
ȘȴȴɃȶȵȺɅȲɅȺɀȿ�ȚȲȿȲȵȲ
ȨȾȶȿɅɆȾ�ȠȿɅȶɃȿȲɅȺɀȿȲȽ��
ȘȴȴɃȶȵȺɅȲɅȺɀȿ�ȧɃɀȸɃȲȾ



Accreditation Canada has been 
fostering quality in health services 
across Canada and internationally 
for over 50 years. It offers national 
standards of excellence addressing 
governance, leadership, and 
service delivery in over 30 sectors. 
Accreditation Canada is accredited by 
the International Society for Quality in 
Health Care. 

07/2010

Published by Accreditation Canada.

All rights reserved. 

No part of this publication may be reproduced, or 
transmitted in any form or by any means, electronic, 
mechanical, photocopying, recording, or otherwise, 
without proper written permission from Accreditation 
Canada.

© Accreditation Canada, 2010 

Required Organization Practices



C

www.accreditation.ca

CONTENTS

Overview ................................................................................................................................1 
Communication ......................................................................................................2

Client verification  ..................................................................................................2

Transfer of client information at transition points ...................................................3

Medication reconciliation .......................................................................................5

Safe surgical practices  ..........................................................................................7

Medication Use ............................................................................................................... 10
Control of concentrated electrolytes ....................................................................10

Worklife .............................................................................................................................. 11 
Training on patient safety .....................................................................................11

Infection Control ....................................................................................................... 13
Hand hygiene .......................................................................................................13

Injection safety .....................................................................................................15

Antibiotic Prophylaxis during Surgery ..................................................................17



www.accreditation.ca

1

A Required Organizational Practice (ROP) is defined as an essential practice that client organizations 
should have in place to enhance patient/client safety and minimize risk. To reflect the tailored, step-by-
step approach of the Qmentum International accreditation program, each ROP is assigned a level of 
Gold, Platinum, or Diamond. An ROP is presented as a stated goal followed by tests for compliance. 
An organization must meet all tests for compliance as proof of having the ROP in place and achieving 
the stated goal. Tests for compliance are evaluated by surveyors during the onsite survey using tracer 
methodology.  Although adequate documentation is necessary to fulfill most tests for compliance, it is not 
sufficient.  In conducting tracers, surveyors will look for evidence that such policies and processes are 
implemented throughout the client organization.

Patient Safety Area and ROP
Communication
Improve the effectiveness and coordination of communication among care/service providers and with the 
recipients of care/service across the continuum.

• Client verification (Gold)
• Transfer of client information at transition points (Platinum)
• Medication reconciliation (Diamond)
• Safe surgical practices (Gold)

Medication Use
Ensure the safe use of high-risk medications.

• Control of concentrated electrolytes (Gold)

Worklife
Create a worklife and physical environment that supports the safe delivery of care/service.

• Training on patient safety (Gold)

Infection Control
Reduce the risk of health service organization-acquired infections and their impact across the continuum 
of care/service.

• Hand hygiene (Gold)
• Timely administration of prophylactic antibiotics (Platinum)
• Safe injection practices (Platinum)

For more information on ROPs, Accreditation Canada International, or the Qmentum International 
accreditation program, visit www.accreditation.ca.

OVERVIEW
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Client verification 
Implement a client verification protocol for all services and procedures.

Background
Failure to correctly identify clients continues to result in medication errors, transfusion errors, testing 
errors, wrong person procedures, and the discharge of infants to the wrong families. (1)  The risk of 
client misidentification can be significantly reduced by adopting proven verification processes.

Accreditation Canada’s Qmentum ROPs (2) and the WHO Collaborating Centre for Patient Safety 
Solutions informed the development of this ROP. (1)

Level: 
Gold

Tests for Compliance 
• The organization has a documented method of client identification (e.g. wrist bands, photo 

identification) that is standardized across the organization.

• The team uses at least two methods (e.g. name and date of birth) to identify a client before 
providing any service or procedure. The client's room number cannot be used to identify the client.

Further Guidance:
Wristbands are almost universally used in acute care settings for identifying patients; see the National 
Patient Safety Agency website for more information:  http://www.npsa.nhs.uk/nrls/alerts-and-directives/
notices/wristbands/. The client’s first and last name, their date of birth and their local hospital number 
are the identifiers most commonly used.

