
For more information, contact: 

The RL6 Safety Reporting System collects adverse events reported by staff, including events in 

interventional procedure areas. An idea for an ‘Alert of the Month’ for interventional procedural/non-OR 

areas was created to help the units spot any recurring incidents that may be appearing in their area as 

well as remind departments of current protocols and procedures.  

 

The team plans to distribute electronic alerts of select incidents to the directors/managers of each unit for 

educational purposes. By administering these electronic alerts, it will help to inform clinicians in procedural 

departments and hopefully improve quality of safety practices throughout all units.  

Implementing an ‘Alert of the Month’ across Interventional Procedural/Non-OR Units to Improve Patient Safety 

By implementing a monthly alerting system of common adverse events that occurred in a 

procedural/non-OR unit, it will help to increase alertness in different departmental units, help to improve 

reporting of any unfavorable events, and help to refresh clinicians of safety protocols/procedures put in 

place. This project was funded by the CRICO Ambulatory Safety Grant-Centralized Oversight of 

Interventional Procedure Safety and discussed with the Interventional Procedures Committee 

 Sheila Ryan Barnett M.D.-Anesthesia 

 Sugantha Sundar M.D.-Anesthesia (Committee Chair) and Interventional Procedures Committee 

 Julia Sheehan-Health Care Quality 

 Catherine Annas J.D.-Health Care Quality 

 

 Observed and collected adverse events in the RL6 Safety Reporting System in procedural/non-OR 

units 

 Noticed severity level trends in certain adverse event types in different procedural/non-OR units 

 Developed an ‘Alert of the Month’ handout for procedural/non-OR areas to discuss adverse events 

that could potentially occur in their unit 

 Presented and discussed at both the CRICO IP Safety Project Meeting and Interventional 

Procedures Committee  

 

Julia Sheehan, Research Data Coordinator / jsheeha6@bidmc.harvard.edu 

Sheila Barnett M.D., Julia Sheehan, and Catherine Annas, J.D.  

Beth Israel Deaconess Medical Center, Boston MA 

Introduction/Problem Aim/Goal 

The Team 

The Interventions 

Image above depicts list of look-alike and sound-alike medications that are used in the pharmacy and 

procedural units to differentiate between similar medications.                           

Appendix List for Policy #:03-07-05 Look-Alike Sound –Alike Error Prevention (Pharmacy Department).  

 

Alert of the Month – Example 



For more information, contact: 

Implementing an ‘Alert of the Month’ across Interventional Procedural/Non-OR Units to Improve Patient Safety 

Image above shows example of format type for ‘Alert of Month’ to be sent to different procedural/non-OR 

departments. This example alert discussed lookalike and sound-alike medications from the Omnicell and 

Pharmacy. Included is a picture of what a typical Omnicell looks like.   

 Underreporting of adverse events in procedural/non-OR areas 

 Clinicians not compliant with protocols of RL6 reporting/do not understand what RL6 is 

 Comprehensive safety of adverse event siloed in procedural/non-OR departments makes it harder to 

track for reporting purposes 

 Continue to monitor adverse events reported into RL6 Safety System and update procedural 

departments of any common trends that occur  

 Email ‘Alert of Month’ to directors of procedural/non-OR units to administer within department 

 Monthly emails will be sent out to procedural/non-OR area staff members to keep them informed of 

incidents occurring in similar units 

 Further educate clinical staff in other common adverse event types and help reinforce standard 

protocols put in place for safety measures 

 Discussion for potential rewards or quizzes to help refresh clinicians of procedures/protocols put in 

place for procedural/non-OR areas 

 Potentially spreading idea of ‘Alert of Month’ to non-procedural areas with similar interconnection as 

procedural/non OR units for patient safety and compliance 

 

Julia Sheehan, Research Data Coordinator / jsheeha6@bidmc.harvard.edu 

 

Sheila Barnett M.D., Julia Sheehan, and Catherine Annas J.D. 

Beth Israel Deaconess Medical Center, Boston MA 

Lessons Learned 

Next Steps 

Error Reduction Strategies for Look-alike and Sound-alike Medications 
1. Prescribing dose limits 
2. Standardized drug concentrations 
3. Stock segregation 
4. Bar-coding and scanning 
5. Tall-man lettering 

List above states five error reducing strategies when dealing with look-alike/sound-alike medications from 

Pharmacy. Policy #:03-07-05 Look-Alike Sound –Alike Error Prevention (Pharmacy Department).  

 

Results/Progress to Date 


