part of
the medication use cycle
(prescribing, transcription,
dispensing, administration or
monitoring), adverse
reactions to medication or
treatment, operative error,
falls, environmental hazards,
or IV related events.
Ultimately, PSN will provide
the Medical Center with a
more efficient tracking and
reporting system to improve
quality of care and service.

UHC PSN.lnk

1. Improve accuracy of patient
identification

2. Improve Communication
effectiveness among caregivers

3. Improve safety of High Alert
medications

4. Prevent wrong-site, wrong
patient, wrong procedure
events.

5. Improve the safety of Infusion
pumps and prevent free-flow.

6. Improve the effectiveness of
clinical alarms.