Reference Material
(1)  WHO Collaborating Centre for Patient Safety Solutions. Patient Identification. Geneva, Switzerland: WHO Press; 2007. Report No.: 

Solution 2.

(2)  Required Organizational Practices. Accreditation Canada. Updated: 2008. Available from: http://www.accreditation-canada.ca/
default.aspx?page=355&cat=30

COMMUNICATION

Improve the effectiveness and coordination of 
communication among care/service providers and with the 

recipients of care/service across the continuum

REQUIRED 
ORGANIZATIONAL 
PRACTICE
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Transfer of client information at 
transition points
The team transfers information effectively among providers at transition points. 

Background
Transition points are common in health care. While in care, a client may be treated by a number 
of service providers in multiple settings. Clients often move between clinical areas (e.g. diagnosis, 
treatment, follow-up). Also, clients can encounter up to three shifts of staff each day. The transfer of 
information during these transitions is critical to client safety. Indeed, breakdowns in communication are 
the leading root cause of sentinel events.  (3)

Information can be shared between:  service providers or care teams; service providers and client 
families; organizations; or organizations and client homes. Typically the type of information transferred 
includes: the client’s current condition; recent changes in condition; ongoing treatment; or possible 
changes or complications that may occur. The transfer of information may occur: from primary care to 
admission; physician sign-out to another physician; nursing report during shift changes; nursing report 
upon client transfer between units or facilities; anaesthesiology reports to post anaesthesiology recover 
staff; emergency department staff to a receiving facility; and discharge of client to their home or another 
facility. 

Accreditation Canada’s Qmentum ROPs (2) and the WHO Collaborating Centre for Patient Safety 
Solutions informed the development of this ROP.  (3)

Level: 
Platinum

Tests For Compliance 
• The organization has a documented protocol to transfer client information (e.g. using a read-back 

technique, SBAR, or electronic medical records) during transition points that is standardized across 
the organization.

• The team uses mechanisms (e.g. transfer forms, checklists) for timely transfer of client information 
at transition points that result in proper information transfer.

Notes:
Transition points are defined as handovers in the care of a client, including between staff, change of 
shift, between patient care units, and to the patient and next care provider upon discharge.

COMMUNICATION

Improve the effectiveness and coordination of 
communication among care/service providers and with the 

recipients of care/service across the continuum

REQUIRED 
ORGANIZATIONAL 
PRACTICE
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Important information transferred during a period of care should include: client’s status, medications, 
treatment plans, advance directives, and significant status changes. 

Important information transferred upon discharge should include the client’s discharge diagnoses, 
treatment plans, medications, and test results.

Further Guidance:
Many organizations are adopting the SBAR (situation, background, assessment) technique as a 
standardized approach to transfer of client information. SBAR is a structured communication technique 
designed to convey a great deal of information in a succinct and brief manner.  Situation refers to a 
concise statement of the problem; Background requires pertinent and brief information related to 
the situation; Assessment involves providing analysis and considerations of options; and Finalize is 
indicating your request or recommend action.  

Mechanisms to implement a standardized transfer of client information can include forms and 
checklists.  An example form for transferring client information using the SBAR technique is available 
at the Institute for Healthcare Improvement (IHI) website at: http://www.ihi.org/IHI/Topics/PatientSafety/
SafetyGeneral/Tools/SBARTechniqueforCommunicationASituationalBriefingModel.htm

Reference Material
(2)  Required Organizational Practices. Accreditation Canada. Updated: 2008. Available from: http://www.accreditation-canada.ca/

default.aspx?page=355&cat=30

(3)  WHO Collaborating Centre for Patient Safety Solutions. Communication During Patient Handovers. Geneva, Switzerland: WHO 
Press; 2007. 

COMMUNICATION

Improve the effectiveness and coordination of 
communication among care/service providers and with the 

recipients of care/service across the continuum
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Medication reconciliation
Reconcile the client’s medications upon admission to the organization (including the 
emergency department or inpatient units), and with the involvement of the client.

