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Purpose 
 
The purpose of HACs and Never Events/SREs: Two Important Safety Mandates is to: 
 
• Present information about the roles that the Centers for Medicare and Medicaid Services (CMS) 

and the National Quality Forum (NQF) play in promoting healthcare quality and optimal patient 
outcomes. 

• Explain and present examples of Hospital-Acquired Conditions (HAC) and Never Events/Serious 
Reportable Events (SRE). 

• Explore the nurse’s role in preventing Hospital-Acquired Conditions (HAC) and Never 
Events/Serious Reportable Events (SRE). 

• Present examples of initiatives that have effectively prevented Hospital-Acquired Conditions 
(HAC) and Never Events/Serious Reportable Events (SRE). 
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Objectives 
After completing this course, the participant will be able to: 
 
1. Describe the roles of Centers for Medicare and Medicaid Services (CMS) and the National Quality 

Forum (NQF) in promoting optimal patient outcomes and high quality healthcare. 
2. Define and give examples of Hospital-Acquired Conditions (HAC) and their impact upon Centers 

for Medicare and Medicaid Services (CMS) reimbursement. 
3. Define and give examples of Never Events/Serious Reportable Events (SRE). 
4. Identify the nurse’s role in preventing Hospital-Acquired Conditions (HAC) and Never 

Events/Serious Reportable Events (SRE). 
5. Give examples of effective initiatives to prevent Hospital-Acquired Conditions (HAC) and Never 

Events/ Serious Reportable Events (SRE). 
 
The Need to Improve Quality 
In 2000, the Institute of Medicine (IOM) reported findings that approximately 98,000 patients die each 
year from Hospital Acquired Conditions (HAC) (Kohn, et al, 2000). Despite the launch of numerous 
safety initiatives, little improvement has occurred and the situation has worsened in some respects 
(Landrigan, et al., 2010). 
 
HAC incur huge costs in lives, quality of life, and finances. The Centers for Disease Control and 
Prevention (CDC) estimates that there are 1.7 million hospital-acquired infections (HAIs) each year 
that cause nearly 100,000 deaths (CDC, 2002; Klevens, et al., 2002) and cost our US healthcare 
system between 28 billion to 33 billion dollars each year (Besser, 2009).  Each infection can produce 
an additional cost of hospitalization of between $32,000 and $38,656 (Zahn, et al., 2003). The 
average cost of each HAI was estimated to be $43,000 (Lucado, et al., 2010). 
 
In addition to HAIs, other severe and largely preventable HAC have received attention.   
 
Since 2008, CMS has denied reimbursement to healthcare organizations for treatment of specific 
HAC. 
 
In 2001, the National Quality Forum (NQF) introduced the term “Never Events” to encompass a list of 
severe, largely preventable, hospital acquired conditions. The list, updated in 2011, comprises 29 
events and is now formally known as NQF Serious Reportable Events.  
 
CMS 
In 1965, legislation attached to the Social Security Act created Medicare and Medicaid, extending 
health coverage to almost all Americans aged 65 years or older, including those receiving retirement 
benefits from Social Security or the Railroad Retirement Board. 
 
This legislation also provided healthcare services to low-income children deprived of parental support, 
their caretaker relatives, the elderly, the blind, and individuals with disabilities.  
 
In 1965, seniors were the population group most likely to be living in poverty; about half had 
insurance coverage. 
 
The legislation created CMS to administer Medicare and Medicaid. CMS certifies healthcare 
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organizations and providers to receive reimbursement for services to those who Medicare or 
Medicaid insurance cover. Although Medicaid programs are administered by the states, states 
receive federal funding to contribute to the support of Medicaid. 
 
CMS is a U.S. government agency. The agency and the Medicare and Medicaid programs have 
evolved over the years. In 2003, the Medicare Modernization Act (MMA) introduced Medicare 
outpatient prescription medication benefit among other changes. 
 
