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2009 Joint Commission National 2009 Joint Commission National 
Patient Safety Goals (NPSG)

Focus on Anticoagulation & 
Medication ReconciliationMedication Reconciliation

2009 Anticoagulation NPSG

3E: Reduce likelihood of patient harm from 3E: Reduce likelihood of patient harm from 
associated with anticoagulant therapy

April 1, 2008 – Assign responsibility
July 1, 2008 – Implementation work 
plan
October 1, 2008 – Pilot on one unitOctober 1, 2008 Pilot on one unit
January 1, 2009 – Full 
implementation
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Anticoagulation - Applicability

This requirement applies only to organizations This requirement applies only to organizations 
that provide anticoagulation therapy and/or 
long-term anticoagulation prophylaxis: 

Clinical expectation is that the patient’s 
laboratory values for coagulation will remain 
outside normal values (IV UFH, therapeutic 
LMWH, warfarin)
Does not apply to short-term prophylactic 
anticoagulation if used for venous 
thromboembolism prevention
Applies to outpatient pharmacy

Anticoagulation NPSG:
Elements of Performance (1-9) 

1 Implements a defined anticoagulation 1. Implements a defined anticoagulation 
management program to individualize care to 
each patient.

2. To reduce compounding and labeling errors, 
the hospital uses only oral unit dose products, 
pre filled syringes  or pre mixed infusion bags pre-filled syringes, or pre-mixed infusion bags 
when these types of products are available.

Note: For pediatric patients, pre-loaded syringe 
products should only be used if specifically 
designed for children.
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Anticoagulation NPSG:
Elements of Performance (1-9) 

3. Uses approved protocols for initiation and 
maintenance of anticoagulation therapy 
appropriate to the medication used, to the 
condition being treated, and to the potential 
for medication interactions.
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Shands UF INR Requirements
4. Baseline INR required for all patients started 

on warfarin and for all patients receiving on warfarin and for all patients receiving 
warfarin, a current INR is available and is 
used to monitor and adjust therapy.
If an INR is not ordered as indicated above, a pharmacist 
will order an INR per P&T Committee authorization and 
hold the dose of warfarin until the results are available.  If 
the baseline INR is greater than 4, a pharmacist will 
continue to hold the dose per P&T Committee 
authorization and contact the provider for further 
instructions.instructions.
The frequency of INR monitoring must be at least every 5 
days for patients on daily warfarin therapy.  If an INR is not 
ordered at least every 5 days, a pharmacist will order an 
INR per P&T Committee authorization.

Anticoagulation NPSG:
Elements of Performance (1-9) 

5. Dietary is notified of all patients on warfarin 5. Dietary is notified of all patients on warfarin 
and responds according to its established 
drug-food interaction program.

6. Continuous IV heparin is administered only via 
a programmable infusion pump.

7. Has a written policy regarding baseline and 
ongoing lab tests required for heparin and 
LMWH.
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Anticoagulation NPSG:
Elements of Performance (1-9) 

8. Provides education on anticoagulation 8. Provides education on anticoagulation 
therapy to prescribers, staff, patients & family.

Patient/family education includes 
importance of follow-up monitoring, 
compliance issues, dietary restrictions, and 
potential for ADRs and side effects.

9 The hospital evaluates its anticoagulation 9. The hospital evaluates its anticoagulation 
safety practices, takes appropriate action to 
improve its practices, and measures the 
effectiveness of those actions on a regular 
basis.
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Anticoagulation NPSG – Ideas 
for Evaluation and Follow-up
Process

Compliance with warfarin discharge counseling.
Compliance and effectiveness of pharmacist warfarinp p
interventions for lack of INR, supratherapeutic INR, and INR 
monitored at least every 5 days.
Compliance with use of weight-based heparin pre-printed 
order sets (MD and RN).
Appropriateness of therapeutic LMWH dosing in patients with 
renal insufficiency.
Appropriateness of platelet count monitoring in patients 
receiving therapeutic LMWH dosing.

O tOutcomes
Decreased length of stay for inpatients initiated on warfarin.
Proportion of patient days with INR>5
Percent of patients reaching therapeutic heparin levels in 
first 24 hours of therapy.
Reduced incidence and complications of heparin-induced 
thrombocytopenia.

