
An effective patient safety program begins with reporting.

WHY REPORTING MATTERS:
R eporting patient safety events gives information needed to learn from and change system processes to prevent 

the event from happening again. 

E veryone should report all Serious Events (adverse events) and Incidents (near misses and no harm events) 
to their Patient Safety Officer to help improve patient safety in their facility.

P rovides valuable information published in the Pennsylvania Patient Safety Advisory—which is read by Pennsylvania Patient Safety Advisory—which is read by Pennsylvania Patient Safety Advisory
clinicians throughout the United States and worldwide. 

O pportunities to learn from Pennsylvania events are provided by strategies given in the Pennsylvania Patient 
Safety Advisory. 

R eview with your supervisor or Patient Safety Officer any concerns you may have regarding patient safety events 
occurring in your facility.

T o improve patient safety, please report all patient safety events and read the Pennsylvania Patient Safety 
Advisory available online at www.patientsafetyauthority.org. 

An independent agency of the Commonwealth of Pennsylvania

More information is available online at www.patientsafetyauthority.org.  
© 2010 Pennsylvania Patient Safety Authority
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Since the Pennsylvania Patient Safety Authority was 

established, the most challenging question asked of its 

staff has been whether healthcare in Pennsylvania is 

becoming safer. This question is not unique to Penn-

sylvania, nor is it unique to the United States. Experts 

in patient safety are forced to admit that while prog-

ress has been made since the 1999 publication of the 

Institute of Medicine’s To Err Is Human, improving 

patient safety is a journey that is just beginning. 

The ultimate measures of safety are the number of 

lives saved or the number of injuries prevented, but 

these measures are notoriously difficult to estimate 

reliably in a cost-effective way. The sources of data 

typically reviewed for evidence of improvement are 

all imperfect. Adverse event reports are subject to 

underreporting and variation in interpretation of 

reporting requirements. Survey data on structural 

or process measures, as presented in the Authority’s 

2008 annual report, is subject to response bias, the 

selective memory of the respondent, and many other 

biases inherent in all survey research. Even retrospec-

tive expert review of medical charts, often used as the 

gold standard in research on adverse events, is sub-

ject to the validity of the decision rules used by the 

reviewers and the quality of the documentation in the 

While all these sources of data are imperfect, each 

can provide a unique perspective on the safety and 

resilience of the healthcare system. While each source 

on its own is too flawed to rely on in isolation, when 

taken together they can paint a richer portrait of the 

problems faced in patient safety and whether there is 

Another source of information readily available to 

all hospitals is uniform administrative data used in 

billing. Under contract to the Agency for Healthcare 

Research and Quality (AHRQ), researchers from 

Stanford University and the University of California 

developed the Patient Safety Indicators (PSIs) as a 

tool to identify potentially preventable adverse events 

related to hospitalization. These indicators are based 

on records that hospitals complete on all inpatient 

discharges. While administrative systems were not 

patients’ diagnoses and what services they received, 

the PSIs identify by inference patients who may have 

The PSIs that can be used at a state or regional level 

(referred to as the “area level” indicators) are as 

follows:
  

■ Accidental Puncture or Laceration 

  
■ Foreign Body Left during Procedure 

  
■ Iatrogenic Pneumothorax (i.e., collapsed lung)

  
■ Postoperative Hemorrhage or Hematoma (i.e., 

bleeding)  
■ Postoperative Wound Dehiscence (i.e., rupturing 

of the suture line following surgery)

  
■ Selected Infections due to Medical Care (primarily 

related to intravenous lines and catheters) 

  
■ Transfusion Reaction (due to blood incompatibility)

These PSIs provide one window into the safety of 

Pennsylvania hospitals, and over time one hopes 

to see these rates decline, suggesting that safety is 

improving. Because of differences between the PSI 

definitions and how reportable events are defined 

under Pennsylvania’s MCARE (Medical Care Avail-

ability and Reduction of Error) Act of 2002, direct 

comparisons with the reports submitted to the 

Authority are not appropriate. What the PSIs pro-

vide is an independent source of information about 

patient safety. Use of multiple data sources can help 

ensure greater confidence in potential trends; changes 

observed in any single source of data are more likely 

to be genuine and meaningful when corroborated by 

changes observed in other independent sources.