(CMS, 2012a) 
 
CMS Reimbursement 
CMS reimbursement for services provided to Medicare and Medicaid patients significantly impacts 
the fiscal viability of healthcare organizations. CMS has developed regulations with the intent of 
improving quality and safety and also of controlling federal government healthcare spending. 
 
CMS reimbursement is affected by healthcare organizations’ performance on Core Measures, and 
patient satisfaction as measured by the Hospital Consumer Assessment of Hospital and Provider 
Services (HCAHPS). CMS and The Joint Commission (TJC) collaborated to develop Core Measures. 
CMS uses Core Measures results as a part of its reimbursement criteria; TJC uses the same Core 
Measures results in its accreditation process.  
 
In addition to Core Measures and HCAHPS results, HAC affect a healthcare organization’s CMS 
reimbursement. This course focuses on HAC.  
 
HAC and CMS Reimbursement 

CMS has identified a list of specific HAC that: 

• Are high-cost or high-volume, or both. 

• Could reasonably have been prevented by use of evidence-based guidelines. 

• Result in a higher reimbursement payment when present as a secondary diagnosis. This means 
that reimbursement is paid as if the HAC were not present and costs incurred in the treatment of 
the HAC are the healthcare organization’s responsibility. If organizations do not bill patients for the 
cost of treating HAC, these costs are a loss to the healthcare organization. 

 
CMS, 2012b 
 
 
Healthcare Organizations Exempt from HAC Payment Provision 
In 2013 guidelines, the following organizations are exempt from the HAC payment provision: 
 
• Veterans Administration/Department of Defense Hospitals  
• Rural Health Clinics 

• Religious Non-Medical Health Care Institutions 

• Maryland Waiver Hospitals 

• Long-Term Care Hospitals (LTCHs) 
• Inpatient Rehabilitation Facilities (IRFs)  

• Inpatient Psychiatric Hospitals 
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• Federally Qualified Health Centers (FQHCs) 
• Critical Access Hospitals (CAHs) 
• Children’s Inpatient Facilities 

• Cancer Hospitals 
CMS, 2012b 
 
 
CMS Hospital-Acquired Conditions (HAC) 
 

 
CMS, 2012b 
 
HAC: The Nurse’s Role 
Nurses play an important role in: 

• Preventing HAC by using evidence-based practices, and 
• Protecting their employers’ reimbursement by scrupulously documenting conditions present on 

admission. 
 
Some HAC occur as a direct result of adverse events during the hospital stay, such as surgical site 
infections, foreign objects retained after surgery, air embolism, blood incompatibility, falls with injury, 
and complications of venous and urinary catheterization. 
 
Other HAC may be present on admission, such as stage III and IV pressure ulcers. Most healthcare 
organizations have established guidelines for documenting assessment of the skin, including staging 
of pressure ulcers, upon admission. Perform a thorough skin assessment and document details, 
including the stage, of any pressure ulcers.  
 
It is also possible that other HAC such as catheter-associated urinary tract infection (CAUTI) may be 
present upon admission, particularly if the patient is admitted from a skilled nursing facility (SNF). 
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It is critical for the nurse to establish the patient’s baseline in admission documentation so that it is 
clear that any HAC present upon admission were not acquired during the current hospitalization. In 
the case of pressure ulcers it is also important that ongoing documentation supports that any existing 
ulcer has not worsened. 
Preventing HAC 
Healthcare organizations establish policies and procedures (P&P) intended to prevent adverse events 
of all kinds, including HAC. 
 
Nurses must follow P&P conscientiously. The P&P process in your organization should be 
incorporating evidence-based practices (EBP) and evidence-based guidelines such as Institute for 
Healthcare Improvement (IHI) practice bundles and Centers for Disease Control (CDC) guidelines on 
an ongoing basis. If you learn of EBP not currently incorporated into your organization’s P&P, refer 
this information through the proper channels, probably beginning with your Nurse Manager. 
 
