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In July 2002, the Joint Commission's Board of Commissioners approved the Joint Commission 2003 National Patient Safety Goals. JCAHO established these goals to help accredited organizations address specific areas of concern in regards to patient safety. Each goal includes no more than two succinct, evidence- or expert-based recommendations. To ensure a greater focus on priority safe practices, no more than six goals are established for any given year. In succeeding years, certain goals are likely to be continued, while others will be replaced because of emerging new priorities.

 

2003 National Patient Safety Goals

 

1. Improve the accuracy of patient identification. 

a. Use at least two patient identifiers (neither to be the patient's room number) whenever taking blood samples or administering medications or blood products. 

b. Prior to the start of any surgical or invasive procedure, conduct a final verification process, such as a "time out," to confirm the correct patient, procedure and site, using active—not passive—communication techniques.
 

2. Improve the effectiveness of communication among caregivers.
a. Implement a process for taking verbal or telephone orders that requires a verification "read-back" of the complete order by the person receiving the order. 

b. Standardize the abbreviations, acronyms and symbols used throughout the organization, including a list of abbreviations, acronyms and symbols not to use.
 

3. Improve the safety of using high-alert medications.
a. Remove concentrated electrolytes (including, but not limited to, potassium chloride, potassium phosphate, sodium chloride >0.9%) from patient care units. 

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

4. Eliminate wrong-site, wrong-patient, wrong-procedure surgery.
a. Create and use a preoperative verification process, such as a checklist, to confirm that appropriate documents (e.g., medical records, imaging studies) are available. 

b. Implement a process to mark the surgical site, and involve the patient in the marking process.
 

5. Improve the safety of using infusion pumps.
a. Ensure free-flow protection on all general-use and PCA (patient controlled analgesia) intravenous infusion pumps used in the organization.
 

6. Improve the effectiveness of clinical alarm systems. 
a. Implement regular preventive maintenance and testing of alarm systems. 

b. Assure that alarms are activated with appropriate settings and are sufficiently audible with respect to distances and competing noise within the unit.
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Questions about the applicability of the National Patient Safety Goals (NPSGs)

 and Associated Recommendations:

 Will these goals apply to organizations other than acute care hospitals? I see that some of the six goals could be implemented in our setting, however some could not?

The National Patient Safety Goals apply to all accredited organizations and to those seeking accreditation. Each recommendation should be considered with respect to its relevance to the services the organization provides. For example, if the organization doesn't do any surgical or other invasive procedures, the recommendations relating to wrong-site surgery would not be relevant.

 If some of the recommendations are not relevant to the services we provide, will we then need to submit alternate efforts to make a list of 11?

No. If only eight of the recommendations are relevant to the services you provide, then you only need to attend to those eight. Certainly, if you want to do more, we would encourage that, but we won't require it or survey it.

Questions about implementing the Recommendations:

 Do we have to be compliant with all six patient safety goals and their associated recommendations or do we have the option of picking two patient safety goals to work with in the ensuing year?

The requirement is for organizations to implement all of the recommendations associated with the six Patient Safety Goals (there are eleven recommendations for 2003). The only exception would be if a recommendation is not relevant to the services provided by the organization. 

 On January 1, 2003 are health care organizations expected to have all six of the goals implemented or are we allowed to stage the six goals over the course of the calendar year?

The expectation is that as of January 1, 2003, each accredited organization will have implemented all of the recommendations (there are 11 of them) associated with the six National Patient Safety Goals that are relevant to the services the organization provides. 

What if we want to address a particular Goal using a different approach than what is recommended by the Joint Commission? 

An organization may substitute an approach that is different from a published recommendation if that alternative approach is submitted to the Joint Commission and is accepted by the Joint Commission based on review and advice from the Sentinel Event Alert Advisory Group. Details of the process and the form for submitting a request for review of an alternative approach are available on the JCAHO web site.

 What measurement requirements are associated with the NPSGs?

In general, there are no requirements for measurement/data collection relating to the NPSGs; the requirement is only to be in compliance with the goals and their specific recommendations. For some of these, a surveyor might ask how you know that you are in compliance on an ongoing basis throughout the organization. This might involve some sort of surveillance or monitoring, but we don't specify that. Keep in mind that if compliance with a particular goal requires a significant new design or redesign, then standard PI.2, including its measurement requirements would be applicable.