Overall, the evidence for improvement in these PSIs 

over the past several years is mixed and uncertain. 

Some PSIs, such as Transfusion Reaction and Post-

operative Wound Dehiscence, seem to have declined, 

suggesting a move in the right direction. Yet others, 

such as Selected Infections due to Medical Care and 

Postoperative Hemorrhage or Hematoma, seem to be 

trending upward. However, all linear trend lines that 

were fit to these indicators failed tests for statistical 

significance, leaving no convincing evidence that the 

apparent trends in the data are due to anything other 

than chance.* The Figure presents the rates of these 

complications from 2002 through 2007. 

Even if the apparent declines in some of these 

complication rates were statistically significant, the 

improvement would be only moderate (though 

encouraging). Table 1 shows the PSIs with the percent 

change between 2002 and 2007 and with the num-

ber of cases avoided or added based on the percent 

Using Administrative Data from Pennsylvania 

Hospitals to Monitor Patient Safety

* For each indicator, a linear trend line was fit to the data, and a 

Student t-test was performed on the slope of each trend line, 

testing the hypothesis that the slope was different from 0 at the 

α = 0.05 level.

(continued on page 124)
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established, the most challenging question asked of its 

staff has been whether healthcare in Pennsylvania is 

becoming safer. This question is not unique to Penn-

sylvania, nor is it unique to the United States. Experts 

in patient safety are forced to admit that while prog-

ress has been made since the 1999 publication of the 

Institute of Medicine’s 

patient safety is a journey that is just beginning. 

The ultimate measures of safety are the number of 

lives saved or the number of injuries prevented, but 

these measures are notoriously difficult to estimate 

reliably in a cost-effective way. The sources of data 

typically reviewed for evidence of improvement are 

all imperfect. Adverse event reports are subject to 

underreporting and variation in interpretation of 

reporting requirements. Survey data on structural 

or process measures, as presented in the Authority’s 

2008 annual report, is subject to response bias, the 

selective memory of the respondent, and many other 

biases inherent in all survey research. Even retrospec-

tive expert review of medical charts, often used as the 

gold standard in research on adverse events, is sub-

ject to the validity of the decision rules used by the 

reviewers and the quality of the documentation in the 

patient records.While all these sources of data are imperfect, each 

can provide a unique perspective on the safety and 

resilience of the healthcare system. While each source 

on its own is too flawed to rely on in isolation, when 

taken together they can paint a richer portrait of the 

problems faced in patient safety and whether there is 

progress in resolving them.

Another source of information readily available to 

all hospitals is uniform administrative data used in 

billing. Under contract to the Agency for Healthcare 

Research and Quality (AHRQ), researchers from 

Stanford University and the University of California 

developed the Patient Safety Indicators (PSIs) as a 

tool to identify potentially preventable adverse events 

related to hospitalization. These indicators are based 

on records that hospitals complete on all inpatient 

discharges. While administrative systems were not 

designed to identify adverse events, by screening 

patients’ diagnoses and what services they received, 

the PSIs identify by inference patients who may have 

suffered selected adverse events.

As with other sources of patient safety information, 

administrative data is subject to technical limitations. 

These include variations in coding practices at differ-

ent institutions and by different individuals, errors 

in coding, and the quality of the underlying medical 

records on which the administrative data is based. 

Refer to the section “Technical Notes and Limita-

tions” for further detail.

Using Administrative Data from Pennsylvania 

Hospitals to Monitor Patient Safety
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ABSTRACT
The National Quality Forum and the Agency for 

Healthcare Research and Quality identified aspira-

tion risk assessment as a practice to reduce the risk 

of harm to patients. Pennsylvania healthcare facili-

ties submitted 133 nonanesthesia aspiration event 

reports to the Pennsylvania Patient Safety Authority 

from June 2004 through January 2009. Seventy-three 

(55%) of these event reports indicated that swallow-

ing or aspiration assessments had been completed 

before the event occurrence. The remaining 60 (45%) 

reports of nonanesthesia aspiration indicated patients 

had not received aspiration risk screenings or assess-

ments before the aspirations. Thirty-eight (29%) of the 

nonanesthesia aspiration reports describe instances 

in which barriers were identified during aspiration risk 

screening and as aspiration precautions were imple-

mented. While video fluoroscopic swallow evaluation 

is considered the “gold standard” for predicting aspi-

ration, aspiration screening of patients on admission 

can help determine whether a more detailed aspira-

tion assessment and fluoroscopic swallow evaluation 

are indicated and help to identify dysphagia and 

patients at risk for aspiration. (Pa Patient Saf Advis 

2009 Dec;6[4]:115-21.)

Does Your Admission Screening Adequately 

Predict Aspiration Risk?