Assess your patients for risk factors for developing HAC, such as falls, and institute preventive 
measures. 
 
To protect yourself and your organization from negative legal or accreditation consequences it is 
extremely important that you practice within the P&P of your organization. You may identify EBP that 
are not currently stated in P&P and yet do not conflict with P&P. For example, one part of the EBP 
bundle for preventing catheter-associated urinary tract infection (CAUTI) is to reassess the continued 
need for an indwelling urinary drainage catheter. Even if this practice is not stated in your 
organization’s P&P, making this ongoing reassessment would not conflict with P&P. 
 
 
Test Yourself 
An important part of the nurse’s role in preventing the consequences of HAC is to: 

a) Document conditions present on admission. - Correct! 
b) Irrigate indwelling urinary catheters regularly to prevent infection. 
c) Find out whether the patient’s care is covered by Medicare insurance. 
d) Implement evidence-based practices even when they conflict with the organization’s policy. 

 
 
Checklists Support Safety 
Modeling the airline industry’s well-known safety practice of the use of checklists, many healthcare 
safety organizations advocate for the use of checklists to reduce the chance of error. 
 
Challenge-and-response checklists require one person, usually an assistant to the person performing 
the procedure, to read the “challenge” such as this item from the Johns Hopkins central line insertion 
checklist (Johns Hopkins Health System, 2009):  
 

 
 
The person performing the procedure verifies the item with a “response.” Depending upon the specific 
checklist in use, response may be “yes,” “on,” “in place” or another standardized response that best 
fits the checklist item. The assistant records the response. 
 
Checklists verify safety precautions, such as “time out,” handwashing, and use of personal protective 
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equipment (PPE). 
 
 
 
 
 
The Checklist As a Springboard to Safety Intervention 
Instructions on the Johns Hopkins central line insertion checklist state that: 
 
“If there is a deviation in any of the critical steps, immediately notify the operator and stop the 
procedure until corrected. If a correction is required, make a check mark in the "Yes with reminder" 
column and note what correction was made in the comment space, if applicable. Uncorrected 
deviations and complications of line placement are to be reported. Contact the Attending if any item 
on the checklist is not adhered to or with any concerns. Please return completed form to the 
designated person in your area.” (Johns Hopkins, 2009).   
 
 
Checklist Use at Critical Points 
Bellevue Surgery Center, affiliated with Seattle Children's Hospital, performs approximately 3,000 
ambulatory surgeries each year across a variety of surgical disciplines.   
 
Staff identified high risk points in the surgical journey:  
• Departure from induction room 
• Arrival in the operating room 
• Departure from operating room 
• Arrival in the postanesthesia care unit 
 
They implemented flow checklists at these points in addition to the use of World Health Organization 
(WHO) Surgical Safety Checklists. By employing these challenge-and-response checklists and 
effective teamwork, they obtained zero incidence of omitting any of the items on the checklists.   
 
A survey indicated that staff value the checklists. Implementation has resulted in no decreases in 
efficiency (Lowe, et al., 2013). 
  
 
Think About It 
Make a list of the hard copy or electronic checklists you use regularly in your practice? 
 
How do these checklists help you to prevent HAC?  
 
 
Teamwork Leads to Results 
At Texas Health Presbyterian Hospital Dallas, intensivists are present in the hospital medical–surgical 
intensive care unit 24 hours a day. They lead daily multidisciplinary rounds on every patient to set 
daily goals and evaluate medications, with all care and goals based on established sets of guidelines. 
For example, during rounds, the pharmacist reviews each patient's medication list and laboratory 
results and recommends adjustments to the patient's antibiotics and other medications, including 
sedation adjustments needed to facilitate ventilator weaning (McCorstin & Weinstein, 2012). 
 
ICU Results at Texas Health Presbyterian Hospital Dallas 
Since implementing the program: 
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• Rates of ventilator-associated pneumonia decreased, remaining below the National Healthcare 

Safety Network(NHSN) 25th percentile for 6 quarters. 
 