Questions about how the Goals and Recommendations will be surveyed:

 In what type of surveys will compliance with the National Patient Safety Goals be evaluated?

Beginning January 1, 2003 we will survey them in all regularly scheduled and unannounced surveys.

What will surveyors be looking for? Do we need to be able to show an action plan with an evaluation of the Goal, steps to achieve, completion date, post-implementation monitoring, plan for holding the gain?

Surveyors will look for evidence of consistent implementation of the recommendations, but you don't need to do any special documentation for the Joint Commission that you wouldn't be doing for yourselves in implementing these recommendations. The surveyors will look at whatever documentation you have that is relevant and will interview the organization's leaders and direct caregivers to determine whether the recommendations have been implemented and how consistently they are being done. It's the actual performance we are interested in, not the paperwork. The topic of post-implementation monitoring may come up in conversations with organization leaders who may be asked, "How do you know if this is being consistently done on a day-to-day basis?" (See Q&A on "measurement requirements" in preceding section.) 

Is it sufficient to have these Goals in place when we are surveyed or will surveyors be looking for a "track record" of compliance?

As of January 1, 2003, all accredited organizations must be in compliance with all applicable Goals and associated recommendations. Regardless of when a survey is conducted during the year, scoring will be based on an expectation of continued compliance since the beginning of the year. A significantly shortened track record will result in a Special type I recommendation.

Questions about the Scoring, Follow-up, and Disclosure of Non-compliance with the National Patient Safety Goals:

Will these Goals and recommendations be scored against the standards? Which ones?

It is important to recognize that the NPSGs and associated recommendations are not standards. However, they are requirements of the accreditation process as described in a new "Accreditation Participation Requirement" and will be scored at a corresponding "Special Type I" grid element.

Will there be a type I recommendation for each Goal or associated recommendation that is not in compliance?

No. If all relevant Goals and recommendations, or an accepted alternative approach, are in compliance, then the "Special Type I" grid element will be scored "1" on the accreditation decision grid. If one or more of the NPSG recommendations is not in compliance, or an accepted alternative is not in place, then the "Special Type I" grid element will be scored "5."

 How do we clear the Special type I recommendation?

Assignment of a Special type I recommendation for noncompliance with one or more NPSG recommendations will carry a follow-up requirement for a written progress report (WPR) to be submitted by the organization to the Joint Commission within one month following receipt of the accreditation decision report. This "one-month WPR" must provide evidence of actions taken by the organization to come into compliance with all NPSG recommendations found not in compliance at the time of survey, and the plans—including appropriate measures—for ensuring sustained compliance.

What if compliance is not demonstrated within one month?

Failure to submit a required WPR or failure of the WPR to demonstrate full compliance will result in a "second generation" WPR due in one month. Failure of this second generation WPR will result in a decision of Conditional Accreditation.

What information about organizations' compliance with the NPSGs will the Joint Commission make available to the public, and when?

Compliance with the National Patient Safety Goals will be included on the organization-specific performance reports, but probably not before 2004. Aggregate data on compliance will be on the website as soon as we have conducted sufficient surveys to identify patterns in the data, probably not before mid-year 2003.

Questions about the other recommendations published in Sentinel Event Alert:

Some time ago the Joint Commission suspended making type I recommendations to organizations not complying with Sentinel Event Alerts.  Are there plans to reinstate the scoring of the Sentinel Event Alert recommendations when an organization does not implement the recommendations?  

No. The only "Sentinel Event Alert recommendations" that will be scored are those associated with the National Patient Safety Goals. All other SEA recommendations will be published and available for consultation by surveyors and consideration by the HCOs, but they will not be scored (unless they are also requirements of the standards).

Will organizations still need to document that they are reviewing each issue of Sentinel Event Alert and implementing the recommendations? 

No. We expect organizations to review the Alerts and implement the recommendations that are relevant to the services they provide, but we will not be surveying and scoring their responses to the Alerts in general, only to those recommendations that are associated with the National Patient Safety Goals.

 I understand that the Sentinel Event Alert Advisory Group identified a pool of recommendations that were valid and should be considered by health care organizations for implementation, even if they were not among the recommendations associated with the National Patient Safety Goals. What about all the other recommendations published in Sentinel Event Alert that were not selected for this "pool?"