The Problem 
The National Quality Forum and the Agency for 

Healthcare Research and Quality (AHRQ) identi-

fied the aspiration risk evaluation of each patient 

upon admission and regularly thereafter as a sug-

gested patient care practice.1 Patients who aspirate 

are at greater risk of developing serious respiratory 

complications such as airway obstruction or aspira-

tion pneumonia. Aspiration pneumonia is one of 

the most common forms of hospital-acquired pneu-

monia among adults and occurs in 4 to 8 of every 

1,000 admitted U.S. patients. 2 Patient conditions that 

present a high risk for aspiration include stroke or 

other neurologic impairment that affects swallowing, 

tracheostomy or endotracheal intubation, advanced 

age, changes in the oropharyngeal anatomy due to 

trauma, surgery complications, neoplasm, pneumo-

nia, unexplained weight loss, or even body position. 3

Routine bedside aspiration risk assessments are 

noninvasive, typically evaluate patient symptoms, 

and are designed to be administered quickly. Inva-

sive diagnostic procedures such as the fiberoptic 

endoscopic evaluation of swallowing (FEES) or a 

videofluoroscopic swallow evaluation (VSE) visualize 

the anatomy and physiology of a patient’s swallowing 

and are frequently used when a suspected swallow-

ing disorder has been identified by a routine bedside 

aspiration screening. Many aspiration risk assessment 

tools are already available to assist anesthesia provid-

ers with aspiration prescreening criteria for patients 

receiving anesthesia, but there are few such tools for 

the newly admitted hospital patient. The benefit of 

adopting aspiration risk screening tools will provide 

organizations with the ability to promptly identify 

those patients who are experiencing dysphagia and 

may be at risk for aspiration. This screening may 

also provide healthcare providers with baseline 

information to complete a more detailed aspiration 

assessment to assist in the identification and treat-

ment of patients with aspiration, to prevent aspiration 

events, to provide optimal patient care, and to ensure 

accurate patient information exchange through all 

levels of care. 
Pennsylvania Patient Safety Authority Reports

Of the 133 nonanesthesia aspiration Incidents and 

Serious Events reported to the Pennsylvania Patient 

Safety Authority’s reporting system from June 2004 

through January 2009, 73 (55%) of the events indi-

cated that patients had been assessed for aspiration 

risk before the nonanesthesia aspiration event. 

Fifteen (11%) of the aspiration events required trans-

fers to a higher level of care, and 7 (5%) resulted in 

patient death. 
Events that resulted in transfer to higher levels of care 

include the following:The patient began to cough, followed by vomiting, 

developed worsening respiratory symptoms, and was 

transferred to the ICU [intensive care unit] with 

shortness of breath and aspiration.The patient was found with cyanotic face and lips 

upon entering the room to complete an assessment. 

The rapid response team was called. The patient 

began coughing up whole pieces of chicken. The 

patient was transferred to the ICU. The patient was eating a sandwich and began to 

choke. Heimlich attempts were unsuccessful. The food 

particles [were manually] removed, and the patient 

[was transferred to the ICU] and intubated.
Events that resulted in patient deaths include the 

following:
A patient vomited during the night and [the order 

to administer the patient nothing by mouth] NPO 

[was written]. In the morning [the patient was] 

found unresponsive. Despite aggressive resuscitation 

[efforts], the patient ceased to breathe. Silent aspira-

tion is considered the cause of death. A patient had moderate to severe dysphagia [follow-

ing a] stroke. Family [members] brought in solid food, 

which the patient ate and [immediately began] to 
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Increasing Influenza and Pneumonia 

Vaccin
ation Rates in

 Long-Term Care 

Introduction

Vaccination remains the best approach to protect 

the elderly w
ith chronic health conditions who are 

considered at high risk
 for exposure to influenza,1

invasive pneumococcal disease,2  and complications. 

