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• HAM: High Alert Medications 
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INTRODUCTION 

” 

“Patient Safety is the absence of preventable harm to a patient during the process of healthcare 

[15].It has been defined as the reduction and mitigation of unsafe acts within the healthcare 

system, as well as through the use of best practices shown to lead to optimal patient outcomes. 

Emphasis is placed on the system of care delivery that (1) prevent errors, (2) learns from the 

errors that do occur, (3) is built on a culture of safety that involves healthcare professionals, 

organizations and patients [1].” 

“National Patient Safety Goals are a series of specific actions that accreditated organizations are 

required to take in order to prevent medical errors such as miscommunication among caregivers, 

unsafe use of infusion pumps and medication mix-ups.” 

“The purpose of International Patient Safety Goals is to improve patient safety, is to promote 

specific improvements in patient safety. They highlight problematic areas in healthcare and 

describe evidence and expert based solutions to these problems. The goals focus on problems in 

healthcare, safety and how to solve them.”” 

“International Patient Safety Goals are necessary:” 

• “To improve specific improvement in patient safety.” 

• “To focus on problems in health care safety and how to solve them.” 

“There are six International Patient Safety Goals. These goals are as follows:” 

• “Identify Patient correctly.” 

• “Improve effective communication.” 

• “Improve the safety of high alert medications.” 

• “Ensure correct site, correct procedure, and correct patient surgery.” 

• “Reduce the risk of health care – associated infections.” 

• “Reduce the risk of patient harm resulting from falls.” 

The above given goals are been explained as: 

IPSG 1- Identify Patient Correctly 

• To reliably identify the individual as the person for whom the service or treatment is 

intended. 

• To match the service or treatment to that individual. 

• The identifiers can be: 

a) Patient complete name. 

b) Patient medical record number. 
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c) Birth date. 

• Patients are identified before providing treatments and procedures/ diagnostics, 

administering medication, serving restricted diet, during time out-before a procedure, etc. 

 

IPSG 2- Improve Effective Communication 

• Process of conveying critical information in a way that is timely, accurate, complete, 

clear and understood by recipient. 

• Complete verbal and telephone test results from wards must be “read back”by recipient 

and must be confirmed by the conveyor. 

• Standardize abbreviation, acronyms, and symbols used throughout the organization, 

including a list of those not to be used. 

 

IPSG 3- Improve the Safety of High Alert-Medications 

• HAM- High alert medications are those which are involved in a high percentage of errors 

and/or sentinel events, medications that carry higher risk for adverse outcomes as well as 

look alike, sound alike medications (LASA). 

• High alert categories/ HAM list should be available on the notice board in each clinical 

department. 

• High alert medicines are kept in separate, secured cabinet and labeled by special warning 

label. 

 

IPSG 4- Ensure correct site, correct procedure, correct patient surgery 

• Use a checklist, including a “Time-out”just before starting a surgical procedure, to 

ensure the correct patient, procedure and body part. 

• Develop a process or a checklist to verify that all documents and equipment needed for 

surgery are on hand and correct and functioning properly before surgery begins. 

• Mark the precise site where the surgery will be performed. Use a clearly understood mark 

and involve the patient in doing this. 

 

IPSG 5- Reduce the risk of health care-associated infections 

• Comply with current published and generally accepted hand hygiene guidelines. 

• Implement an effective hand hygiene program. 
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• Develop policies and procedures that address reducing the risk of health care associated 

infections. 

 

IPSG 6- Reduce the risk of Patient harm resulting from falls 

• Develop and implement a process to reduce the risk of patient harm resulting from fall. 

• The risk of patient harm resulting from falls can be reduced by assessing and reassessing 

all inpatients and those out patients whose condition diagnosis, situation or location 

identifies them as at high risk for fall. 
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LITERATURE REVIEW 

 

“Work to establish a safety program must start at the top and target the organization's leadership. 

Leaders establish organizational goals and values, set and role-model behavioral expectations, 

and hold individuals accountable [5]” 

“In general, the events of wrong-site surgery occur rarely [1-3].” 

“When it does occur, however, it is considered a sentinel event which may cause severe damages 

to patients and physicians physically as well as mentally. In spine surgery field, as with other 

fields of specialty, it is understood that the right surgery is done to correct the patient. However, 

wrong-site surgery is still an ongoing problem in spine surgery, just as in other surgery fields [1, 

4]” 

“When the incidents of wrong-site surgery occurred in the past, they were often resolved in the 

name-blame-shame tradition on the surgeon or the surgical team, without any cause analysis and 

monetary rewards. These methods are not helpful today in resolving problems [6].” 

“Some authors have introduced the "pre-pre-" and "post-post-" analytical phases to identify 

activities associated with the initial selection of tests and with the interpretation by clinicians 

respectively, to differentiate them for the pure collection/transport activities (pre-analytical 

phase) and reporting (post-analytical phase) [7,8]” 

“Identification errors are particularly common amongst inpatient samples [9]” 

“Several methods have been developed to define and classify medical errors, adverse events, 

near misses, and other patient safety concepts and terms [10, 11]” 

“At a time when institutions are focused heavily on achieving “meaningful use” requirements, 

we propose that clearer guidance be provided so that these institutions can align activities related 

to patient safety with the activities required to support a safe EHR-enabled health care system. 