LMWH Report Feb 2009

Charge Pcu Item Description Strength Form Dose Strength Qty Therapy Startdate
Therapy  
Stopdate

94IM ENOXAPARIN 100 MG/ML INJ 70 MG/0.7 ML 0.00 2/14/2009 2/14/2009

44PC ENOXAPARIN 100 MG/ML INJ 10 MG/0.1 ML 0.00 2/3/2009 2/4/2009

10PI ENOXAPARIN 100 MG/ML INJ 25 MG/0.25 ML 1.00 1/30/2009 2/3/2009

42MT ENOXAPARIN 100 MG/ML INJ 120 MG/1.2 ML 8.40 2/11/2009 2/13/2009

ENOXAPARIN 100 MG/ML INJ 120 MG/1.2 ML 2.40 2/11/2009 2/13/2009

45PC ENOXAPARIN 100 MG/ML INJ 14 MG/0.14 ML 0.56 2/20/2009 2/26/2009

74MS ENOXAPARIN 100 MG/ML INJ 50 MG/0.5 ML 0.50 2/6/2009 2/6/2009

ENOXAPARIN 100 MG/ML INJ 50 MG/0.5 ML 0.50 2/6/2009 2/6/2009

74MS ENOXAPARIN 100 MG/ML INJ 50 MG/0.5 ML 4.50 2/6/2009 2/9/2009

94IM ENOXAPARIN 100 MG/ML INJ 96 MG/0.96 ML 0.96 2/18/2009 2/18/2009
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Rule Log Query in HMM for Warfarin with INR > 4 - February 2009

Rulename Source Description
Action 

Description Transaction Date Time Transaction Description

WARFARIN INCOMING INR >4 PATIENT LAB Add 02/08/2009 06:46:05 INR | 2009-02-08 05:20:00

WARFARIN INCOMING INR >4 PATIENT LAB Add 02/11/2009 06:29:15 INR | 2009-02-11 06:00:00

WARFARIN INCOMING INR >4 PATIENT LAB Add 02/05/2009 07:24:30 INR | 2009-02-05 06:05:00

WARFARIN INCOMING INR >4 PATIENT LAB Add 02/20/2009 07:27:35 INR | 2009-02-20 06:35:00

WARFARIN INCOMING INR >4 PATIENT LAB Add 02/16/2009 05:49:22 INR | 2009-02-16 04:50:00

WARFARIN INCOMING INR >4 PATIENT LAB Add 02/17/2009 05:01:19 INR | 2009-02-17 04:00:00

WARFARIN INCOMING INR >4 PATIENT LAB Add 02/23/2009 04:50:58 INR | 2009-02-23 03:17:00

WARFARIN INCOMING INR >4 PATIENT LAB Add 02/07/2009 04:31:01 INR | 2009-02-07 03:35:00

WARFARIN INCOMING INR >4 PATIENT LAB Add 02/13/2009 06:22:17 INR | 2009-02-13 04:50:00

WARFARIN INCOMING INR >4 PATIENT LAB Add 02/17/2009 03:58:43 INR | 2009-02-17 03:10:00

WARFARIN INCOMING INR >4 PATIENT LAB Add 02/19/2009 05:13:42 INR | 2009-02-19 04:00:00

WARFARIN INCOMING INR >4 PATIENT LAB Add 02/23/2009 05:37:27 INR | 2009-02-23 05:00:00

WARFARIN INCOMING INR >4 PATIENT LAB Add 02/23/2009 08:39:41 INR | 2009-02-23 08:00:00

WARFARIN INCOMING INR >4 PATIENT LAB Add 02/24/2009 06:02:34 INR | 2009-02-24 04:35:00

WARFARIN INCOMING INR >4 PATIENT LAB Add 02/25/2009 05:01:25 INR | 2009-02-25 04:15:00

WARFARIN INCOMING INR >4 PATIENT LAB Add 02/26/2009 04:36:21 INR | 2009-02-26 03:42:00

WARFARIN INCOMING INR >4 PATIENT LAB Add 02/27/2009 04:41:48 INR | 2009-02-27 03:50:00

WARFARIN INCOMING INR >4 PATIENT LAB Add 02/04/2009 06:46:03 INR | 2009-02-04 05:49:00

WARFARIN INCOMING INR >4 PATIENT LAB Add 02/06/2009 07:39:30 INR | 2009-02-06 06:10:00

Rule Log Query in HMM for Warfarin with INR > 4 and Warfarin INR Lab > 5 Days Old - February 2009