However,  cu
rrent vaccination rates of elderly in

dividu-

als lag behind the Cen ters fo
r Disease Control and 

Prevention (CDC) Healthy People 2010 goals of 90% 

for institu
tionalized adults w

ith high-risk conditions 

that may contribute to unnecessary outbreaks of insti-

tutional influenza and pneumococcal pneumonia.3

Background

Influenza virus and pneumoccal pneumonia continue 

to be leading causes of vaccine-preventable diseases in 

the United States, with influenza epidemics ca
using 

an average of 36,000 deaths and 200,000 hospi-

talizations per year. Ninety percent of these deaths 

attrib
uted to influenza occur in adults older than 

65 years.
4  The National Center for Health Statistic

s 

(NCHS) 2004 data summary re
ports th

at only 59% to 

 66% of institu
tionalized adults in

 the United States 

are immunized each year against in
fluenza and 42% 

to 49% are immunized for pneumococcal disease.

Morbidity is
 compounded by underlyin

g health prob-

lems,6  and pneumonia and influenza togeth er remain 

one of the six principal causes of death in people age 

65 or older, according to a 2005 NCHS report.

CDC Advisory C
ommittee for Im

munization Prac-

tices (ACIP) report on prevention of pneumococcal 

disease
2  states that the highest ca

se fatality r
ates for 

pneumococcal bacteremia occur among the elderly, 

and Muder reports th
at the mortality a

ssociated with 

bacteremic pneumonia in nursing home residents 

may be as high as 50%.

National Nursing Home Quality M
easures and Metric

s’ 

state performance ratings reveal that the immunization 

rates of Pennsylvania long-stay 
residents—the number 

of residents who were assessed and given influenza 

vaccination in the 2007 season—were 3.1% lower 

than the nationwide average of 85.9%. Pneumococ-

cal polysaccharide vaccine (PPV) administration rates 

also fell 3.2% below the national average of 83.6%. In 

a national comparison, Pennsylvania nursing homes 

ranked 38th for residents given influenza vaccination 

and 26th for residents administered PPV.

Treating influenza and pneumonia, rather than striv
-

ing to prevent the infections through vaccination, can 

have variable outcomes and contribute to morbidity, 

mortality, 
and the growing concern of antimicrobial 

resista
nce due to inappropriate antibiotic u

se. 

In October 2005, the Centers fo
r Medicare & Medic-

aid Services (CMS) introduced two major updates to 

make immunization an organizational priority. 
CMS 

requires long-term care (LTC) faciliti
es to ensure that 

Risk Reduction Strategic Planning

ABSTRACT

Influenza and pneumonia remain significant causes 

of mortality fr
om vaccine-preventable diseases, with 

90% of these deaths occurring in adults age 65 or 

older, including those residing in long-term care (LTC
) 

facilitie
s. Im

proving the delivery of currently available 

vaccines decreases the exacerbation of underlying 

disease and should be a priority to
 prevent hospital-

izations and deaths in this population. The Advisory 

Committee for Immunization Practice
s provides annual 

age-defined recommendations for adult immuniza-

tion for influenza and pneumococcal pneumonia, yet 

a recent National Center for Health Statistic
s report 

shows that, on average, only 42% to 66% of LTC
 

residents received these vaccinations. Healthcare 

workers se
lf-report a low 45% acceptance of influenza 

immunizations, and unvaccinated healthcare workers 

risk spreading influenza to the vulnerable institution-

alized elderly. B
arriers to

 success ca
n be overcome 

by the application of sys
tems interventions, su

ch as 

standing orders, a
pproved since 2003 by the Penn-

sylva
nia Department of Health and the Centers fo

r 

Medicare & Medicaid Service
s, as well as provider 

reminders and a standardized process and outcome 

measure protocol. This article
 explores risk

 reduction 

methods to enable LTC
 facilitie

s to assess cu
rrent pro-

gram strengths and weaknesses, to increase vaccine 

availability a
nd acceptance, to overcome decisio

nal 

conflict, 
and to select new stra

tegies to improve the 

effective
ness of vaccination programs. (Pa Patient 

Saf Advis 2
009 Dec;6[4]:132-7.)
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CDC Advisory C
ommittee for Im
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tices (ACIP) report on prevention of pneumococcal 