• Central line infections decreased remaining below the NHSN 25th percentile for 6 quarters, after 

an increase was seen in one month, staff created a team to examine and address this problem. 
 
• Medication errors decreased after implementing new medication administration scanning 

technology. 
 
• Pressure ulcers decreased to only 0.0038%. 
 
• ICU readmissions within 48 hours declined from 20 in 2009 to only 2 in 2010. 
 
• ICU length of stay remains low (between 2 and 3.1 days), given that 50% of patients require 

mechanical ventilation.  
 
• Intensivists screen potential admissions to ICU and have diverted patients to lower acuity care 

areas.  
 
• Glucose testing within 1 hour of ICU arrival has improved from 62% to 99%. RNs implement a 

glycemic control sliding scale for blood glucose greater than 200 mg/dL.  
 
• MRSA screening for all patients upon ICU arrival improved from 45% to 97%. 
 
• Pain management education for patient and family increased from 82% to 92%. 
 
(McCorstin & Weinstein, 2012) 
 
For detailed information about practices at Texas Health Presbyterian Hospital Dallas go here: 
http://www.innovations.ahrq.gov/content.aspx?id=2625 
 
Pressure Ulcer Prevention at Onslow Memorial Hospital, Jacksonville, NC 
Nurses achieved 98% - 100% compliance with 24-hour nursing assessment, intervention, and risk 
assessment scoring and a 95% - 100% compliance with skin care admission assessment.  
 
Over the 2-year period 2007 - 2009: 
 
• The incidence of pressure ulcers declined. Incidence = % of patients who developed a new 

pressure ulcer. 

• The prevalence rate reduced by ½. Prevalence = % of patients who had a pressure ulcer. 

• The hospital-acquired rate dropped dramatically, from 43% to 4%. 
 
(Hayden, 2011) 
 
Pressure Ulcer Prevention Successful Strategies 
Key actions included: 
 
• Forming a multidisciplinary team to plan and monitor the initiatives 
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• Creating quarterly measurement of prevalence and incidence with results publicized among staff 
• Educating staff in orientation and ongoing, including periodic skills fairs 
• Recruiting Skin Care Champions from each nursing unit 
• Implementing a risk assessment tool in the admission assessment and a 24-hour nursing form 
• Revising the skin care protocol based on evidence-based interventions 
 
Leaders attributed their success to: 
 
• Achieving buy-in from front-line providers 
• Recognizing accomplishments of front-line providers 
• Instituting hard-wired tools that were difficult to work around 
• Setting specific and measurable goals 
 
(Hayden, 2011) 
 
 
Test Yourself 
In the examples of improvement both at Texas Health Presbyterian Hospital and Onslow Memorial Hospital 
what is one key factor? 

a) A multidisciplinary team - Correct! 
b) Unit Skin Care Champions 
c) An electronic medication scanning system 
d) Patient and family education about pain management 

 
 
The National Quality Forum (NQF) 
NQF was created in 1999 in response to recommendations from the President's Advisory 
Commission on Consumer Protection and Quality in the Health Care Industry. NQF is nonprofit, 
nonpartisan, public service organization committed to transforming our healthcare system to be safe, 
equitable, and of the highest value. NQF reviews, endorses, and recommends use of standardized 
healthcare performance measures.   
 
Working with members and the public, NQF also develops a national healthcare improvement to-do 
list, and encourages action and collaboration to accomplish quality improvement goals. 
 
Today NQF manages a portfolio of more than 700 best in class quality measures, touching on issues 
such as healthcare-associated infections, cardiovascular treatments, and surgical care. NQF: 
 
• Provides input on the selection of performance measures for public reporting and 

performance-based programs; 
• Partners with key stakeholders to develop action plans for achieving better care, more affordable 

care, and healthy people and communities across the country; 
• Offers educational opportunities for those looking to improve healthcare quality, and  
• Recognizes quality improvement efforts.  
 
