
The stakes have never been higher for
hospitals to prevent patient readmissions
within 30 days. As of October 2012, penal-
ties enacted with the Affordable Care Act
will be levied against hospitals with high
readmission rates for three targeted condi-
tions—heart failure, heart attack, and
pneumonia—which may expand to addi-
tional conditions including joint replace-
ment, cardiac stenting, heart bypass, and
stroke treatment by 2015. The penalties are
capped at 1% ofMedicare reimbursements
in 2013, 2% in 2014, and 3% in 2015. The
government estimates that the penalties for
fiscal year 2013 will total $280 million,1
which represent an average penalty of about
$125,000 from 2,217 hospitals.2 Nearly 1
in 5 older adults is readmitted to a hospital
within 30 days of discharge.3 Given that
more than half of these readmissions are

preventable,3-4 the new penal-
ties are compelling hospitals to
make the reduction of readmis-
sions a priority.

Because penalties for readmis-
sions are based on a 3-year
rolling average—fiscal year
2013 payments are based on
July 2008 through June 2011
readmission data—efforts to

reduce the readmission rate started today
will not be fully realized for several years.
Thus, the goal of many hospitals will be to
get off the penalty list as soon as possible.

Patients at risk for readmission
While the ability to predict which patients
are at high risk for readmission is not an
exact science, numerous studies have
identified that adverse medication events
are at the very core of the readmission
problem.5-7 This includes patient non-

adherence to prescribed drug therapy,
which by itself leads to treatment failures
and wasted resources costing $150 billion
annually.8 A recent study by Budnitz et al.
identified the drugs involved in 88.3% of
emergency hospital admissions of older
adults caused by adverse drug events:
hematologic, endocrine, cardiovascular,
central nervous system, and anti-infective
agents.7 Nearly two-thirds of the hospital-
izations were due to unintentional drug
overdoses. Just four types ofmedications—
warfarin, insulins, oral antiplatelet agents,
and oral hypoglycemic agents—together
accounted for 7 in 10 of the emergency
hospitalizations. A review of 55 observa-
tional studies found that information
related to medications was missing from
hospital discharge summaries up to 40% of
the time.9 Another study found that
patientswithmedication discrepancies had
a 30-day hospital readmission rate of 14.3%
compared with 6.1% for patients without a
medication discrepancy.10

Community pharmacy organizations
capitalize on opportunity
Findings such as these combined with the
new penalties for hospitals with high
readmission rates have created a niche for
external programs offered by community
pharmacies. For example,Walgreens offers
WellTransitions, which has community
pharmacists working onsite in hospitals, in
collaboration with hospital pharmacists
and clinical healthcare team members, to
align prescription therapy, deliver discharge
medications to the bedside, counsel
patients about their drug therapy, and
follow upwith patients post discharge. The
primary goals of the program are to reduce
preventable hospital admissions and to

Potential mix-up between two
high-alert drugs could be fatal.

A hospital pharmacist discovered a very dangerous
situation in the emergency department
(ED) when he found a vial of NOVO-
LOG insulin in the bin where cisatra-
curium (NIMBEX) injection, a neuro-
muscular blocking agent, is stored. Both
are refrigerated high-alert drugs. The
vial cartons are the same size and
shape and also have black lettering and
bright orange lines which make the
containers look nearly identical. A mix-
up either way might be fatal. Nimbex
happens to be used frequently in this ED. When the
pharmacist showed the Nimbex storage bin to two ED
nurses (see Figure 1 below), both totally missed that
one of the vials was insulin! A “good catch” by the

pharmacist may
well have pre-
vented a serious
error. The US
Food and Drug
Administration
and both
companies have
been notified.

Reduce readmissions with pharmacy programs that
focus on transitions from the hospital to the community
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New Vaccine Errors Reporting Program
ISMP launched its third national patient safety
reporting program. The ISMP National Vaccine
Errors Reporting Program (ISMP VERP) joins
the National Medication Errors Reporting Pro-
gram (ISMP MERP) and the Consumer Medi-
cation Errors Reporting Program (C-MERP).
VERP (http://verp.ismp.org/) captures the
unique causes and consequences of vaccine-
related errors. The program was designed
with the assistance of the California Depart-
ment of Public Health. As with all ISMP
reporting programs, reporter information is
confidential. Reports to VERP will be sent to
the US Food and Drug Administration and the
Centers for Disease Control and Prevention.

PLEASE NOTE: ISMP is conducting a short survey of hospital professionals regarding internal
(hospital-run) and external (vendor-run) community liaison programs. Even if you do not provide
such a service, we are very interested in your input regarding the perceived advantages and
disadvantages regarding internal and external community liaison programs. To access the survey, go
to: www.surveymonkey.com/s/ISMP-Survey. Please complete the survey by December 21. 