 states that the highest ca
se fatality r

ates for 

pneumococcal bacteremia occur among the elderly, 

and Muder reports th
at the mortality a

ssociated with 

bacteremic pneumonia in nursing home residents 

may be as high as 50%.8

National Nursing Home Quality M
easures and Metric

s’ 

state performance ratings reveal that the immunization 

rates of Pennsylvania long-stay 
residents—the number 

of residents who were assessed and given influenza 

vaccination in the 2007 season—were 3.1% lower 

than the nationwide average of 85.9%. Pneumococ-

cal polysaccharide vaccine (PPV) administration rates 

also fell 3.2% below the national average of 83.6%. In 

a national comparison, Pennsylvania nursing homes 

ranked 38th for residents given influenza vaccination 

and 26th for residents administered PPV.

Treating influenza and pneumonia, rather than striv
-

ing to prevent the infections through vaccination, can 

have variable outcomes and contribute to morbidity, 

mortality, 
and the growing concern of antimicrobial 

resista
nce due to inappropriate antibiotic u

se. 

In October 2005, the Centers fo
r Medicare & Medic-

aid Services (CMS) introduced two major updates to 

make immunization an organizational priority. 
CMS 

requires long-term care (LTC) faciliti
es to ensure that 

residents are immunized annually against in
fluenza 

and are offered at least one dose of PPV when there is 

no history of immunization. Faciliti
es are required to 

educate residents or their legal representatives about 

the benefits a
nd risk

s of vaccination, and faciliti
es 

must provide residents with influenza vaccine and 

PPV unless m
edically co

ntraindicated or refused. 

The LTC state operations manual guidance for survey-

ors1
2  outlines requirements fo

r annual influenza and 

lifetime pneumococcal immunizations. Section W, 

added to the minimum data set

cally in
quires about the influenza vaccine and PPV 

status of each resident.

Risk Reduction Strategic Planning

Despite the 2005 CMS requirement to offer these 

vaccines to all LTC residents, annual immunization 

programs often fall short of providing comprehensive 

policies and procedures to ensure that recommended 

vaccines are delivered to all eligible residents and 

employees.1
0
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ABSTRACT

Neuromuscular blocking agents (NMBAs) are com-

monly used to paralyze skeletal muscles during 

surgery conducted under general anesthesia and for 

patients requiring intubation for airway management. 

These medications are used in emergency depart-

ments, intensive care units, interventional radiology 

areas, and even medical and surgical units. NMBAs 

render patients unable to move or breathe and are 

considered high-alert drugs because misuse can 

lead to catastrophic injuries or death, especially 

when administered to patients who are not properly 

ventilated. Between June 2004 and March 2009, 

Pennsylvania healthcare facilities submitted 154 event 

reports that mentioned medication errors involving the 

use of NMBAs. Analysis reveals that the most com-

mon medication error event types associated with this 

class of medications were wrong-drug errors (37%) 

followed by wrong-dose/overdosage errors (16.2%). 

Further analysis showed that 47.4% of the intended 

medications were not NMBAs, including cases in 

which the patient was harmed. Strategies to address 

these problems include limiting access to NMBAs, seg-

regating NMBAs from other medications, sequestering 

and affixing warning labels to vials of NMBAs stocked 

in the pharmacy, and requiring independent double 

checks before dispensing and administering NMBAs. 

(Pa Patient Saf Advis 2009 Dec;6[4]:109-14.)

Neuromuscular Blocking Agents: Reducing 

Associated Wrong-Drug Errors

Neuromuscular blocking agents (NMBAs) are com-

monly used to relax skeletal muscles during surgery 

conducted under general anesthesia. These agents are 

also used in emergency departments (EDs), intensive 

care units (ICUs), interventional radiology areas, and 

even medical and surgical units for patients requiring 

intubation for airway management. 1

NMBAs produce their effect at the neuromuscular 

junction by interacting with acetylcholine either by 

depolarizing the motor end plate or by competing 

with acetylcholine for binding sites on the motor 

end plate. This interaction prevents motor transmis-

sion, which then prevents patient movement. After a 

patient is administered a dose of NMBA, progressive 

paralysis develops, initially affecting the smaller mus-

cle groups (e.g., face, hands). Paralysis then progresses 

to the medium to large muscles (e.g., mouth, extremi-

ties, torso) until all the muscle groups are paralyzed 

and respiration ceases. It is crucial for healthcare 

practitioners to remember that NMBAs do not affect

a patient’s level of consciousness, pain, or anxiety. 