NQF, 2013 
 
 
NQF and Never Events/SRE 
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In 2002, NQF endorsed a list of Serious Reportable Events (SRE) in Healthcare to facilitate uniform 
and comparable public reporting, driving national improvement in patient safety. NQF updated the list 
in 2011. 
 
An SRE = an event which is “unambiguous, largely preventable, and serious, as well as either 
adverse, indicative of a problem in a healthcare setting’s safety systems, or important for public 
credibility or public accountability. SRE are: 
 
• Of concern to both the public and healthcare professionals and providers; 
• Clearly identifiable and measurable, and 
• Of a nature such that the risk of occurrence is significantly influenced by the policies and 

procedures of the healthcare facility.” 
 
NQF, 2011, p.3. 
 
Because Serious Reportable Events are largely preventable, they became known as Never 
Events. The term Never Events is sometimes used interchangeably with HAC even though the 
lists are not identical. Some healthcare organizations and professional organizations identify 
additional “Never Events” pertinent in specific settings, such as ventilator-associated 
pneumonia in critical care settings. 
 
HAC and Never Events/SRE 
The HAC List and the Never Event/SRE list have many items in common. Each list also includes 
some items that are not found on the other list. Although some use the terms HAC, Never Event/ 
Serious Reportable Event interchangeably, there are differences between the two lists.   
 
NQF changed the “Never Event” term to “Serious Reportable Events” to acknowledge that some of 
these events may not be entirely preventable despite the best of efforts – for example, pressure 
ulcers may not be entirely preventable and may not respond to treatment with a patient at end-of-life. 
 
Since the NQF disseminated its original Never Events list in 2002, 11 states have mandated reporting 
of these incidents whenever they occur, and an additional 16 states mandate reporting of serious 
adverse events (including many of the NQF Never Events). Healthcare facilities are accountable for 
correcting systematic problems that contributed to the event, with some states (such as Minnesota) 
mandating performance of a root cause analysis and reporting its results (AHRQ, 2012). 
 
There are also differences in the consequences of HAC as compared with Never Events/SRE. HAC 
affect reimbursement. Never Events/SRE do not affect reimbursement unless the Never Event/SRE is 
also an HAC. The tables on the slides that follow list SRE and identify which SRE are also HAC.  
 
 
Test Yourself 
Both HAC and Never Events/HREs have a financial impact on healthcare organizations because of the costs 
incurred in treating the conditions that result. Legal action may also create costs. Which occurrences directly 
impact Medicare reimbursement? 
HAC- Correct! 
Never Events/SRE that are not also HAC 
 
 
Groupings of Never Events/SRE 
NQF groups Never Events/SRE in seven categories: 
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1. Surgical of Invasive Procedure Events 

2. Product or Device Events 

3. Patient Protection Events 

4. Care Management Events 

5. Environmental Events 

6. Radiologic Events 

7. Potential Criminal Events 
 
 
Never Events/SRE: Surgical or Invasive Procedure Events 
 

 
 
CMS, 2012; NQF, 2011 
 
Never Events/SRE: Product or Device Events 
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CMS, 2012; NQF, 2011 
 
 
 
 
 
 
Never Events/SRE: Patient Protection Events 

 
 
CMS, 2012; NQF, 2011 
 
Never Events/SRE: Care Management Events 
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CMS, 2012; NQF, 2011 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Never Events/SRE: Environmental Events 
 

 
 
CMS, 2012; NQF, 2011 
 
Never Events/SRE: Radiologic Events 
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CMS, 2012; NQF, 2011 
 
 
Never Events/SRE: Potential Criminal Events 

 
CMS, 2012; NQF, 2011 
 
 
 
 
 
 
Medicare HAC Not Classified as Never Events/SRE 
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CMS, 2012; NQF, 2011 
 
