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4. Each clinical area will implement a standardized approach to “hand-off” communications, including an opportunity to 

ask and respond to questions.  SBARO is utilized throughout the organization as a standard approach to hand-off 
communication.  The process for an effective “hand-off” communication includes: 

 

a. Interactive communications allowing for the opportunity for questioning between the giver and receiver of 
patient information. 

b. Up-to-date information regarding the patient’s care, treatment and services, condition and any recent or 
anticipated changes. 

c. A process for verification of the received information, including repeat-back or read-back, as appropriate. 
d. An opportunity for the receiver of the hand off information to review relevant patient historical data, which may 

include previous care, treatment and services. 
e. Keeping interruptions during hand offs at a minimum to reduce the possibility that information would fail to be 

conveyed or would be forgotten. 
 
NPSG 3 - Improve the safety of using medications 
1. All concentrated electrolytes (including, but not limited to, potassium chloride, potassium phosphate, sodium 

chloride>0.9%) are removed from general patient care units unless requires for special circumstances, e.g. dialysis 
or cardiac surgical suite.  

 
2. Pharmacy with clinical departments Directors/Managers have standardized and limited the number of drug 

concentrations available in their departments or clinical areas.  
 
3. SHS has identified and a minimum of 10 look-alike/sound-alike drugs used in the organization and has taken action 

to prevent errors involving the interchange of these drugs, e.g. short-man and tall-man lettering whenever possible.  
The list is reviewed annually by Pharmacy and forwarded to the appropriate committee at each site.  (Appendix B - 
SHS Look -Alike Sound-Alike List) 

 
4. Label all medications, medication containers (for example, syringes, medicine cups, basins), or other solutions on 

and off the sterile field, even if only one medication is being used.  Whenever possible, Pharmacy should be 
involved with the dispensing and/or labeling of medications. 
a. Labeling occurs when any medication or solution is transferred from the original packaging to another container. 
b. No more than one medication or solution is labeled at one time. 
c. Labels are verified both verbally and visually by two qualified individuals when the person preparing the 

medication is not the person administering the medication. 
d. Labels should include:   

 Drug name and strength 
 Drug amount (if not apparent from the container) 
 Expiration date when not used within 24 hours 
 Expiration time when expiration occurs in less than 24 hours 

e. Medications or solutions found unlabeled should immediately be discarded.  
f. All original containers from medications or solutions should remain available for reference until the conclusion of 

the procedure 
g. At the conclusion of the procedure, all labeled containers on the sterile field are discarded. 
h. At shift change or break relief, all medications and solutions both on and off the sterile field and their labels 

should be reviewed by entering and exiting personnel. 
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NPSG 7 - Reduce the risk of health care-acquired infections 
1. SHS complies with current CDC hand hygiene guidelines. 
 
2. All identified cases of unanticipated death or major permanent loss of function associated with a health care-

acquired infection are managed as sentinel events.  (See SHS Sentinel Event policy) 
 
NPSG 8 - Accurately and completely reconcile medications across the continuum of care. 
1. Each SHS organization, with the patient’s involvement, creates a complete list of the patient’s current medications 

at admission or entry. 
a. The Physician Order Medication Reconciliation (POMR) form is completed and should include all medications 

taken by the patient including the dosages and schedules.  (Note:  Outpatient settings may utilize a different 
documentation tool). 

b. Medications be listed include:  Prescription medications, sample medications, Herbals, Vitamins, Nutraceuticals, 
over-the-counter drugs, vaccines, diagnostic or contrast agents used on or administered to patients, radioactive 
medications, respiratory therapy treatments, parenteral nutrition, blood derivatives, intravenous solutions (with 
or without electrolytes and/or drugs), any product designated by the Food and Drug Administration as a drug 

 
2. The medications ordered for the patient while under the care of SHS are compared to those on the list and any 

discrepancies (e.g., omissions, duplications, potential interactions) are resolved. 
a. The Provider should review high-risk medications as soon as possible after admission:  

 Insulin 
 Anti-rejection medications 
 Antibiotics 
 Antiarrythmics 

b. Within 24 hours, the Provider will review the POMR (or other documentation tool in the outpatient setting) and 
determine the status of the patient’s other medications 

 
3. The patient’s accurate medication reconciliation list (complete with medications prescribed by the first provider of 

service) is communicated to the next provider of service, within or outside the organization. 
 