Background
Medication errors are a leading cause of injury and death within health-care organizations of developed 
countries. (e.g. (4)).  Medication errors are most common when medications are prescribed and 
administered (5), and almost half (50%) occur because of poor communication at transition points. (6)  
Poor communication at transition points is also responsible for up to 20% of in-hospital adverse drug 
events. (6)

Medication reconciliation is a process designed to prevent medication errors at client transition points 
(7) by creating an accurate list of all medications a client is currently taking and comparing that list 
against the physician’s medication orders (given at admission, transfer, or discharge). (6) 

Accreditation Canada’s Qmentum ROPs (2) and the WHO Collaborating Centre for Patient Safety 
Solutions informed the development of this ROP. (8)

ROP: Reconcile the client’s medications upon admission to the organization (including the emergency 
department or inpatient units), and with the involvement of the client.

Level: 
Diamond

Tests for compliance 
• The organization has a documented protocol to reconcile client medications upon admission (either 

through the emergency department or to an inpatient unit).

• The protocol includes single documented, comprehensive list of the most accurate and current 
medications that the client has been taking prior to admission to the organization (best possible 
medication history)

• The protocol includes a review of this prior-to-admission medication list with the new medications 
ordered by the organization. 

• The protocol requires documentation that the two lists have been compared; differences have been 
identified and resolved; and that appropriate modifications to the new medications have been made 
where necessary. 

• The protocol makes it clear that medication reconciliation is a shared responsibility between 
patient/client and the health care provider.

COMMUNICATION

Improve the effectiveness and coordination of 
communication among care/service providers and with the 

recipients of care/service across the continuum
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• The medication reconciliation protocol must be in place and used in at least one unit, service area 
or site.

• The organization has a documented plan to implement the medication reconciliation protocol 
throughout the organization.

Notes:
Medication reconciliation should include prescription and non-prescription (over-the-counter) 
medications, vitamins, nutritional supplements, potentially interactive food items, herbal preparations, 
and recreational drugs.  Medication reconciliation should include (as appropriate) the purpose/
indication, dose, frequency, route, and timing of last dose. Guidance on implementing medication 
reconciliation and medication reconciliation forms is at the websites of the IHI (http://www.ihi.org/IHI/
Topics/PatientSafety/MedicationSystems/Tools/) and Safer Healthcare Now (https://communities.
saferhealthcarenow.ca/medrec) 

Reference Material
(4)  Baker GR, Norton PG, Flintoft V, Blais R, Brown A, Cox J, et al. The Canadian Adverse Events Study: the incidence of adverse 

events among hospital patients in Canada. CMAJ 2004 May 25;170(11):1678-86.

(5)  Preventing medication errors. Washington, DC: Institute of Medicine; 2006. 

(6)  Reconcile medications at all transition points. IHI Patient Safety Medication Systems Changes. Updated: 2008. Available from: 
http://www.ihi.org/IHI/Topics/PatientSafety/MedicationSystems/Changes/Reconcile+Medications+at+All+Transition+Points.htm

(7)  The case for medication reconciliation. Nurs Manage 2005 Sep;36(9):22.

(8)  WHO Collaborating Centre for Patient Safety Solutions. Assuring Medication Accuracy at Transitions in Care.  2007. Report No.: 
Solution 6.

COMMUNICATION

Improve the effectiveness and coordination of 
communication among care/service providers and with the 

recipients of care/service across the continuum



www.accreditation.ca

7

REQUIRED 
ORGANIZATIONAL 
PRACTICE

Safe surgical practices 
Develop a process and written protocol for preventing wrong-site, wrong-procedure, and 
wrong-person surgery.

Background:
In the developed world, nearly half of all harmful events (such as miscommunication, wrong medication, 
and technical errors) affecting patients in hospitals are related to surgical care and services.  The 
evidence suggests that at least half of these events are preventable if standards of care are adhered to 
and safety tools, such as checklists, are used. (9)  

Wrong-site surgery is considered a medical error that should never happen, not a risk that the patient 
should accept. Wrong-site surgery refers to operating on the incorrect side (e.g. right knee arthroscopy 
when left knee arthroscopy was planned) or incorrect level (e.g. operating on the incorrect vertebra). 
(10)  Two additional surgical errors, wrong-procedure (e.g. performing adeno-tonsillectomy instead of 
an adenoidectomy) and wrong-patient (e.g. performing an operation on the incorrect patient when two 
patients share similar names), should also never happen. (10)  Usually such surgical errors are the result 
of poor communication, or unavailable/inaccurate information. (11)