These medications simply render the patient unable 

to move or breathe.2 NMBAs are considered high-

alert drugs because misuse can lead to catastrophic 

injuries or death, especially when they are erroneously 

given to patients who are not properly ventilated. 

Therefore, this class of medications should only be 

administered by staff with experience in maintain-

ing an adequate airway and respiratory support in 

facilities where intubation can readily be performed, 

oxygen can be administered, and respiratory support 

can be provided.

Due to the potentially devastating effects from the 

misadministration of NMBAs, clinical analysts 

reviewed medication error reports submitted to the 

Pennsylvania Patient Safety Authority in which an 

NMBA was listed as the medication prescribed or 

medication administered, as well as medication error 

reports in which an NMBA was mentioned in the 

description of the event.

A Look at the Numbers

Pennsylvania healthcare facilities submitted 154 event 

reports through the Authority’s reporting system from 

June 2004 to June 8, 2009, that mentioned medica-

tion errors involving the use of NMBAs. Further 

breakdown by harm score, which is adapted from the 

National Coordinating Council for Medication Error 

Reporting and Prevention harm index,3 shows that 

77.9% (n = 120) of the events reached the patient 

(harm index = C to I) and 9.1% (n = 14) of the events 

were indicated by the facility as resulting in harm to 

the patient (see Table 1), which is nearly 13 times 

greater when compared to all medication errors 

reported to the Authority (0.7%) in that time period. 

A review of medication errors submitted to the U.S. 

Pharmacopeia MedMarx® program in 2006 shows 

that 51% (n = 332) of errors reached the patient (cat-

egories C to I), and 9.4% (n = 61) resulted in some 

level of patient harm (categories E to I).

Analysis of the reported ages of the patient involved in 

medication errors with NMBAs reveals that more than 

17% (n = 27) of the reports involved pediatric patients 

(see Table 2). The care areas most often cited in these 

reports include the ED (13.6%, n = 21) and the oper-

ating room (OR) (12.3%, n = 19). (See Table 3.)

The predominant medication error event types 

associated with this class of medications (see Table 

4) were wrong-drug errors (37%, n = 57) followed 

by wrong-dose/overdosage errors (16.2%, n = 25). A 

2006 MedMarx study that looked at 599 MEDMARX 

records involving NMBAs in which at least 1 type of 

error was identified, with a total of 648 types of errors 

selected (more than 1 type of error was involved in 

some cases), showed that “improper dose/quantity” 

(28.2%) followed by “unauthorized/wrong drug” 

(27.7%) were the most common types of errors involv-

ing the use of NMBAs.1 Vol. 6, No. 4—December 2009

The National Quality Forum and the Agency for 
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reports of nonanesthesia aspiration indicated patients 
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nonanesthesia aspiration reports describe instances 

in which barriers were identified during aspiration risk 

screening and as aspiration precautions were imple-

mented. While video fluoroscopic swallow evaluation 

is considered the “gold standard” for predicting aspi-

ration, aspiration screening of patients on admission 

can help determine whether a more detailed aspira-

tion assessment and fluoroscopic swallow evaluation 

are indicated and help to identify dysphagia and 

patients at risk for aspiration. (Pa Patient Saf Advis 

2009 Dec;6[4]:115-21.)
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The National Quality Forum and the Agency for 

Healthcare Research and Quality (AHRQ) identi-

fied the aspiration risk evaluation of each patient 

upon admission and regularly thereafter as a sug-

gested patient care practice.
are at greater risk of developing serious respiratory 

complications such as airway obstruction or aspira-

tion pneumonia. Aspiration pneumonia is one of 

the most common forms of hospital-acquired pneu-

monia among adults and occurs in 4 to 8 of every 

1,000 admitted U.S. patients. 
present a high risk for aspiration include stroke or 

other neurologic impairment that affects swallowing, 

tracheostomy or endotracheal intubation, advanced 

age, changes in the oropharyngeal anatomy due to 

trauma, surgery complications, neoplasm, pneumo-

nia, unexplained weight loss, or even body position. 