4. The next provider of service should check over the medication reconciliation list again to make sure it is accurate 

and there are no contraindications to any new medications that were ordered or prescribed.  
 
5. A complete list of medications is provided to the patient on discharge from the facility.  
 
NPSG 9 - Reduce the risk of patient harm resulting from falls. 
1. SHS facilities have established a fall reduction program using “falling stars” to identify inpatients that have been 

identified as “at-risk” of a fall.   
  
2.  Nursing care plans identify the interventions available to reduce the patient’s risk of a fall.   

a. An integral aspect of the fall prevention program is education of the patient and the patient’s family regarding 
the facility’s fall reduction program and any individualized fall reduction strategies. 

 
3.  During orientation staff and during the annual Safety Day staff receive education and training regarding the fall 

reduction program 
 
4. Each facility monitors the fall reduction program through their Patient Safety Program to determine the effectiveness 

of the program.  
 
NPSG 13 - Encourage patients’ active involvement in their own care as a patient safety strategy 
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1. Patients and families are educated on methods available to report concerns related to care, treatment, services and 
patient safety issues. 

 
 
NPSG 15 - The organization identifies safety risks inherent in its patient population. 
1. The risk assessment includes identification of specific factors and features that may increase or decrease risk for 

suicide. 
 
2. The patient’s immediate safety needs and most appropriate setting for treatment are addressed. 

 
3. The organization provides information such as a crisis hotline to individuals and their family members for crisis 

situations. 
 
Universal Protocol 1 - The organization fulfills the expectations set forth in the Universal Protocol.  
1. Conduct a pre-operative verification process which includes verification of:  correct person, procedure, and site.   

 
2. Prior to the start of the invasive procedure information should be reviewed including: 

•  Relevant documentation (e.g. History and Physical and informed consent) 
•  Relevant images which should be properly labeled and displayed 
•  Any required implants and special equipment 

 
3. The operative sites involving laterality, multiple structure or multiple levels (spine) should be marked near the 

incision site according to the universal protocol. 
a.   Non-operative sites will not be marked unless necessary for some other aspect of care.   

 
4. A “time-out” is performed immediately before staring a procedure.   
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Samaritan Health Services 
“Do Not Use” Abbreviation List 

 

Do Not Use Abbreviation  Solutions 
1 Applies to all orders and all medication related documentation that is handwritten (including free-text computer entry) or on pre-
printed forms.   

International Units1 

IU or I.U. 
Write: 

units 
Abbreviation for Units1 

U or u 
Write: 

units 
Latin for every other day1 

QOD, qod, QD 
 

Write: 

every other day, odd or even days,  
every day or daily 

Trailing zero1 

2.0 mg 
Write: 

whole number, e.g. 2 mg not 2.0 mg
No Leading zero1 

.2 mg 
Write: 

zero first, e.g. 0.2 mg not .2 mg 
Magnesium Sulfate1 

MgSO4 
Write: 

Magnesium or Mag Sulfate  
Morphine Sulfate1 

MSO4, MS 
Write: 

Morphine or Morphine Sulfate 
Discouraged Abbreviations Solutions 

2Discouraged in all orders and all medication related documentation that is handwritten (including free-text computer entry) or 
on pre-printed forms. 
Latin for by mouth or orally2 

Per OS 
Write: 

by mouth or orally or PO 
Cubic Centimeters2 

cc 
Write: 

ml 
Symbol for micrograms2 

µg 
Write: 

micrograms or mcg 
Latin for eye2 

OD, OS, OU 
Write: 

right eye, left eye, both eyes 
Latin for ears2 

AD, AS, AU 
Write: 

right ear, left ear, both ears 
Three times a week2 

TIW 
Write: 

three times per week 
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