Rulename Source Description
Action 

Description Transaction Date Time Transaction Description

WARFARIN INR LAB >5 DAYS OLD MED Add 02/26/2009 16:35:58 WARFARIN 5 MG TAB  5 MG Q1800

WARFARIN INR LAB >5 DAYS OLD MED Add 02/03/2009 10:08:59 WARFARIN 2 MG TAB  4 MG Q1800

WARFARIN INR LAB >5 DAYS OLD MED Add 02/04/2009 09:42:51 WARFARIN 7.5 MG TAB  7.5 MG Q1800

WARFARIN INR LAB >5 DAYS OLD MED Add 02/06/2009 11:06:10 WARFARIN 5 MG TAB  5 MG Q1800

WARFARIN INR LAB >5 DAYS OLD MED Add 02/16/2009 06:42:40 WARFARIN 10 MG TAB  10 MG Q1800

WARFARIN INR LAB >5 DAYS OLD MED Add 02/11/2009 07:33:09 WARFARIN 5 MG TAB  5 MG Q1800

WARFARIN INR LAB >5 DAYS OLD MED Add 02/21/2009 06:34:45 WARFARIN 5 MG TAB  5 MG Q1800

WARFARIN INR LAB >5 DAYS OLD MED Add 02/15/2009 12:44:44 WARFARIN 2.5 MG TAB  2.5 MG X1

WARFARIN INR LAB >5 DAYS OLD MED Add 02/16/2009 19:23:01 WARFARIN 2.5 MG TAB  2.5 MG X1

WARFARIN INR LAB >5 DAYS OLD MED Add 02/17/2009 16:26:03 WARFARIN 0.5 MG TAB  0.5 MG X1

WARFARIN INR LAB >5 DAYS OLD MED Add 02/20/2009 16:35:43 WARFARIN 1 MG TAB  1 MG Q1800

WARFARIN INR LAB >5 DAYS OLD MED Add 02/21/2009 14:51:03 WARFARIN 1 MG TAB  1 MG X1

WARFARIN INR LAB >5 DAYS OLD MED Add 02/22/2009 15:10:30 WARFARIN 1 MG TAB  1 MG X1

WARFARIN INR LAB >5 DAYS OLD MED Add 02/23/2009 14:11:40 WARFARIN 1 MG TAB  1 MG Q1800
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VTE Prophylaxis Admission Sheet Compliance - February 2009 Benchmark
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Form completion (< 48 hours) Risk Assessed Therapy Selected Risk/Therapy Match (exclude 
those missing risk or therapy)

Total % Correct

The daily discharge summaries during a one week time span were used to find patients initially admitted to 11MI and 74MS and a 10 day time span were used for patients initially admitted 
to 25SI and 82IM or SI.  To be included, the patients must have been admitted during the month audited and have a LOS > 48 hours.  Those not meeting this criteria were omitted from the 
benchmark.  "Risk Assessed", "Therapy Selected", and "'No VTE Prophylaxis'" are percentages of only those that completed the form and within 48 hours.  "Risk/Therapy Match" only 
includes forms completed (within 48 hours) and that have both risk assessed and therapy selected.  "Form Completion (<48 hours)" and "Total % Correct" are percentages of the entire 
sample (n=66).

Medication Reconciliation

NPSG 08 01 01 - A process exists for comparing NPSG.08.01.01 - A process exists for comparing 
the patient’s current medications with those 
ordered for the patient while under the care of 
the organization.
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Medication Reconciliation

NPSG 08 01 01 NPSG.08.01.01 
EP 1: At the time the patient enters the hospital or is 
admitted, a complete list of the medications the 
patient is taking at home (including dose, route, 
and frequency) is created and documented.  The 
patient, and family as needed, are involved in 
creating this list.
EP 2: The medications ordered for the patient while EP 2: The medications ordered for the patient while 
under the care of the hospital are compared to 
those on the list created at the time of entry to the 
hospital or admission.