The WHO World Alliance for Patient Safety (12), Joint Commission (13), Australian Council for Safety 
and Quality in Health Care (11), and the United Kingdom’s National Patient Safety Agency (14) have 
developed similar protocols and checklists for preventing wrong site, wrong procedure, wrong person 
surgery. All protocols require that three processes be carried out:  preoperative verification, marking 
of the surgical site, and a ‘time-out’ immediately prior to starting the procedure. The three common 
elements of safe surgery protocols (preoperative verification, site marking, and time-out) are the basis 
for Accreditation Canada’s tests for compliance.

Level:
Gold

Tests for compliance:
• The organization has a documented protocol for safe surgery that complies with the WHO Surgical 

Safety Checklist.

• The protocol requires preoperative verification to gather information prior to starting the procedure.

• The protocol requires a preoperative marking of the precise site where the surgery will be 
performed, using an unambiguous mark.

• The protocol requires a time out immediately prior to the procedure.

COMMUNICATION

Improve the effectiveness and coordination of 
communication among care/service providers and with the 

recipients of care/service across the continuum
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Notes:

Preoperative verification is an active information gathering process to ensure missing information or 
discrepancies are addresses prior to starting the procedure. The purpose of preoperative verification is 
to make sure all relevant documents, information, and equipment are: available prior to the start of the 
procedure; and correctly identified, labeled, and matched to the client.  The perioperative verification 
also should make sure that the procedure is reviewed and are consistent with the client’s expectations 
and the team’s understanding of the intended procedure and site. (13) 

Marking the correct site involves distinguishing laterally (left/right), multiple structures (fingers, toes), or 
multiple levels (spine). (10)  The most common marking is the surgeon’s initials or a ‘yes’.  Although client 
organizations can choose the type of marking, it should be unambiguous and consistent throughout 
the organization.  Marking spinal levels can be challenging preoperatively.  Joint Commission advises a 
two-stage marking process. First, the general level of the procedure (cervical, thoracic or lumbar) must 
be marked preoperatively. If the approach involves anterior versus posterior, or right versus left, then 
the mark must indicate this. Then, intraoperatively, the exact interspace(s) to be operated on should be 
precisely marked using the standard intraoperative radiographic marking technique. 

A time-out is a final safety check; a time where no clinical activity is taking place so that surgical, 
nursing, anesthesia care teams can independently verify the impending clinical action. (15)  A timeout 
must verify, at a minimum, the correct client name and identifier, the correct procedure, the correct site, 
the correct client position, and any implants/equipment necessary for the operation. (10)

Further Guidance:
The World Alliance for Patient Safety has launched the WHO second global patient safety challenge:  
Safe Surgery Saves Lives in 2008.  The focus of this initiative is the use of the WHO Safe Surgery 
Checklist. The checklist identifies three phases of an operation, each corresponding to a specific period 
in the normal flow of work: Before the induction of anaesthesia (“sign in”), before the incision of the skin 
(“time out”) and before the patient leaves the operating room (“sign out”). In each phase, a checklist 
coordinator must confirm that the surgery team has completed the listed tasks before it proceeds 
with the operation.  More information is available from the WHO’s Safe Surgery Saves Lives at http://
www.who.int/patientsafety/safesurgery/en/.  A copy of the checklist is available at http://www.who.int/
patientsafety/safesurgery/tools_resources/SSSL_Checklist_finalJun08.pdf.

Reference Material
(9)  10 facts on safe surgery. World Health Organization. Updated: 2008 June 25. [accessed: 2008 Jul 23]; Available from: http://

www.who.int/features/factfiles/safe_surgery/en/index.html

(10)  Michaels RK, Makary MA, Dahab Y, Frassica FJ, Heitmiller E, Rowen LC, et al. Achieving the National Quality Forum's "Never 
Events": prevention of wrong site, wrong procedure, and wrong patient operations. Ann Surg 2007 Apr;245(4):526-32.

(11)  Australian Council for Safety and Quality in Health Care. Ensuring Correct Patient, Correct Site, Correct Procedure - FactSheet. 
Canberra, Australia: Australian Council for Safety and Quality in Health Care; 2004. 