[12]” 

“The use of technology to monitor health care processes and outcomes and identify potential 

safety issues before they can harm patients. [13]” 

“All health care systems have the potential to unintentionally harm the people they are trying to 

help through inappropriate decisions and medical errors. Since the 1990s, a powerful body of 

scientific evidence analyzing the occurrence and impact of adverse events occurring worldwide 

has accumulated [14]” 

https://synapse.koreamed.org/search.php?where=aview&id=10.4184/asj.2013.7.1.63&code=0168ASJ&vmode=FULL#B1
https://synapse.koreamed.org/search.php?where=aview&id=10.4184/asj.2013.7.1.63&code=0168ASJ&vmode=FULL#B3
https://synapse.koreamed.org/search.php?where=aview&id=10.4184/asj.2013.7.1.63&code=0168ASJ&vmode=FULL#B6
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“Nursing has clearly been concerned with defining and measuring quality long before the current 

national and State-level emphasis on quality improvement. Florence Nightingale analyzed 

mortality data among British troops in 1855 and accomplished significant reduction in mortality 

through organizational and hygienic practices [16].” 

“Effective communication is central to patient safety and quality. Inadequate communication 

consistently appears as a factor contributing to medical errors, across settings and practitioners. 

These span from an incident with a single patient1to broader communication issues between 

physicians and nurses [17].” 

“Handoffs, the transfer of patient care from one health care provider to another, are known to be 

vulnerable to communication failuresand have been called “remarkably haphazard.”As defined 

by the Joint Commission, handoff communication refers to a standardized process “in which 

information about patient/client/resident care is communicated in a consistent manner.”[18]” 

“There is little evidence for asserting the importance of any individual, group, or structural 

variable in error prevention or enhanced patient safety at the present time.[19]” 

“Among the most prominent themes in communication research in healthcare are the effects of 

interruptions and tensions on effective team functioning. For example, ethnographic studies 

showed that tensions in team communications in the operating room often evolve around the 

issues of time, safety and sterility, resources, and work roles. [20]” 

“Coordination is essential to teamwork because different team members routinely perform 

multiple interdependent tasks simultaneously. Ethnographic research in anesthesia has 

highlighted that teams coordinate not only through verbal communication but also through their 

work environment (i.e. the precise alignment of team members bodies, tools, and the patient's 

body). [20]” 

“Gaps currently exist in relation to knowledge on the extent and nature of the role of nurses in 

patient safety improvement. [18]” 

“Patient handovers, defined as “the transfer of information and professional responsibility and 

accountability between individuals and teams,”are high-risk, error-prone patient care 

episodes.Handover failures are common and can lead to diagnostic and therapeutic delays and 

precipitate adverse events.[21]” 

 

 

 

 

https://journals.lww.com/academicmedicine/Fulltext/2009/12000/Residents__and_Attending_Physicians__Handoffs__A.30.aspx#R1-30
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METHODOLOGY 

 

“Study type: Descriptive Observational study” 

“Study Area: Clinical and Non-Clinical departments of Monilek Hospital & Research Centre” 

“Duration of study: 1st February 2018 to 30th April 2018” 

“Sample size: 216” 

“Data Collection:” 

“Primary data was collected with the help of structured checklist enumerating different types of 

parameters for patient safety namely,” 

• “Patient with ID band” 

• “Verbal Order Registers” 

• “Handover Registers” 

• “Legible handwriting” 

• “No abbreviation” 

• “High risk medicine with inventory” 

• “All other medications with inventory” 

• “Opened bottles labeled with date/time” 

• “Side rails” 

• “WHO Surgical Safety Checklist” 

• “Hand hygiene practice” 

“The scoring pattern for the analysis used was 1for compliance, 0 for non-compliance. It means 

if any of the given parameters was found complying, the score 1 was given. On the other hand, if 

it was not complying then 0 was given.” 
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OBJECTIVE 

• “To analyze compliance to patient safety goals.” 

• “Represent proactive strategies to reduce the risk of medical error.” 

• “To provide clear priorities and solutions for improving patient safety.” 

 

 

 

“DATA ANALYSIS:” 

“Analysis was done using Microsoft excel.” 

 

 

Fig:-1 shows the IPSG 1 that is to identify patient correctly. 

“Interpretation: From the above graph it is interpreted that compliance of patient with ID Band 

increased suddenly from February to march by 9%, but again in April it was observed that it 

again reduced to 98% from 100%.” 
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2. 

 

Fig 2: shows the IPSG 2, which is to improve effective communication. 

Interpretation:  

• “Handovers where nursing staff was not communicating the other staff of the next shift.” 

• “Secondly, in medication charts where the writing of the resident doctors was not legible 

enough to be understood as they were not using the capital handwriting while prescribing 

the medicines.” 

