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NATIONAL PATIENT SAFETY GOALS 2005:  
WHO, WHAT, WHERE, WHEN & WHY

A Quick Review

Patient safety, long considered a 

hallmark of healthcare in the United States, 

is now a formalized program known as 

the Joint Commission’s National Patient 

Safety Goals (NPSG).  This signifi cant 

step was taken when safety programs in the 

healthcare industry were found to be far 

behind programs in other industries.

The purpose of the Joint Commission’s 

NPSG is to promote specifi c improvements 

in patient safety.  The NPSG highlight 

problematic areas in healthcare and describe 

evidence and expert-based solutions to 

these problems. The JCAHO recognizes 

the importance of sound systems in the 

delivery of safe, high quality healthcare.  

As you review the various NPSG lists, you 

will notice the NPSG focuses on system-

wide solutions, wherever possible. Internal 

Audit Departments are experts in system 

improvements.  

The initial 2003 NPSG listing 

contained seven items to be applied across 

various healthcare settings.  The updated 

and expanded 2005 National Patient 

Safety Goals include setting specifi c items 

related to the risk potential in ambulatory 

care and surgery centers, offi ce-based 

By Margaret Konefal, PhD, RN, CNAA

The following list may start you thinking 

about other, less obvious potential risks 

associated with noncompliance in NPSG 

elements:

! Failure to comply with the NPSG 

or implementing an unacceptable 

alternative will result in a special Type 

I recommendation. If Type I is not 

corrected within a maximum of two 

months, the organization will be given 

Conditional Accreditation.

! JCAHO accreditation is a requirement 

for CMS reimbursement, certifi cation 

by physician Residency Review Boards, 

and participation in other signifi cant 

programs.

! There may be increased risk around loss 

of reputation and public image because 

the JCAHO National Patient Safety 

Goals and cumulative compliance rates 

are widely distributed and published on 

the JCAHO web site.

! The NPSG may become standard 

of care examples and at some point 

be used in malpractice lawsuits.  

(Solomon, RP and Crouteau, RJ.  2003. 

Audio Conference.  American Society 

for Healthcare Risk Management.)

WHO:  NATIONAL PATIENT SAFETY 

GOALS (NPSG) ARE MANDATED BY 

THE JCAHO.

WHAT:  THE NATIONAL PATIENT 

SAFETY GOALS SET FORTH SUCCINCT, 

EVIDENCE-BASED REQUIREMENTS 

THAT ADDRESS CRITICAL ASPECTS 

OF CARE KNOWN TO INVOLVE 

SIGNIFICANT RISK TO PATIENTS.

WHERE:  NPSG ARE DEFINED 

FOR EACH OF THE JCAHO’S 

ACCREDITATION AND CERTIFICATION 

PROGRAMS: AMBULATORY CARE 

AND SURGERY CENTERS, OFFICE-

BASED SURGERY, ASSISTED LIVING 

FACILITIES, BEHAVIORAL HEALTH 

CARE SETTINGS, CRITICAL ACCESS 

HOSPITALS, DISEASE-SPECIFIC CARE 

PROGRAM, HOME HEALTH CARE, 

HOSPITALS, NURSING HOMES, AND 

LABORATORIES.

WHEN:  GOAL UPDATES ARE 

ANNOUNCED IN JULY OF EACH 

YEAR & MANDATED BEGINNING ON 

JANUARY 1ST THE FOLLOWING YEAR.

WHY:  ESTABLISH A FOCUS ON 

KNOWN RISK AREAS AND, THEREBY, 

REDUCE THE FREQUENCY OF 

UNANTICIPATED SERIOUS ADVERSE 

OUTCOMES.

surgery, assisted living facilities, behavioral 

healthcare settings, critical access hospitals, 

disease-specifi c care pro-gram, home 

healthcare, hospitals, nursing homes, and 

laboratories.