To be selected for the "pool," a recommendation had to meet all of the Advisory Group's selection criteria, including being evidence-based or expert consensus-based, practical for implementation in all organizations providing relevant services, cost-effective, having potential for significant improvement in the safety of individuals receiving care, and being sufficiently well defined to be actionable. A recommendation was not included in the "pool" if it did not meet all of the Advisory Group's selection criteria. Even those recommendations that are not in the pool are valid recommendations that should be considered for implementation on a selective basis by health care organizations.

Will the patient safety goals replace the Sentinel Event Alerts? 

A: No. The Goals and associated recommendations are derived from the Alerts but we will continue to publish a new Alert about every two months.  

Questions about Goal #1 (Patient identification):

 What is the intent of the recommendation for using “two identifiers”?

 The intent here is two-fold: first, to reliably identify the individual as the person for whom the service or treatment is intended; second, to match the service or treatment to that individual. Therefore, the two patient-specific identifiers must be directly associated with the individual and the same two identifiers must be directly associated with the medication, blood products, or specimen tube (such as on an attached label).

What do you mean by "two patient identifiers"?    For those patients with armbands, we're thinking patient name and ID number compared to the order/MAR would be the two identifiers.  Also, most of our patients could be asked their names as a third identifier.  

 Yes, that is acceptable. The two identifiers may be in the same location, such as a wrist band. It is the person-specific information that is the “identifier,” not the medium on which that information resides. Acceptable identifiers may be the individual's name, an assigned identification number, telephone number, or other person-specific identifier. Bar coding that includes two or more person-specific identifiers (not room number) will comply with this recommendation.

A lot of our outpatients—those that come for a lab draw and other simple procedures, our home health patients and our ambulatory care patients—do not have an armband.  Would asking them their name and comparing it to any paperwork we have constitute two identifiers?

No. In the recommendation for using two identifiers, the term "identifier" refers to the ways the care recipient can be identified rather than the source of the information. So, comparing the individual's stated name with the name on the requisition would be one identifier. Examples of a second identifier for a care recipient without an armband might be date of birth, social security number, address, or phone number.

Do the same two identifiers have to be used throughout the organization?

 No. Different identifiers may be used in different settings as long as their use is consistent with the intent of this recommendation as stated above. However, the identifiers should be consistent within each setting, not just whatever the individual practitioner or staff person wishes to use.

 How would you identify an injured ER patient who was unresponsive and could not communicate with others? 

Such patients are usually assigned a temporary “name” (e.g., John Doe) and an E.D. number or medical record number. These identifiers could then be used to identify the patient and match against specimen labels, medications ordered for the patient, or blood product labels.

 What about the home care situation? Do we need to keep checking two identifiers each time we give a medication?

The goal is to ensure accurate identification of care recipients. In the home care setting, this is certainly much easier and less prone to error. Certainly, at the first encounter, the recommendation for two identifiers is appropriate in a literal sense. Thereafter, and in any situation of continuing one-on-one care where the nurse "knows" the individual, one of the identifiers can be direct facial recognition. In the home, the correct address (an acceptable identifier when used in conjunction with another person-specific identifier) is also confirmed.

 We are a behavioral health care facility. The individuals in our care do not always wear wristbands. What other methods are acceptable for the “two identifiers”?

A common approach in these situations is to include the individual’s photograph in the clinical record for purposes of visual identification by staff. For residential care settings that may serve only a few individuals, such as a group home, or settings in which the individual may stay for an extended period of time, where there is stability of the staff and client populations, and the individuals receiving care are well-known to the staff providing that care, we would accept that visual recognition and focus the survey of this recommendation on the use of two identifiers for high risk interventions—perhaps for certain high-risk medications, like methadone—to ensure “matching” of the treatment to the individual.  In other words, is the medication adequately identified (with two identifiers) for the specific individual who is to receive it? For high-risk interventions or in settings with less stable staffing and short length of stay, we would expect the "two identifier" recommendation to be followed. In the future, biometric identification techniques may play a role.

 In recommendation 1b, what does the term “active communication” mean?

The objective is to engage all members of the surgical team in the positive identification of the patient, the intended procedure, and the site of the procedure. "Active" communication, in this context, means an affirmation, orally or by some action, that the patient, procedure, and site are correct. It is not expected that the patient will participate in this final verification process (since at this point, the patient will usually be sedated or under anesthesia).

Questions about Goal #2 (Communication):

Whenever a nurse takes a telephone or verbal order in our hospital, he or she must repeat it back to the physician to confirm that it was understood correctly. Is this acceptable?