Medication Reconciliation

NPSG 08 01 01 NPSG.08.01.01 
EP 3: Any discrepancies (that is, omissions, 
duplications, adjustments, deletions, additions) are 
reconciled and documented while the patient is 
under the care of the hospital.
EP 4: When the patient’s care is transferred within the 
hospital (for example, from the ICU to the floor), the 
current provider(s) inform the receiving provider(s) 
about the up-to-date reconciled medication list and 
document the communication. (See also 
NPSG.02.05.01, EP 2) Note: Updating the status of a 
patient’s medications is also an important 
component of all patient care hand-offs.
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Medication Reconciliation

NPSG 08 02 01 – When a patient is transferred to NPSG.08.02.01 – When a patient is transferred to 
or transferred from one organization to another, 
the complete and reconciled list of medications 
is communicated to the next provider of service 
and the communication is documented.

Medication Reconciliation

NPSG 08 02 01 NPSG.08.02.01 
EP 1: The patient’s most current reconciled 
medication list is communicated to the next 
provider of service, either within or outside the 
hospital. The communication between providers is 
documented.
EP 2: At the time of transfer, the transferring hospital 
informs the next provider of service how to obtain informs the next provider of service how to obtain 
clarification on the list of reconciled medications.
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Medication Reconciliation

NPSG 08 03 01 – When a patient leaves the NPSG.08.03.01 – When a patient leaves the 
organization’s care, a complete and reconciled 
list of the patient’s medications is provided 
directly to the patient, and the patient’s family 
as needed, and the list is explained to the 
patient and/or family.

Medication Reconciliation

NPSG 08 03 01 NPSG.08.03.01 
EP 1: When the patient leaves the hospital’s care, 
the current list of reconciled medications is 
provided and explained to the patient, and their 
family as needed. This interaction is documented. 
Note: Patients and families are reminded to 
discard old lists and to update any records with all 
medication providers or retail pharmacies.medication providers or retail pharmacies.
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Medication Reconciliation

NPSG08 04 01 – In settings where medications NPSG08.04.01 – In settings where medications 
are used minimally, or prescribed for a short 
duration, modified medication reconciliation 
processes are performed.

ED, Urgent Care, Office-based Surgery, Outpatient 
Radiology, etc.

Medication Reconciliation

NPSG08.04.01
EP 1:  The hospital obtains and documents an 
accurate list of the patient’s current medications and 
known allergies in order to safely prescribe any 
setting-specific medications (for example, 
intravenous contrast media, local anesthesia, 
antibiotics) and to assess the potential allergic or 
adverse drug reactions.
EP 2:  When only short-term medications (for example, 
a pre-procedure medication or a short-term course 

f i i i ) i iof an antibiotic) will be prescribed and no changes 
are made to the patient’s current medication list, the 
patient, and their family as needed, is provided with 
a list containing the short-term medication additions 
that the patient will continue after leaving the 
hospital.
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Medication Reconciliation

NPSG08 04 01NPSG08.04.01
EP 3:  In these settings, a complete, documented 
medication reconciliation process is used when: 
Any new long-term (chronic) medications are 
prescribed.
EP 4:  In these settings, a complete, documented 
medication reconciliation process is used when: 
There is a prescription change for any of the There is a prescription change for any of the 
patient’s current, known long-term medications.

Medication Reconciliation

NPSG08 04 01NPSG08.04.01
EP 5:  In these settings, a complete, documented 
medication reconciliation process is used when: 
The patient is required to be subsequently 
admitted to an organization from these settings for 
ongoing care.
EP 6:  When a complete, documented, 
medication reconciliation is required in any of 
these settings  the complete list of reconciled these settings, the complete list of reconciled 
medications is provided to the patient, and their 
family as needed, and to the patient’s known 
primary care provider or original referring provider 
or a known next provider of service.