 The requirements are clear and 

specifi c.  Each accredited organization is 

expected to have evidence of compliance 

in all the requirements associated with the 

NPSG that are relevant to the services the 

organization provides. At least 12 months 

of compliance with 2004 NPSG will 

be expected for organizations surveyed 

after January 1, 2005.  Compliance with 

requirements that are new for 2005 is 

expected from January 1, 2005 going 

forward.

Internal Audit Department & the 

NPSG

 While the NPSG are designed to 

prevent or mitigate risks to patients 

receiving healthcare, they also mitigate risk 

to healthcare organizations and thus have 

relevance for healthcare internal auditors.  

As the NPSG change yearly, internal 

auditors have reason to be familiar with 

yearly updates to the JCAHO National 

Patient Safety Goals.  
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Highlights of the 2005 NPSG

The setting specifi c NPSG included 

with this article is taken from the JCAHO 

web site, giving you the opportunity to 

see the similarities and differences for 

yourself.  Acute care hospitals, ambulatory 

care and surgery sites, and long-term care 

demonstrate similar and specifi c areas 

of concern.  The involvement of internal 

audit services will be infl uenced by the 

setting and individual circumstances of 

an organization.  Attention to timeliness 

of reporting critical lab values requires 

a coordinated system of documentation 

and communication across organizational 

components and, perhaps, out into the 

community.

! Look alike/sound alike drugs abound!  

There must be at least an annual review 

of this issue. Consider opportunities 

for participation of vendors and 

pharmacy in mitigating this problem. 

! Many patients have a virtual pharmacy 

in their medicine cabinet. To reduce 

risk this risk of harm, organizations are 

to accurately and completely reconcile 

medications across the continuum of 

care.  Developing the plan in 2005 for 

full implementation by January 2006.

! Voluntary fall prevention programs 

have been around a long time. The new 

NPSG states hospitals are to reduce 

the risk of patient harm resulting from 

falls.

! Long-term care facilities have an 

additional directive and procedures 

to reduce the risk of infl uenza 

and pneumococcal disease in 

institutionalized older adults.

! Ambulatory care settings are now 

expected to reduce the risk of 

surgical fi res by educating staff, 

including operating licensed 

independent practitioners (LIP) 

and anesthesia providers, on how to 

control heat sources, manage fuels, 

and establish guidelines to minimize 

oxygen concentration under drapes.

Goals, continued on page 35

Note: New Goals and Requirements are indicated in bold.

 

Goal:  Improve the accuracy of patient identifi cation.

! Use at least two patient identifi ers (neither to be the patient’s 

room number) whenever administering medications or 

blood products, taking blood samples and other specimens 

for clinical testing, or providing any other treatments or 

procedures.

Goal:  Improve the effectiveness of communication among 

caregivers. 

! For verbal or telephone orders or for telephonic reporting 

of critical test results, verify the complete order or test result 

by having the person receiving the order or test result “read-

back” the complete order or test result. 

! Standardize a list of abbreviations, acronyms, and symbols 

that are not to be used throughout the organization. 

! Measure, assess, and, if appropriate, take action to improve 

the timeliness of reporting, and the timeliness of receipt by 

the responsible licensed caregiver, of critical test results and 

values.

Goal:  Improve the safety of using medications. 

! Remove concentrated electrolytes (including, but not limited 

to, potassium chloride, potassium phosphate, sodium chloride 

>0.9%) from patient care units. 

! Standardize and limit the number of drug concentrations 

available in the organization. 

! Identify and, at a minimum, annually review a list of look-

alike/sound-alike drugs used in the organization, and take 

action to prevent errors involving the interchange of these 

drugs.

Goal:  Improve the safety of using infusion pumps.

! Ensure free-fl ow protection on all general-use and PCA 

(patient controlled analgesia) intravenous infusion pumps 

used in the organization.

Goal:  Reduce the risk of healthcare-associated infections.

! Comply with current Centers for Disease Control and 

Prevention (CDC) hand hygiene guidelines. 

! Manage as sentinel events all identifi ed cases of unanticipated 

death or major permanent loss of function associated with a 

health care-associated infection.

Goal:  Accurately and completely reconcile medi-cations across 

the continuum of care.

! During 2005, for full implementation by January 2006, 

develop 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. 