 No. Simply repeating back the order is not sufficient. Whenever possible, the receiver of the order should write down the complete order or enter it into a computer, then read it back, and receive confirmation from the individual who gave the order. 

Does the “read-back” recommendation apply only to medication orders?

 No. This applies to all verbal or telephone orders, not just those for medications.

 In an emergency situation such as a Code in the ER, if the physician calls out the medication order and the RN repeats it back before administering the drug, and the code recorder is documenting the name of the drug, dose, time, route, and rate, is this acceptable?

Yes. In certain situations such as a code or in the O.R., it may not be feasible to do a formal “read-back.” In such cases, “repeat-back” is acceptable.

 Recommendation 2a states: " Implement a process for taking verbal or telephone orders that requires a verification "read back" of the complete order by the person receiving the order.”  How do you demonstrate that this occurs?

 The Joint Commission has not established any documentation requirements for this goal. When we survey your compliance with the goals, we will ask how you track performance against the goal, i.e., how do you know that the process is being done consistently? Whatever your method is, which may or may not include some form of documentation, we will evaluate your performance based on your approach for tracking compliance.

Where can I get a list of abbreviations, symbols, and acronyms that should never be used?

 The Institute for Safe Medication Practices (ISMP) has published a list of dangerous abbreviations relating to medication use that they recommend should be explicitly prohibited. This list is available on their web site: www.ismp.org. 

 Does the recommendation for standardizing abbreviations, acronyms, and symbols apply only to medication orders?

 No. This applies to all clinical documentation, including all types of orders, progress notes, consultation reports, and operative reports.

Questions about Goal #3 (High-alert medications):

Hasn’t the potassium chloride problem been solved? 

Concentrated potassium chloride is not the only culprit. All concentrated electrolyte preparations should be closely controlled, including removal from general care units to avoid inadvertent use in undiluted form.

In cardiac surgery, concentrated potassium is needed to arrest the heart and to counter large doses of insulin. What are your recommendations for availability of concentrated potassium to perfusionists (OR staff) for heart surgery? 

When clinically indicated, such as in this example, it is permissible to have the undiluted concentrated electrolyte available. However, access to it should be strictly controlled and appropriate precautions should be taken to avoid its being mistaken for other similarly packaged medications.

 Some of our patient care units have automated drug dispensing machines. Is it acceptable to store and dispense concentrated electrolytes using these machines?

No. The recommendation makes no reference to automated dispensing machines, which carry their own set of “failure modes.” Many of the same risks inherent in storing these dangerous drugs in medication closets outside the pharmacy also exist with automated dispensing units.

 The recommendation mentions concentrated potassium chloride, potassium phosphate, and sodium chloride > 0.9%. What about magnesium sulfate, calcium chloride and calcium gluconate?

It is up to the individual organization to determine which concentrated electrolytes—beyond those stated in the recommendation—pose a threat to patient safety and should be removed. 

What about concentrated electrolytes (e.g., KCl) in emergency drug trays or on crash carts?

The risk of mistaking a vial of concentrated KCl for some other drug may be even higher during an emergency when these emergency drug sources are used. Therefore, such medication should be in ready-to-use form (i.e., already diluted) or, if needed in undiluted form, should have special protections against misuse.

 Does the recommendation for standardizing and limiting the number of drug concentrations available in the organization refer specifically to concentrated electrolytes, or is it intended to be a general statement concerning drug concentrations? What about oral medications?

For purposes of the survey process, this recommendation applies to “high alert” medications, including but not limited to concentrated electrolytes. However, the principle of standardization to improve the safety of care recipients is broadly applicable, so a broader implementation of this recommendation should be considered.

We are a pediatric hospital and need to have multiple concentrations of certain drugs because our patients come in different sizes. How can we comply with this goal?

When multiple concentrations of a drug are necessary (such as for infants or other special clinical uses), special precautions should be taken to avoid dosing errors. For example, the order should specify actual drug dose, not volume, and write out the dose calculation—including the specific data elements such as the person’s weight, dose per unit weight, rate of administration—as part of the order. The reason for this is to provide sufficient information for the pharmacist reviewing the order and preparing the medication, and the nurse administering the medication to re-calculate the dose as a check.

Questions about Goal #4 (Wrong-site surgery):

 What procedures fall under this Goal? 