A Protocol to Reduce Distractions in the Medication Administration Process 
 
Seven simple and inexpensive innovations proved effective in reducing distractions in the process 
of medication preparation and administration:  
 
1. A focused protocol and checklist re: the correct administration process 
2. A Quiet Zone for retrieving and preparing medications. This area should be cordoned off 

by tape to be a designated medication prep area. 
3. Education of all personnel to not distract and to "field" interruptions for nurses who are 

administering medication 
4. A special vest or sash worn by the nurse during medication preparation and administration 

to alert others to avoid distracting the nurse  
5. Quiet zone signs on medication room doors and above medication dispensing machines 
6. Nurse education about no conversation during medication administration unless it is about 

medications 
7. Patient education/orientation about the meaning of the vest and the process 
 
 (Pape, 2013) 
 
Reduction of Distractions in the Medication Administration Process 
Research findings showed both the focused protocol/checklist and the checklist-vest combination 
significantly reduced the number of distractions experienced by nurses. 
 
• 63% fewer errors occurred in when the protocol and checklist were in use 

• 87% fewer errors occurred when the protocol and vest were in use 
 
The number of distractions in the control group totaled 484, compared with just 180 among nurses 
using the protocol/checklist (meaning that 63 percent fewer errors occurred in the intervention group) 
and 64 among those using the protocol and vest (87 percent fewer errors). 

Material Protected by Copyright 



 
The most common distractions consisted of interruptions from other staff and/or the nurse speaking to 
someone about something not related to medication administration. The frequency of such 
distractions was much lower among nurses using the checklist and staff education and the 
checklist-vest-education combination.  
 
(Pape, 2013) 
 
 
Test Yourself 
In Pape’s research (2013), distractions and errors in the medication administration process were most 
effectively in prevented by which combination of interventions?  

a) Checklist and Sash 
b) Checklist and Quiet Zone Signs 
c) Protocol and Vest - Correct! 
d) Protocol and Quiet Zone Signs 

 
 
Reducing Infections, Saving Dollars at Allegheny General Hospital, Pittsburgh, PA 
A multidisciplinary team implemented the interventions of the IHI practice bundles for 
ventilator-associated pneumonia (VAP) and central line-associated bloodstream infections (CLABSI).  
 
The VAP rate dropped by 83% and the CLABSI rate fell by 87%.  
 
By dramatically reducing the extended lengths of stay that result from these infections, leaders 
estimate that by investing approximately $35,000 in improvements, the hospital saved $2 million (IHI, 
2011). 
 
Looking Toward a Future of Improvement 
 
Hospital Experience of Today  
• Patients and families not an active part of the process; unable to advocate for the 

highest-quality care. 
• Limited work on readmissions; no clear strategy for care transitions. 
• Sometimes outcomes change, sometimes they don't. Hospitals get credit for participating. 
• Hodge-podge of different quality programs. 
• Irregular leadership review of quality data. 
 
(Wagner & McCann, 2011) 
 
Looking Toward a Future of Improvement 
 
Hospital Experience of Tomorrow  
• The organization interfaces with the patient and family movement, supported by the 

Partnership for Patients. 
• Dedicated staff and programming around seamless care transitions. 
• Major incentives to change outcomes (payment at risk, increased transparency, and media  
• The organization has a portfolio of 10-12 improvement projects. 
• The Board demands more attention to quality; the hospital administrator reviews safety 

and quality data every week. 
 
(Wagner & McCann, 2011) 
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Think About It 
The examples of improvements that this course describes involved multidisciplinary collaboration and 
cooperation. Who are the multidisciplinary colleagues and other roles on the nursing team with whom 
you might collaborate to improve your organization’s prevention of HAC and Never Events/SRE?  
 
 
Conclusion 
Hospital-Acquired Conditions (HAC) and Never Events/Serious Reportable Events (SRE): Two 
Important Safety Mandates has: 
 
• Presented information about the roles that the Centers for Medicare and Medicaid Services (CMS) 

and the National Quality Forum (NQF) play in promoting healthcare quality and optimal patient 
outcomes. 