COMMUNICATION
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communication among care/service providers and with the 
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(12)  World Alliance for Patient Safety. Implementation Manual: WHO Surgical Safety Checklist (First Edition). Geneva, Switzerland: WHO 
Press; 2008. 

(13)  Joint Commission on Accreditation of Healthcare Organizations. The Joint Commission Hospital Accreditation Program.  2009 
Chapter: National Patient Safety Goals (pre-publication version). Oakbrook Terrace, IL: The Joint Commission; 2008. 

(14) National Patient Safety Agency. Correct site surgery. London, UK: National Patient Safety Agency; 2005 Feb 3. Report No.: 06.

(15)  WHO Collaborating Centre for Patient Safety Solutions. Performance of Correct Procedure at Correct Body Site. Geneva, 
Switzerland: WHO Press; 2007. Report No.: Solution 4.

COMMUNICATION

Improve the effectiveness and coordination of 
communication among care/service providers and with the 

recipients of care/service across the continuum
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Control of concentrated electrolytes
Remove concentrated electrolytes from client service areas.

Background
While all drugs have a defined risk profile, concentrated electrolyte solutions for injection are especially 
dangerous. Reports of death and serious injury/disability related to the inappropriate administration 
of concentrated electrolyte solutions, especially concentrated potassium chloride (KCl) have 
been continuous and dramatic. (16)  These drugs can be especially deadly because the effects of 
inappropriate preparation or administration are usually irreversible. (16)  

Removal of concentrated electrolyte solutions from patient care units has markedly reduced death and 
disability associated with these drugs.  (16)  

Accreditation Canada’s Qmentum ROPs (2) and the WHO Collaborating Centre for Patient Safety 
Solutions informed the development of this ROP. (16)

Level:
Gold

Test for compliance:
• There are no concentrated potassium chloride (KCl) stored in client service areas. 

Notes
Potassium chloride (KCl) is the most common concentrated electrolyte implicated in such adverse 
events, but concentrated potassium phosphate and hypertonic (>0.9%) sodium chloride can also be 
deadly when administered improperly. (16)

Reference Material
 (2)  Required Organizational Practices. Accreditation Canada. Updated: 2008. Available from: http://www.accreditation-canada.ca/

default.aspx?page=355&cat=30

(16)  WHO Collaborating Centre for Patient Safety Solutions. Control of Concentrated Electrolyte Solutions.  2007. Report No.: 
Solution 5.

MEDICATION USE

Ensure the safe use of high risk medications.
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Training on patient safety
Deliver training and education on patient safety at least annually to senior leaders, staff, 
service providers, and volunteers.

Background
Staff education and awareness are acknowledged as a key step in addressing safety in healthcare 
organizations. Baker and Norton identified three types of investments being necessary for health care 
organizations to improve safety, one of which is increased knowledge among staff “both at senior levels 
and among front line staff” with the “skills to analyze events and see the vulnerabilities that exist in 
healthcare systems”. (17)  Responses from Accreditation Canada’s Patient Safety Survey support the 
importance patient safety education, and organizations across the care continuum rated is a priority.  
Further, the WHO’s World Alliance for Patient Safety has identified ‘competencies, training & skills’ as 
one of its top ten research priorities in patient safety. (18)

In order to maintain context and relevancy, patient safety training needs to move from the lecture hall 
to the workplace, and use competency-based learning rather than a didactic approach. (19)  Patient 
safety competencies identify the knowledge and skills needed to keep patients safe. The United States, 
Australia, and Canada have developed national frameworks to define core competencies for health 
professional education and training in patient safety. (20-22)  These competencies are compared in the 
proceeding table:

&RUH�3DWLHQW�6DIHW\�&RPSHWHQFLHV
8QLWHG�6WDWHV������� $XVWUDOLD������� &DQDGD�������

$SSO\�TXDOLW\�LPSURYHPHQW�PHWKRGV &RQWLQXDO�OHDUQLQJ &RQWULEXWLQJ�WR�D�FXOWXUH�RI�SDWLHQW�VDIHW\

:RUNLQJ�LQ�LQWHUGLVFLSOLQDU\�WHDPV :RUNLQJ�VDIHO\�DV�D�WHDP
:RUNLQJ�LQ�WHDPV�IRU�SDWLHQW�VDIHW\
2SWLPL]LQJ�KXPDQ�DQG�HQYLURQPHQWDO�
IDFWRUV