! 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.

Goal:  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 identifi ed 

risks.

2005 HOSPITALS’ NATIONAL PATIENT SAFETY GOALS



34     New Perspectives Spring 2005Association of  Healthcare Internal Auditors Spring 2005     New Perspectives     35Association of  Healthcare Internal Auditors

2005 AMBULATORY CARE NATIONAL PATIENT SAFETY GOALS

Note: New Goals and Requirements are indicated in bold.

Goal:  Improve the accuracy of  patient identifi cation. 

! Use at least two patient identifi ers (neither to be the patient’s physical 
location) whenever administering medications or blood products, 
taking blood samples and other specimens for clinical testing, or 
providing any other treatments or procedures.

Goal:  Improve the effectiveness of  communication among caregivers.

! For verbal or telephone orders or for telephonic reporting of  critical 
test results, verify the complete order or test result by having the 
person receiving the order or test result “read-back” the complete 
order or test result. 

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

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

Goal:  Improve the safety of  using medications.

! Remove concentrated electrolytes (including, but not limited to, 
potassium chloride, potassium phosphate, sodium chloride >0.9%) 
from patient care units. 

! Standardize and limit the number of  drug concentrations available in 
the organization. 

! Identify and, at a minimum, annually review a list of  look-alike/sound-
alike drugs used in the organization, and take action to prevent errors 
involving the interchange of  these drugs.

Goal:  Improve the safety of  using infusion pumps.

! Ensure free-fl ow protection on all general-use and PCA (patient 
controlled analgesia) intravenous infusion pumps used in the 
organization.

Goal:  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 identifi ed cases of  unanticipated death 
or major permanent loss of  function associated with a health care-
associated infection.

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

! During 2005, for full implementation by January 2006, develop a 
process for obtaining and documenting a complete list of  the patient’s 
current medications upon the patient’s entry 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. 

! 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.

Goal:  Reduce the risk of  surgical fi res.

! Educate staff, including operating licensed independent practitioners 
and anesthesia providers, on how to control heat sources and manage 
fuels, and establish guidelines to minimize oxygen concentration under 
drapes.

! Print list on brightly colored paper/post-it notes/posters/stickers/

magnets and place in medical records/patient charts, place at/on/

near computers, and post in patient care areas.

! Provide pocket-sized cards with the list to staff. 

! Print the list in the margin or bottom of the physician order sheets 

and/or progress notes.

! Attach laminated copies of the list to the back of the physician order 

divider in the patient chart.

! Delete prohibited abbreviations from preprinted order sheets and 

other forms.

! Create clipboard cover that provides the list.

! Provide the list on the front page of the intranet.

! Provide a card with the list that can be attached to the back of the 

identifi cation badge.

! Place tent cards with the list where physicians write orders and 

dictate.

! Educate and monitor staff who document in the medical record.

! Create an educational display for use during Patient Safety 

Awareness Week.

! Place articles in employee and physician newsletters.

! Provide mouse pads with the list.

! Direct pharmacy not to accept any of the prohibited abbreviations.  

Orders with dangerous abbreviations or illegible handwriting must 

be corrected before being dispensed.

! Work with software vendor to ensure changes are made to be 

consistent with the list.

! At every medical staff meeting, give patient safety updates, including 

information about the prohibited abbreviations. 

! Identify and promote “Physician Champions” who support 

accreditation-related activities and advocate for full compliance with 

the NPSGs. 

! Ask every staff person to sign a statement that he/she has received 

the list and agrees not to use the abbreviations.

! Create a catchy name or theme: Do the “Write” Thing; Dirty 

Dozen; Outlaw Abbreviations—Join the Patient Safety Posse; 

“Operation BANEM” (Banned Items); Uncle Sam-style poster 

saying “You can prevent a fatal error;” P.S. It’s all about Patient 

Safety.

! Promote a “Do not use abbreviation of the month” campaign.

A complete list is available on JCAHO web site.