HazardAlert

Figure 1. Staff
missed seeing
the NovoLOG
insulin mixed
in this storage
bin intended
for Nimbex.

http://www.surveymonkey.com/s/ISMP-Survey
http://verp.ismp.org
http://www.ismp.org
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Drug names too close for
comfort. Look-alike/sound-alike

similarity between clobazam (ONFI) and
clonazePAM (KLONOPIN) has led to several
reports expressing concern that patients may
inadvertently receive the wrong medication in
either a hospital or outpatient setting. The drugs
share some similar indications although they
have a 10-fold strength difference in available
dosage forms. Clobazam was approved by the
US Food and Drug Administration (FDA) in
October 2011 for adjunctive treatment of
Lennox-Gastaut Syndrome and other epileptic
syndromes. Lennox-Gastaut Syndrome is a rare
and severe form of childhood-onset epilepsy
characterized by frequent seizures and different
seizure types, often accompanied by develop-
mental delay and psychological and behavioral
problems. Clobazam is available in 5 mg, 10 mg,
and 20 mg tablets. ClonazePAM also is approv-
ed for seizure disorders (including Lennox-
Gastaut Syndrome) and panic disorders and is
used off-label in a variety of other conditions.
ClonazePAM is available in 0.5 mg, 1 mg, and
2 mg tablets and oral disintegrating tablets of
similar strengths (0.125 mg, 0.25 mg, 0.5 mg,
1 mg, 2 mg). The potential for confusion
between these medications is unmistakable. In
one case, the risk of confusion was discovered

improve patient satisfaction and health
outcomes. Hospitals pay for the program
either on a per-case basis or by sharing a
portion of the savings from reduced
readmissions with Walgreens.11 

Working primarily in the outpatient setting,
CVS Caremark also offers an integrated
readmission prevention program for its
members in partnership with Dovetail
Health, a care management company in
Massachusetts. Using risk stratification
and predictive modeling to identify high-
risk patients, Dovetail provides high-risk
patients with in-home consultation with a
pharmacist shortly after discharge to help
manage drug therapy for acute and chronic
illnesses and to coordinate care for up to 90
days. Moderate risk patients receive similar
benefits for 90 days via telephone support.
However, the program is limited to patients
who are CVS Caremark members.  

Hospital-run community liaison programs
The Walgreens and CVS community liai-
son programs are two examples of external
resources available to hospitals. However, it
may be more desirable and profitable for
hospitals to invest in their own internal
pharmacies to develop similar readmission
prevention programs staffed with one or
more hospital-employed community liaison
pharmacist and coordinated with discharge
planning and home care nurses. Hospital-
run community liaison programs have been
in existence for well more than a decade in
countries such as Australia12 and have
become more prevalent in the US in recent
years. These programs provide assistance
with medication management and pharma-
ceutical care in order to promote safe and
quality drug use in the community. The
community liaison pharmacist provides the
missing link between hospital care and the
home, as well as between different health-
care providers, thereby minimizing admis-
sion to the hospital due to medication
mismanagement and promoting appro-
priate allocation of healthcare resources.12

An abundance of literature supports the
success of hospital-run programs, citing
measurable reductions in hospital readmis-
sion rates, prescribing errors, drug-related
discrepancies, drug administration errors,

and overall morbidity and mortality for
certain conditions.12-14 The studies also
document improvements in patient satis-
faction and health outcomes, including
with elderly patients, disadvantaged
patients with limited access to care,
patients with low health literacy, and
patients with vulnerable chronic illnesses. 

The Society of Hospital Pharmacists of
Australia, which established standards of
practice for community liaison pharmacists
as early as 1996, suggests that there are
advantages to having the community liaison
pharmacist be part of the hospital’s
pharmacy department, including access to
continuing education, staff development,
and training programs; enhanced familiarity
and communication with hospital staff
pharmacists, medical staff, and other care
team members; and facilitation of training
of other pharmacists and students.12 These
and other potential advantages of a hospital-
run program should lead hospitals to inves-
tigate whether an internal community
liaison program is feasible.

The combination of incentives, penalties,
and funding opportunities for the problem
of hospital readmissions has resulted in
numerous studies and demonstration
projects on a state and national level that
hospitals can join or from which they can
learn, including the Institute for Healthcare
Improvement’s STAAR (State Action on
Avoidable Rehospitalizations) initiative; the
BOOST (Better Outcomes for Older
Adults through Safe Transitions) project led
by the Society of Hospital Medicine; the
CMS HENs (Hospital Engagement
Networks) project; and Project RED (Re-
Engineered Discharge) at the Boston
Medical Center, funded by the Agency for
Healthcare Research and Quality (AHRQ).
More and more stories of success are
emerging from these and other hospital-run
initiatives.