3DWLHQW�FHQWHUHG�FDUH &RPPXQLFDWLQJ�HIIHFWLYHO\ &RPPXQLFDWLQJ�HIIHFWLYHO\�IRU�SDWLHQW�
VDIHW\

,GHQWLI\LQJ��SUHYHQWLQJ�DQG�
PDQDJLQJ�DGYHUVH�HYHQWV�
DQG�QHDU�PLVVHV

5HFRJQL]LQJ��UHVSRQGLQJ�DQG�UHSRUWLQJ�
DGYHUVH�HYHQWV
0DQDJLQJ�VDIHW\�ULVN

(YLGHQFH�EDVHG�SUDFWLFH 8VLQJ�HYLGHQFH�DQG�
LQIRUPDWLRQ8WLOL]H�LQIRUPDWLFV
%HLQJ�HWKLFDO

WORKLIFE

Create a worklife and physical environment that 
supports the safe delivery of care/service.
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Level:

Gold

Tests for compliance:
• The organization delivers annual training and education on patient safety.

• The training and education is tailored to staff needs and the organization's focus areas. The 
curriculum addresses, at a minimum, the following four patient safety competencies:

1. Applying core patient safety knowledge, skills and values to everyday work

2. Working together as a team to deliver patient care

3. Communicating effectively

4. Recognizing, responding to, reporting, and disclosing adverse events

• The training and education curriculum is revised to meet current and future needs.

Further Guidance:
• Organizations can refer to the frameworks cited above to develop effective patient safety education 

and training for their staff. All materials are available online:

• The Institute of Medicine’s publication: Health Professions Education:  A Bridge to Quality  
(http://books.nap.edu/openbook.php?record_id=10681&page=R1)

• Australia’s National Patient Safety Education Framework (http://www.health.gov.au/internet/safety/
publishing.nsf/Content/C06811AD746228E9CA2571C600835DBB/$File/framework0705.pdf)

• The Canadian Patient Safety Institute’s publication: Patient Safety Competencies (http://www.
safetycomp.ca)

Reference Material
(17)  Baker GR, Norton PG. Next steps for patient safety in Canadian healthcare. Healthc Pap 2004;5(3):75-80.

(18)  Global Patient Safety Research Priorities. WHO Patient Safety. Updated: 2008. [accessed: 2008 Nov 12]; Available from: http://
www.who.int/patientsafety/research/activities/priority_setting/en/index.html

(19)  Walton MM, Elliott SL. Improving safety and quality: how can education help? Med J Aust 2006 May 15;184(10 Suppl):S60-S64.

(20)  Committee on the Health Professions Education Summit Board on Health Care Services IoM. Health Professions Education:  A 
Bridge to Quality. Washington, DC: National Academic Press; 2003. 

(21)  The Australian Council for Safety and Quality in Health Care. The National Patient Safety Framework. Canberra, Australia: 
Commonwealth of Australia; 2005. 

(22)  The safety competencies - enhancing patient safety across the health professions. Canadian Patient Safety Institute. Updated: 
2008. Available from: www.safetycomp.ca

WORKLIFE

Training on patient safety
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Hand hygiene
Provide easy access and resources for staff to comply with recommended hand hygiene 
guidelines.

Background:
Health care associated infections (HAIs) occur worldwide, affecting both developed and developing 
countries. There is substantial evidence that hand antisepsis reduces the incidence of health care 
acquired infections (e.g. (23;24)), but unacceptably low compliance with hand hygiene is universal in 
health care. (25)  

The availability of alcohol-based hand rubs in critical to promote effective hand hygiene practices, 
particularly in settings without access to running water. (26) World Health Organization (WHO) guidelines 
recommend washing hands with an alcohol based hand rub for routine hand antisepsis, if hands are 
not visibly soiled. (26)  Soap and water hand washing is more effective when hands are visibly soiled. 
Therefore alcohol-based hand rubs do not replace the need for conveniently located sinks in client 
service areas.

The WHO Collaborating Centre for Patient Safety Solutions informed the development of this ROP. (27)

Level:
Gold

Tests for compliance:
• The organization provides education on proper hand hygiene techniques.