• Explained and presented examples of Hospital-Acquired Conditions (HAC) and Never 
Events/Serious Reportable Events (SRE). 

• Explored the nurse’s role in preventing Hospital-Acquired Conditions (HAC) and Never 
Events/Serious Reportable Events(SRE). 

• Presented examples of initiatives that have effectively prevented Hospital-Acquired Conditions 
(HAC) and Never Events/ Serious Reportable Events (SRE). 

 
After studying this course, you have learned: 
 
• The roles of Centers for Medicare and Medicaid Services (CMS) and the National Quality Forum 

(NQF) in promoting optimal patient outcomes and high quality healthcare. 
• The definition and examples of Hospital-Acquired Conditions (HAC) and their impact upon 

Centers for Medicare and Medicaid Services (CMS) reimbursement. 
• The definition and examples of Never Events/Serious Reportable Events (SRE). 
• The nurse’s role in preventing Hospital-Acquired Conditions (HAC) and Never Events/Serious 

Reportable Events (SRE). 
• Examples of effective initiatives to prevent Hospital-Acquired Conditions (HAC) and Never Events/ 

Serious Reportable Events (SRE). 
 
Disclaimer 
This publication is intended solely for the educational use of healthcare professionals taking this 
course, for credit, from RN.com, in accordance with RN.com terms of use. It is designed to assist 
healthcare professionals, including nurses, in addressing many issues associated with healthcare. 
The guidance provided in this publication is general in nature, and is not designed to address any 
specific situation. As always, in assessing and responding to specific patient care situations, 
healthcare professionals must use their judgment, as well as follow the policies of their organization 
and any applicable law. This publication in no way absolves facilities of their responsibility for the 
appropriate orientation of healthcare professionals. Healthcare organizations using this publication as 
a part of their own orientation processes should review the contents of this publication to ensure 
accuracy and compliance before using this publication. Healthcare providers, hospitals and facilities 
that use this publication agree to defend and indemnify, and shall hold RN.com, including its 
parent(s), subsidiaries, affiliates, officers/directors, and employees from liability resulting from the use 
of this publication. The contents of this publication may not be reproduced without written permission 
from RN.com.  
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Participants are advised that the accredited status of RN.com does not imply endorsement by the 
provider or ANCC of any products/therapeutics mentioned in this course. The information in the 
course is for educational purposes only. There is no “off label” usage of drugs or products discussed 
in this course.  
 
You may find that both generic and trade names are used in courses produced by RN.com. The use 
of trade names does not indicate any preference of one trade named agent or company over another. 
Trade names are provided to enhance recognition of agents described in the course.  
 
Note: All dosages given are for adults unless otherwise stated. The information on medications 
contained in this course is not meant to be prescriptive or all-encompassing. You are encouraged to 
consult with physicians and pharmacists about all medication issues for your patients. 
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Resources : IHI Improvement Maps 
The Institute for Healthcare Improvement (IHI) posts Improvement Maps at its website.  Each map 
addresses a particular adverse event, such as patient falls with injury. 
 
The Maps include Details: 
• Overview – a description the adverse event or problem 
• Elements – the evidence-based actions to achieve improvement 
• Outcomes – positive outcomes of improvement in quality of care, patient satisfaction, and fiscal 

impact 
• Service Lines and Critical Functions – the healthcare services and healthcare personnel roles 

involved in improvement 
• Key Measures – specific measures, such as number of incidents of patient falls with injury 
 
In addition, the each Map presents reasons, implications and resources 
 
Each Map rates the cost, time, and difficulty to implement recommendations and level of evidence to 
support recommendations. 
 
For example, see the Falls Prevention Map at 
http://app.ihi.org/imap/tool/#Process=3c061d92-9c22-42bb-af04-26ae02ed191c  
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