Implementation Tips for Eliminating Dangerous Abbreviations
Here’s how some organizations are effectively communicating their prohibited abbreviations list to staff.
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2005 LONG TERM CARE NATIONAL PATIENT SAFETY GOALS

Note: New Goals and Requirements are indicated in bold.

 

Goal:  Improve the accuracy of resident identifi cation. 

! Use at least two resident identifi ers (neither to be the resident’s room 

number) whenever administering medications or blood products, 

taking blood samples and other specimens for clinical testing, or 

providing any other treatments or procedures. 

! Prior to the start of any invasive procedure, conduct a fi nal 

verifi cation process, such as a “time out,” to confi rm the correct 

resident, procedure and site, using active—not passive—

communication techniques.

Goal:  Improve the effectiveness of communication among

caregivers. 

! For verbal or telephone orders or for telephonic reporting of critical 

test results, verify the complete order or test result by having the 

person receiving the order or test result “read-back” the complete 

order or test result. 

! Standardize a list of abbreviations, acronyms, and symbols that are 

not to be used throughout the organization.

Goal:  Improve the safety of using medications.

! Remove concentrated electrolytes (including, but not limited to, 

potassium chloride, potassium phosphate, sodium chloride >0.9%) 

from resident care units. 

! Standardize and limit the number of drug concentrations available 

in the organization. 

! Identify and, at a minimum, annually review a list of look-alike/

sound-alike drugs used in the organization, and take action to 

prevent errors involving the interchange of these drugs.

Goal:  Improve the safety of using infusion pumps.

! Ensure free-fl ow protection on all general-use and PCA (resident 

controlled analgesia) intravenous infusion pumps used in the 

organization. 

Goal:  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 identifi ed cases of unanticipated death 

or major permanent loss of function associated with a health care-

associated infection.

Goal:  Accurately and completely reconcile medications across the 

continuum of care. 

! During 2005, for full implementation by January 2006, develop 

a process for obtaining and documenting a complete list of the 

resident’s current medications upon the resident’s admission to the 

organization and with the involvement of the resident.  This process 

includes a comparison of the medications the organization provides 

to those on the list. 

! A complete list of the resident’s medications is communicated to 

the next provider of service when it refers or transfers a resident 

to another setting, service, practitioner, or level of care within or 

outside the organization.    

Goal: Reduce the risk of resident harm resulting from falls.

! Assess and periodically reassess each resident’s risk for falling, 

including the potential risk associated with the resident’s medication 

regimen, and take action to address any identifi ed risks. 

! Implement a fall reduction program, including a transfer protocol, 

and evaluate the effectiveness of the program. 

Goal:  Reduce the risk of infl uenza and pneumococcal disease in 

institutionalized older adults.

! Develop and implement a protocol for administration and 

documentation of the fl u vaccine. 

! Develop and implement a protocol for administration and 

documentation of the pneumococcus vaccine. 

! Develop and implement a protocol to identify new cases of infl uenza 

and to manage an outbreak.  

Goals, continued from page 33

Summary

Developing strategies for com-pliance 

with the 2005 JCAHO National Patient 

Safety Goals is one-step in the on-going 

commitment to the priority of patient 

safety. The ultimate resource for more 

information is the JCAHO web site: http:

//www.jcaho.org.

Select items from JCAHO’s “Imple-

mentation Tips for Eliminating Dangerous 

Abbreviations” are reproduced to show 

how sharing effective strategies is one way 

to jump start compliance efforts.

The JCAHO will establish no more 

than six new goals for any given year, 

and each goal will include no more than 

two succinct, evidence- or expert-based 

recommendations. These mandates are the 

starting point…the minimum expectations. 

As our organizational cultures evolve toward 

blame-free, safety fi rst environments we will 

become more proactive, initiate voluntary 

responses that are work place specifi c, and 

share more openly across institutions and 

disciplines.  !

Reference all charts:  

http://www.jcaho.org/

accredited+organizations/patient+safety/

npsg.htm 

Margaret M. Konefal, RN, PhD, CNAA, BC, 

Director, Women & Infant Service, Ben Taub General 

Hospital, Houston, TX.