This Goal and its recommendations, as well as recommendation 1b under Goal #1, apply to all operative and other invasive procedures that expose patients to more than minimal risk, including procedures done in settings other than the operating room such as a special procedures unit, endoscopy unit, or interventional radiology suite. Certain routine “minor” procedures such as venipuncture, peripheral IV line placement, insertion of NG tube, or Foley catheter insertion are not within the scope of this Goal.

 Does the site need to be marked for all procedures or is it just for right/left procedures?

Marking the site is required for all procedures described in the preceding Q&A except those done through or immediately adjacent to a natural body orifice (e.g., GI endoscopy, tonsillectomy, hemorrhoidectomy, or procedures on the genitalia) or other situations in which marking the site would be impossible or technically impractical. While it is true that for non-lateralized procedures, marking the site will not specify the exact procedure or organ to be excised or repaired, it does indicate the correct patient, general category of procedure and intended site of incision. Marking the site is an important component of a program to eliminate wrong site/wrong patient/wrong procedure surgery but like the other components, no one strategy will address all possible failure modes. For those procedures in which marking the site would be impossible or technically impractical, the other recommendations for preventing wrong site, wrong patient, wrong procedure surgery still apply (recommendations 1b and 4a).

What about dental procedures? I understand there have been several cases of extraction of the wrong teeth.

The advice from dental and oral/maxillofacial surgeons is that teeth intended for extraction should be marked with a dot on each of the teeth to be extracted.

Isn’t this check-list thing just another onerous Joint Commission documentation requirement?

The requirement is for a “preoperative verification process.” The checklist is an example of one approach—the most common one. The intent of the recommendation is to ensure that all of the relevant documents are available prior to the start of the procedure and that they have been reviewed and are consistent with each other and with staffs' understanding of the intended patient, procedure and site. It is the process that is important, not just the documentation.

 Is it acceptable to mark the opposite site with a “NO” rather than marking the intended operative site?

No, that is not acceptable. The Goal specifies marking the intended site of the procedure. Marking only the non-operative site is unacceptable. Several cases of wrong-patient surgery have occurred in organizations that have a policy for marking only the non-operative site.

Our surgeons are concerned about an increased risk of wound infection from marking the surgical site. Is this a valid concern?

There is no evidence in the literature that suggests an increased risk of infection from this process. The surgical site should be prepared in the usual manner. Special surgical marking pens that will not be washed off by the surgical prep are available.

Questions about Goal #5 (Infusion pumps):

Does this safety goal also apply to syringe pumps, ambulatory pumps, or enteral pumps?

 It would apply to ambulatory pumps that have PCA (patient-controlled analgesia) capability, but not to syringe pumps or enteral pumps.

Regarding free-flow "protection," all our devices immediately shut off when the door is open and the set is removed without closing any tubing clamps.  However a patient or family member might easily figure out how to undo the free-flow protection mechanism. This would allow for the medication to infuse so we have no guarantee regarding free flow but we have "protection."  Would these devices meet the intent of this recommendation?

As you describe them, your infusion pumps are in compliance with the recommendation. Most safety features can be overridden if there is sufficient determination to do so. The intent of the recommendation is to achieve protection against the more common misadventures involving these pumps.

 I’ve heard the term “set-based free-flow protection.” What does this mean?

The “protection” is actually an attribute of the administration set used with the pump rather than with the pump itself. It is important to always use the administration set that is specified for use with the infusion pump. The term “set-based free-flow protection” refers to a design in which the protection is built in (intrinsic) to the administration set. 

How can I determine whether my infusion devices have adequate free-flow protection?

To test for free flow protection, turn the power off with the infusion set primed and loaded in the device. With all tubing clamps open and the fluid container as high above the device as the tubing will allow, verify that no fluid flows out of the set as it hangs straight down from the device Then remove the set from the device (tubing clamps still open) and again verify that no fluid flows out of the set. (Source: ECRI’s Health Devices Inspection and Preventive Maintenance System.)

Where can I get more information about specific infusion pumps?

The Joint Commission recognizes ECRI as an authoritative source of information about the safety considerations relating to infusion pumps. As such, information published by ECRI indicating the adequacy of free-flow protection for specific pump/administration set configurations will be acceptable as evidence of compliance with Goal #5 of the 2003 National Patient Safety Goals, pending verification by on-site survey of the appropriate use of such configurations by the specific health care organization in the provision of health care services. In other words, if ECRI says a particular infusion system is capable of providing adequate free-flow protection, the Joint Commission will still survey the way in which that equipment is being used.