• Promotional hand hygiene reminders are on display in the workplace

• Health care workers are provided with a readily accessible alcohol-based hand rub at the point of 
patient care

• There is access to safe continuous water supply at all faucets and access to necessary facilities 
(e.g. soap, paper towels) to perform hand washing.

Notes:
Point of patient care means that the product must be capable of being used at the required moment, 
without leaving the zone of activity. It should be located as close as possible (as resources permit) to 
where patient contact is taking place. 

INFECTION CONTROL

Reduce the risk of health service organization-
acquired infections and their impact across the 

continuum of care/service.
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Where alcohol-based rubs are not available or too costly, consider local production of hand rubs 
using the formula described in WHO Recommended Hand Antisepsis Formulation:  Guide to Local 
Production.

Further Guidance:
For more information and guidance on hand hygiene, please refer to the WHO campaign Clean Care is 
Safer Care available at http://www.who.int/gpsc/en/.

Reference Material
(23)  Pittet D, Hugonnet S, Harbarth S, Mourouga P, Sauvan V, Touveneau S, et al. Effectiveness of a hospital-wide programme to 

improve compliance with hand hygiene. Infection Control Programme. Lancet 2000 Oct 14;356(9238):1307-12.

(24)  Larson EL, Early E, Cloonan P, Sugrue S, Parides M. An organizational climate intervention associated with increased handwashing 
and decreased nosocomial infections. Behav Med 2000;26(1):14-22.

(25)  Pittet D, Boyce JM. Revolutionising hand hygiene in health-care settings: guidelines revisited. Lancet Infect Dis 2003 
May;3(5):269-70.

(26)  Wolrd Alliance for Patient Safety. WHO Guidelines on Hand Hygiene in Health Care (Advanced Draft):  A Summary. Geneva, 
Switzerland: WHO Press; 2005. 

(27)  WHO Collaborating Centre for Patient Safety Solutions. Improved Hand Hygiene to Prevent Health Care-Associated Infections.  
2007. Report No.: Solution 9.

INFECTION CONTROL

Reduce the risk of health service organization-
acquired infections and their impact across the 

continuum of care/service.
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Injection safety
Develop safe injection protocols and practices in order to prevent harm to clients, health care 
workers, and the community.

Background:
Injections are the most common health care procedure worldwide, and most (>90%) are given for 
therapeutic purposes. In developing and transitional countries, the majority of these therapeutic 
injections are unnecessary or could be given in an oral formulation. (28;29)  In addition to being 
unnecessary, many injections are unsafe. Each year, the reuse of injection devices may lead to 
millions of infections worldwide: particularly hepatitis B (20 million), hepatitis C (2 million), and human 
immunodeficiency virus (260,000). (30)  In 2000, the reuse of injection devices without sterilization 
accounted a significant portion of new infections:  30% for hepatitis B; 41% for hepatitis C; and 5% 
for human immunodeficiency virus. (28)  The burden of unsafe injections is great. Each year unsafe 
injections cause an estimated 1.3 million early deaths, cause a loss of 26 million years of life, and incur 
direct costs of USD 535 million. (31)  

In addition to harming clients, unsafe injection practices place health care workers and the community 
at risk. Unsafe disposal practices can cause needle stick injuries or lead to the re-sale of used 
equipment on the black market. (32)

The WHO recommends a three-part strategy to achieve safe injection practices:  changing patient and 
health work worker behaviour; ensuring the availability of safe injection equipment; and managing waste 
safely and appropriately. (32)  Eliminating unnecessary injections is the highest priority for preventing 
injection-associated infections. (33)  When injection is medically indicated, best infection control 
practices for intradermal, subcutaneous, and intramuscular injections recommend the use of a new, 
single use injection device for each injection and for the reconstitution of each unit of medication. (33)  

The WHO’s Safe Injection Global Network informed the development of this ROP. (34) 

Level:
Platinum

Tests for compliance:
• The organization regularly assesses local attitudes towards non-injectable medications and, when 

necessary, addresses misconceptions about the effectiveness of non-injectable medications by:

• Providing  training to health care workers on the effectiveness of non-injectable medications
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• Providing information resources for clients and their families about the alternatives to 
injectable medications

• The organization has a documented protocol stipulating that medication is only given by injection 
when medically necessary and when an equivalent oral formulation is not available.

