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Could this happen in your organization?

Patient Safety Event

At the time of an inpatient’s discharge from the hospital, the patient was given a bubble pack of medication that was in the
hospital room’s medication drawer. Several days later the patient’s spouse returned to the hospital after having discovered
the bubble pack meds were not for the spouse. Investigation found that the medication was the previous patient’s home
meds. The previous patient had been dismissed the day before this patient was admitted to the same hospital room.

Contributing factors:

e Failure to follow policies and protocols

e RN that dismissed the patient floated to the floor that day and was unfamiliar with patient dismissal process
e RN experienced distractions and interruptions as she completed the discharge process

Mitigating Risks Associated with Discharging a Patient with Incorrect Medications Yes No | What action

is needed?
Does your organization have a policy for accepting a patient’s home meds? Does it require:
e the medication to be labeled with the patient’s name?
e the medication to be in its original packaging?
e a Pharmacist from your facility to visually inspect the medication to confirm its identity
and integrity?
e the medication be securely stored while in the hospital?

At the time of a patient’s hospital admission is the patient/family member informed when the
patient’s own medication is not permitted? When possible are those medications sent home
with the patient’s family member/caregiver?

Does your organization have a written medication reconciliation protocol for use at admission
and discharge? Do you have a process to verify staff’'s competency in performing it? Are
audits completed to ensure the process is completed without errors?

What is your facility’s orientation process for float staff?

Is your facility’s patient identification process the same in all departments?

What is your organization’s process for returning home medications to the patient at the
patient’s dismissal?

What is your process for the patient medication drawer after dismissal? Who is responsible
for emptying the medication drawer after dismissal?

Does your organization have a written protocol for provision of patient education at their time
of dismissal? Do you have a process to verify staff’'s competency in providing it? Are audits
completed to ensure the process was completed?

Does your organization have a method such as “Teach Back” to account for varying levels of
health literacy and to ensure the patient understands their discharge instructions?
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