Routine bedside aspiration risk assessments are 

noninvasive, typically evaluate patient symptoms, 

and are designed to be administered quickly. Inva-

sive diagnostic procedures such as the fiberoptic 

endoscopic evaluation of swallowing (FEES) or a 

videofluoroscopic swallow evaluation (VSE) visualize 

the anatomy and physiology of a patient’s swallowing 

and are frequently used when a suspected swallow-

ing disorder has been identified by a routine bedside 

aspiration screening. Many aspiration risk assessment 
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oxygen can be administered, and respiratory support 
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medication administered, as well as medication error 

reports in which an NMBA was mentioned in the 
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 medication errors 

reported to the Authority (0.7%) in that time period. 
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Pharmacopeia MedMarx® program in 2006 shows 

that 51% (n = 332) of errors reached the patient (cat-

egories C to I), and 9.4% (n = 61) resulted in some 

level of patient harm (categories E to I).1

Analysis of the reported ages of the patient involved in 

medication errors with NMBAs reveals that more than 

17% (n = 27) of the reports involved pediatric patients 

(see Table 2). The care areas most often cited in these 

reports include the ED (13.6%, n = 21) and the oper-

ating room (OR) (12.3%, n = 19). (See Table 3.)

The predominant medication error event types 

associated with this class of medications (see Table 

4) were wrong-drug errors (37%, n = 57) followed 

by wrong-dose/overdosage errors (16.2%, n = 25). A 

2006 MedMarx study that looked at 599 MEDMARX 

records involving NMBAs in which at least 1 type of 

error was identified, with a total of 648 types of errors 

selected (more than 1 type of error was involved in 

some cases), showed that “improper dose/quantity” 

(28.2%) followed by “unauthorized/wrong drug” 

(27.7%) were the most common types of errors involv-

IN THIS ISSUE

PENNSYLVANIA
PATIENT 
SAFETY 
ADVISORY

   Produced by ECRI Institute 

and ISMP under contract 

to the Pennsylvania 

Patient Safety Authority

Vol. 6, No. 4 

   December 2009

Reviews & Analyses

109 Neuromuscular Blocking Agents: 
Reducing Associated Wrong-Drug Errors
Neuromuscular blocking agents render patients unable 
to move or breathe and are considered high-alert drugs 
because misuse can lead to catastrophic injuries or death. 

115 Does Your Admission Screening 
Adequately Predict Aspiration Risk?
Aspiration screening of patients on admission can help 
determine whether a more detailed aspiration assessment 
and fluoroscopic swallow evaluation are indicated and help 
to identify patients at risk for aspiration. 

122 Using Administrative Data from Pennsylvania 
Hospitals to Monitor Patient Safety
Analysis of Patient Safety Indicators, which are based on 
hospital discharge data, reveals one view of the safety of 
Pennsylvania hospitals.

From the Field

126 Implementing a Safe Patient Handling and 
Movement Program in a Rehabilitation Setting
Sharon Saracino, RN, CRRN; Susan Schwartz, BSN, CRRN; 
Erin Pilch, RN, CRRN
Staff from a Pennsylvania rehabilitation facility recount the 
barriers and benefits of an initiative to reduce injuries to 
patients and staff during patient lifts and transfers.

Focus on Infection Control

132 Increasing Influenza and Pneumonia Vaccination 
Rates in Long-Term Care

Other Features

138 Disclosure: Understanding the Barriers to 
Communicating Unanticipated Outcomes
Richard M. Kundravi, BS

140 Do Community Wristbands Present a Patient 
Safety Risk?

144 Corneal Abrasion Injuries

Update

141 Quarterly Update on the Preventing Wrong-Site 
Surgery Project: Improving, But Still Room for 
Perfection

?SA

An Independent Agency of the Commonwealth of Pennsylvania

?SA

MS10048.crw2.indd   1 2/9/2010   10:42:40 AM