• The organization has a documented protocol stipulating the use of single use injection devices for 
preventative and therapeutic injections (including administration by injection or via an intravenous 
line).

• The organization has a documented protocol for the management of injection devices waste 
disposal. 

• Sterile, single use injection devices (for injection and reconstitution) and safety boxes (for disposal) 
are available in sufficient quantities for the number of injections administered.

Notes:
Syringes with a reuse prevention feature (i.e. auto disabling) offer the highest level of safety and should 
be considered for therapeutic injections where unsafe injection practices are particularly common.

Reference Material
(28) Hauri AM, Armstrong GL, Hutin YJ. The global burden of disease attributable to contaminated injections given in health care 

settings. Int J STD AIDS 2004 Jan;15(1):7-16.

(29) Hutin YJ, Hauri AM, Armstrong GL. Use of injections in healthcare settings worldwide, 2000: literature review and regional 
estimates. Bmj 2003 Nov 8;327(7423):1075.

(30) Dziekan G, Chisholm D, Johns B, Rovira J, Hutin YJ. The cost-effectiveness of policies for the safe and appropriate use of injection 
in healthcare settings. Bull World Health Organ 2003;81(4):277-85.

(31) Miller MA, Pisani E. The cost of unsafe injections. Bull World Health Organ 1999;77(10):808-11.

(32) Khamassi S. Unsafe injection practices. In: Jha AK, editor. Summary of the evidence on patient safety:  implications for research.
Geneva, Switzerland: World Health Organization; 2008.

(33) Hutin Y, Hauri A, Chiarello L, Catlin M, Stilwell B, Ghebrehiwet T, et al. Best infection control practices for intradermal, 
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REQUIRED 
ORGANIZATIONAL 
PRACTICE

Antibiotic Prophylaxis during Surgery
Administer prophylactic antibiotics to prevent surgical site infections.

Background
An estimated 234 million major operations are performed around the world each year, corresponding to 
one operation for every 25 people alive. (35)  However, complications after inpatient operations occur in 
up to 25% of patients, and the reported crude mortality rate after major surgery is 0.5–5%. (36)  Yet, at 
least 50% of surgical complications are preventable. (36)

Existing surgical safety practices do not appear to be used reliably in any country. Surgical site infection 
remains one of the most common causes of serious surgical complications, yet evidence indicates that 
proven measures are inconsistently followed. Timeliness of administering antibiotic prophylaxis is widely 
recognized for reducing post-surgical infections. However, antibiotics are often administered too early, 
too late or erratically. (37)  Prolonged antibiotic use or inappropriate use of broad spectrum antibiotics 
can put patients at additional risk due to the development of antibiotic-resistant strains. (38)

Level:
Platinum

Test for compliance
• The organization has a documented protocol (e.g. ‘time-out’ procedure, standing orders) to 

administer antimicrobial agents for prophylaxis within 60 minutes prior to skin incision. Vancomycin 
and fluoroquinolone may be administered up to two hours prior to skin incision.

• The organization has a documented protocol to (e.g. standing order) to discontinue the 
administration of prophylactic antimicrobial agents 24 hours after the surgical procedure.  
Vancomycin and flouroquinolone may be discontinued 48 hours after the surgical procedure.

Reference Material
(35)  Weiser TG, Regenbogen SE, Thompson KD, Haynes AB, Lipsitz SR, Berry WR, et al. An estimation of the global volume of 

surgery: a modelling strategy based on available data. Lancet 2008 Jul 12;372(9633):139-44.

(36)  World Alliance for Patient Safety. Safe Surgery Saves Lives. Geneva, Switzerland: WHO Press; 2008. 

(37)  World Alliance for Patient Safety. The WHO Guidelines for Safe Surgery (First Edition). Geneva, Switzerland: WHO Press; 2008. 

(38)  Use Prophylactic Antibiotics Appropriately. IHI Patient Safety Surgical Site Infections. Updated: 2008. [accessed: 2008 Nov 12]; 
Available from: http://www.ihi.org/IHI/Topics/PatientSafety/SurgicalSiteInfections/Changes/SSI+Use+Prophylactic+Antibiotics+Ap
propriately.htm
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