• “Error prone abbreviations were used during the prescription which made it difficult for 

nursing staff to understand.” 
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3.  

 

The above graph depicts the IPSG 3, which is to improve safety of high alert medication 

Interpretation: 

• “There was no inventory and record of the high risk medicines before which sometimes 

used to make difficult for nursing staff to differentiate them from other medications as the 

other medicines were too not having any inventory and record.” 

• “Sometimes opened bottles were not found to be labeled with date and time of opening 

thus could not differentiate between the used one and the new bottle.” 

• “Nursing staff was not writing the registration on the patient’s medicines that were kept 

in refrigerator." 
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4. 

 

The above graph is of IPSG 4, which is to ensure correct patient, correct site, correct procedure. 

Interpretation:  

“It can be interpreted from the given graph that the parameter WHO Surgical Safety Checklist 

shows the sudden increase from February to April. In the month of February it was observed 

during the time of surgeries staff was not filling the checklist as many of them did not knew 

about the criteria of filling it.” 
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5. 

 

The above graph is of IPSG 5, which is to reduce risk of hospital acquired infection. 

Interpretation:  

• “The nursing staff was not following the hand hygiene practices as they were not well 

trained about the hand hygiene and hand washing movements.” 

• “They were not aware about that when should hand hygiene practice should take place.” 

• “They were not aware about the six steps of hand washing.” 
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6. 

 

The above graph shows the IPSG 6, which is to reduce patient harm resulting from fall. 

Interpretation: 

“It can be depicted that side rails and belts were not used while transferring the patients from one 

place to another on stretcher as well as on wheel chairs. The main problem was observed during 

the transfer of vulnerable patients who were unconscious and needed extra care. The gap was 

found because the staff was not trained on this matter.” 
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The above graph shows the average compliance of all the six International Patient Safety Goals 

from the month of February to April. 

 

 

DISCUSSION 

“Based on the data collected, staff was not aware of the standard practices. The failure to 

correctly identify patients continues to result in medication errors, wrong person procedures, etc. 

Fortunately, available interventions and strategies can significantly reduce the risk of patient 

misidentification.” 

“The major areas where patient misidentification can occur include drug administration, blood 

transfusion and surgical intervention. Colour coding of wristbands facilitates rapid visual 

recognition of specific issues. In order to improve the compliance the management will continue 

to conduct awareness for all staff, to perform regular audit(Thomas P, 2004).” 

“From the data collected it was observed that the main reason for the lower compliance was due 

to insufficient knowledge among staff and lack of confidence in giving recommendation to 

consultant.” 
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“The gaps in communication can cause serious breakdowns in the continuity of care, 

inappropriate treatment and potential harm to the patient (Patient Safety Solutions, Volume 1, 

solution 3, 2007).” 

“Based on the data collected, high risk medicines were not kept separated before, they were not 

labeled and were not identified from other medications as there was no inventory as well.” 

“High alert medications have risk of significant harm if the wrong route is chosen or a system 

failure occurs. Mistakes involving medications are among the most common healthcare errors.” 

 

 

RECOMMENDATIONS/SUGGESTIONS: 

• Identify Patient Correctly 

a) “To use two patient identifiers during and before any procedure or treatment which 

are Name and the Registration Number.” 

b) “To compare the two identifiers with the arm band to ensure the correct patient 

receives the correct treatment.” 

 

• Improve Effective Communication 

a) “To get the important test results to the right people timely.” 

b) “Documentation of who called and the time for all the critical values.” 

c) “To conduct bedside shift reports.” 

d) “To ensure that verbal order registers are signed by the Doctor by whom the order 

was received.” 

 

• Improve safety of high alert medication 

a) “To label all the medicines, syringes with proper labels and stickers.” 

b) “To use bedside scanning of patient reports and medication charts for confirming the 

medicines.” 

c) “To complete the medication history.” 

 

• Ensure correct patient, correct site, correct procedure 
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a) “To follow universal protocol policy (correct patient and the correct site)” 

b) “To ensure that the physician marks the correct site on the patients body prior to 

surgery/ procedure.” 

 

• Reduce risk of Hospital Acquired Infection 

a) “Following hand cleaning guidelines to improve hand cleaning.” 

b) “Displaying the signages of hand washing step and hand hygiene movements on each 

and every nursing station.” 

 

• Reduce patient harm resulting from fall 

a) “Screening of patients to determine which patient is more vulnerable and needs extra 

care.” 

b) “Arranging appropriate transferring methods to ensure patient safety and to reduce 

patient harm from the fall.” 

c) “Ensuring that every bed and wheelchair is with side rails and belts so that while 

transferring a patient, they can be handled with care.” 

 

 

CONCLUSIONS 

“Patient safety is the cornerstone of high quality health care. Nurses are critical to the 

surveillance and coordination that reduce such adverse outcomes. Much works remains to done 

in evaluating the impact of nursing care on positive quality indicators, such as appropriate self-

care and other measures of improved health status.” 
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