






The vulnerability of the pediatric patient makes the prescribing, dispensing, 
transcribing, administering, and monitoring of drug products extremely sensitive. In 
an effort to assist healthcare professionals, consumers, and manufacturers, USP has 
developed recommendations to avoid errors for medications in the pediatric 
population. Click here for recommendations .  

In addition to the efforts of the USP Safe Medication Use and Pediatric Expert 
Committees and USP CAPS, the Agency for Healthcare Research and Quality 
(AHRQ) recently issued a fact sheet listing 20 tips intended to help parents help their 
children avoid medical errors. Visit www.ahrq.gov/consumer/20tipkid.htm.  
 

 

1.  JCAHO Updates  

Pre-publication of 2004 standards : The JCAHO recently posted the pre-publication 
of its newly revised 2004 standards.  A crosswalk is also available to help users 
navigate between current and new requirements.  Organizations can now view the 
new standards prior to the official accreditation manuals that will be published in the 
fall.   Click here for standards.  
 
Joint Commission Resources and USP to Conduct Seminar on Reducing Medication 
Errors:   USP's Center for the Advancement of Patient Safety (CAPS) in conjunction 
with Joint Commission Resources will conduct a one-day seminar titled - 
"Transforming Data Collection and Analysis into Meaningful Information".   This 
interactive program will be offered on August 7 in Philadelphia and will teach 
participants methods to categorize error events by severity, determining thresholds to 
signal performance problems, and evaluate the impact of actions taken.  This seminar 
is offered in conjunction with the program - Executive Briefings on JCAHO's New 
Medication Management Standards to be conducted on August 8.  Significant 
savings in registration is offered when signing up for both programs.  For more 
information and to register call JCR Customer Service Center toll free at 877-223-
6866 or go on-line at Click here for registration information.  

Acceptable Approaches to National Patient Safety Goals :  JCAHO has posted 
examples of alternative approaches that organizations can use in meeting the intent of 
the 2003 National Patient Safety Goals.  This website document includes the results 
of Joint Commission's reviews (i.e., Acceptable, Acceptable with Modification, and 
Not Acceptable) on each of the listed alternatives.  As more "Requests for Review of 
Alternatives" are completed, more examples will be added to this list.  Click here to 
read more.  

New and updated FAQs on Goals #5 and #6 :   Revisions as well as new information 





Hospital Association Health Forum Summit, July 2004, in San Diego.  Two finalists 
will receive $12,500 each.  Applications are due October 18, 2003.  

For more information or an application, see www.aha.org/questforquality , contact 
questforquality@aha.org , or call 312.422.2700  

 
5.  Participation in The Quality Initiative Approaches 1,000  
 
Nearly 1,000 hospitals have joined in the voluntary national initiative to share 
performance information with the public launched by the American Hospital 
Association, the Federation of American Hospitals, and the Association of American 
Medical Colleges.  Though the deadline has passed for hospitals to report their 
performance data for display on the Centers for Medicare & Medicaid Web site this 
July, hospitals still have time to volunteer their participation.    
http://www.cms.hhs.gov/quality/hospital/hqii.asp  

Future priorities and measures for this initiative will take into consideration a report 
from the Institute of Medicine (IOM) that identifies 20 priority areas for quality 
improvement, those that respond to the 6 aims set forth in IOM's Crossing the 
Quality Chasm, measures endorsed by NQF and, where possible, will include cross-
cutting measures. The entire spectrum of stakeholders will be engaged to work 
toward focusing national public reporting of hospital performance on agreed-upon 
priorities.  
http://www.nap.edu/books/0309085438/html/  

 
6.  C DC Releases Environmental Infection Control Guidelines  

The Centers for Disease Control and Prevention (CDC) Guidelines on Environmental 
Infection Control in Health Care  were released on  June 6, 2003, in the Morbidity 
and Mortality Weekly Report.  The 50-page guideline includes recommendations for 
reducing infection risk related to air and water environmental concerns, cleaning 
and disinfecting environmental surfaces, environmental culturing, laundry and 
bedding, managing regulated medical wasted, construction and renovation, use of 
carpeting, pest control, animals in healthcare facilities and water quality in 
hemodialysis.  Download the CDC Guidelines  (1.04 MB)  Click here to read more.  

 
7.  Report Reviews Community Hospitals' Approach to CPOE  

A new report by the California HealthCare Foundation and First Consulting Group 
states that community hospitals are succeeding with computerized physician order 
entry, both in gaining physician participation and in addressing the gaps in safety and 
quality. The study is based on interviews with key staff at 10 community hospitals 
that have made significant progress in implementing CPOE, and with CPOE 



software vendors. The report can be found at http://www.chcf.org/.    
 

8.  Minnesota Creates Medical Error Database  
 
Minnesota has enacted legislation authorizing the state health department to create a 
database to track 27 types of medical errors in hospitals.  The law will go into effect 
by fall, 2003.   There will be a two-year transition period whereby the Minnesota 
Hospital Association (MHA) will be the repository for hospital medical error reports. 
  The MHA will give the data to the health department, which will share the 
information with the public and the Legislature. Once the law is fully enacted, the 
health commissioner will publish annual reports for the public on medical errors in 
each hospital.  Click here to read more.   

You are currently subscribed to USP Patient Safety CAPSLink . To refer colleagues 
or friends to subscribe to this newsletter click here. To unsubscribe click on this link. 

USP operates two complementary error reporting programs; the Medication Errors 
Reporting Program which operates in cooperation with the Institute for Safe 
Medication Practices and MEDMARX  . MEDMARX is an Internet-accessible, 
anonymous medication error reporting program and quality improvement tool used 
to track and trend medication errors. For more information, visit www.usp.org  

 
USP does not sell or distribute e-mail addresses. Questions about USP CAPSLink  
should be sent to caps@usp.org.  
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