 What about PCA pumps—can you say more about free-flow protection with these devices?

 According to ECRI, all currently available PCA pumps fall under the “Free-flow Protected with Dependencies” category, which means that the free flow protection of PCA pumps is dependent on the use of tubing sets with an integral positive pressure (anti-siphon) valve. These are usually purchased independent of the pump itself, so the key issue for assessment should be to determine whether the set is protected rather than whether the model of pump is acceptable. 

 There are some inexpensive, add-on devices on the market that claim to provide free-flow protection for older infusion sets that were not designed with built-in protection. Will these devices meet the intent of this Goal?

Not all of the add-on protective devices (also referred to as “positive pressure valves,” “anti-siphon valves” or “check valves”) that are currently marketed for use with administration sets that do not have intrinsic free-flow protection will satisfy this recommendation. They are, at best, temporary solutions. Therefore, if an organization chooses to use such a device, it must be reviewed by JCAHO for acceptability as an alternative solution. 

 What factors will be considered in determining whether an “add-on” device is an acceptable alternative for meeting this Goal?

The major concerns are the following: 

Is the add-on device compatible with the administration set it is being applied to? (There are “generic” devices on the market that may not be compatible with all general-use administration sets. Also, add-on devices are not acceptable for use with PCA pumps/administration sets.) 

Are staff properly oriented to the devices and their proper use? 

How does the organization assure the consistent and proper use of these devices for every infusion? 

What is the plan to transition to set-based free-flow protection for all infusion pumps used throughout the organization?

Questions about Goal #6 (Alarm systems):

What does “clinical alarm systems” include? Is it just the ventilator alarms that were discussed in the recent Sentinel Event Alert on ventilator-related events?

 Actually, this goal is much broader. While it originated with our Sentinel Event Alert on ventilator-related events, our Advisory Group saw it as relevant to the full spectrum of alarm systems that are triggered by physical or physiologic monitoring of the individual, by variations in measured parameters of medical equipment directly applied to the individual, or self-actuated by the individual.  In other words, any alarm that is intended to protect the individual receiving care or alert the staff that the individual is at increased risk and needs immediate assistance would be within the scope of this goal. Examples might include cardiac monitor alarms, apnea alarms, elopement/abduction alarms, infusion pump alarms, alarms associated with measuring gas pressure or concentration going directly to or coming from an individual on mechanical ventilation, or emergency assistance alarms such as “panic buttons” in care recipient bathrooms.

How does the requirement for preventive maintenance and testing of all clinical alarms fit into the “equipment management program” required by Joint Commission standards?

All clinical alarms must be included in the inventory of equipment covered by the organization’s equipment management program, as defined in the standard for managing medical equipment (EC.1.6 in the CAMH). This standard permits an organization to use different maintenance strategies as appropriate (for example, predictive maintenance, interval-based inspections, corrective maintenance, metered maintenance, and so forth) for its medical equipment based on a risk assessment of each piece of equipment using criteria that address equipment function (diagnosis, care, treatment, and monitoring), physical risks associated with use, and equipment incident history. The intervals for inspecting, testing, and maintaining clinical alarms are based on criteria such as manufacturers' recommendations, risk levels, and current organization experience. See the equipment management standard in the applicable accreditation manual(s) for additional details.

What is the extent of the alarm system testing that is required by this Goal?

The "testing" referred to in Goal #6 is for more than just the alarm equipment itself; it is intended to mean an "end-to-end" or "user" test. Whether the failure is due to a technical failure of the alarm equipment, a failure to turn the alarm on or adjust it properly, inappropriate volume or communication medium, or whatever, the testing should be designed to detect a system that will not serve its intended purpose: to alert caregivers to a care recipient at immediate risk. Our sentinel event data suggest that, while not common, such failures do occur and have contributed to a significant number of sentinel events.

 Are there any specific guidelines (expected decibel level) for “sufficiently audible” as mentioned in recommendation 6b?
We have no specific recommendations for decibel levels nor are there any standards that we are aware of. This must be addressed in the actual setting where the alarm system functions. Further, it should be handled more as a user test (can the staff hear the alarm in the locations and under the environmental conditions that would normally exist in the course of health care activities) than as a technical adjustment. 
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