Generating momentum to establish a
community liaison program
Community liaison programs clearly help
reduce hospital readmissions and other
types of harm and wasted healthcare
resources associated with preventable
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Please encourage your patients and staff to visit www.consumermedsafety.org often. It may save a life!

We just learned from BD that the
company will be returning to

natural or white syringe tips for both its amber-
and clear-barrel oral syringes. In our September
6 newsletter, we mentioned that a pharmacist
had reported concern with the recent change
in the syringe tip color to amber because it
blended into the overall appearance of an
amber syringe and could be overlooked. If the
cap is not removed, it could be expelled with
syringe contents into a cup or patient’s mouth,
posing a choking hazard. The company will be
keeping the amber tip caps for its enteral
syringes. The barrel of enteral syringes is clear,
and the distinction between the cap and
syringe is apparent. BD noted that the change
is based in large part on customer feedback, so
our thanks to those who reported a potential
risk. BD plans to alert customers as soon as a
date has been set for transition back to the
original syringe cap colors. We commend BD
for its rapid response to the issue!

Your Reports at Work

SafetyBriefs

http://www.consumermedsafety.org
http://www.facebook.com/ismp1
http://www.twitter.com/ISMP1
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when pharmacists were discussing the potential
addition of clobazam to the hospital formulary.
In another facility, a pediatric intensive care
unit nurse inadvertently asked for clonazePAM
after receiving an order for clobazam. We will
be adding “clobazam and clonazePAM” to
ISMP’s List of Confused Drug Names and
adding clobazam to our List of Look-Alike
Drug Names with Recommended Tall Man
Letters in future revisions—clonazePAM is
already on the ISMP tall man letter list due to
confusion with cloNIDinde, cloZAPine, and
LORazepam. Preliminarily, the tall man configu-
ration of “cloBAZam” may be the best option to
differentiate it from clonazePAM.  

adverse drug events. Thus, hospitals should
not be tentative in their pursuit of such a
program, be it hospital driven or externally
driven. While the new financial penalties
associated with readmissions alone may
not stimulate all the desired improvements
given its relative weight among the total
hospitals’ revenue, media coverage of the
issue suggests that the penalties are clearly
causing enough distress to command atten-
tion. So if you don’t currently employ a
community liaison program, now is an
opportune time to garner interest and
support from hospital leadership. 

How ISMP can help
Because patient education about high-alert
medications is at the very heart of any
community liaison program, ISMP has
developed and tested more than a dozen
consumer leaflets that offer important
safety tips when taking high-alert medica-
tions, including warfarin, enoxaparin,
fentaNNYYLL patches, oral opioids with aceta-
minophen, oral methotrexate, and various
insulins. These leaflets are readily available
on our website (www.ismp.org/tools/high
alertmedications/) aatt  nnoo  ccoosstt to use in your
hospital to educate patients. The Top 10 List
of Safety Tips on the front of each leaflet is
intended to help patients detect and
prevent medication errors and other adverse
drug events. The safety tips were derived
from reports of actual adverse events with
these medications submitted to various
national and state reporting programs. For
example, one of the safety tips in the
warfarin leaflet advises patients who have

been told to stop taking warfarin until their
next laboratory test to call their doctor if
they don’t hear anything within 24 hours of
the test to find out the next steps. This tip is
included because there have been
numerous reports involving patients who
developed a thrombus because they never
resumed taking warfarin after it was on hold
until the next INR. 

Through a grant from AHRQ, ISMP tested
the readability, usability, and perceived
value of the leaflets. Ninety-four percent of
patients felt the leaflets provided great
information or good information to know.
Ninety-seven percent felt the information
in the leaflets was provided in a way they
could understand. Eighty-two percent of
patients taking the drug for the first time
and 48% of patients who had previously
taken the medication reported learning
something new. Overall, 85% of the
patients felt they were less likely to make a
mistake with the medication because they
had read the leaflet. Pharmacists who
handed out the leaflets also reported that
they were highly useful in guiding the
educational sessions with patients. 

Given the very favorable response to the
leaflets during the study, ISMP hopes that
any healthcare professional caring for
patients who take one of these high-alert
medications will download the leaflets from
our website, use them as a resource when
educating patients about the medications,
and provide them to patients to read and
refer back to as needed.
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Please encourage your patients and staff to visit www.consumermedsafety.org often. It may save a life!
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ISMP symposium. Join us on Decem-
ber 3 for Midday Symposia #5, Reducing IV
Admixture-Related Safety Risks: A Review
of the ISMP Sterile Preparation Com-
pounding Guidelines, held during the ASHP
Midyear meeting. To register, please visit:
www.ismp.org/pressroom/Symposium2012.asp.

ISMP webinar. Join us on December 18
for Improving Medication Safety Through
Staff Education and Competency
Assessment: An Important Challenge for
Healthcare Organizations. For details, visit:
www.ismp.org/educational/webinars.asp.
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