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FDA/ECRI/ISMP on Tube Misconnections 
 

 

We’ve done several columns on the devastating events related to various tubing 

misconnections. Reported cases have involved almost any catheter you can think of 

(substances intended for feeding tubes being given intravenously or via dialysis catheter, 

intravenous medications being given intrathecally, hypertonic intravenous contrast agents 

being given intrathecally for myelography, bladder irrigation solutions being given 

intravenously, intramuscular medications like Bicillin being given intravascularly, IV 

fluid being injected into a tracheostomy cuff, blood pressure cuffs being hooked up to IV 

lines, and many more examples). 

 

In our September 2014 What's New in the Patient Safety World column “New Tubing 

Connections” we discussed a variety of contributing factors but noted that the most 

salient root cause is design of the systems that allows 2 things to be connected that were 

never intended to be connected. That led to multiple groups collaborating to come up 

with new design solutions to prevent such inadvertent misconnections. 

 

The FDA recently sent a letter (Maisel 2018) to healthcare providers, hospitals, and 

manufacturers of enteral feeding devices to encourage use of enteral device connectors 

that reduce risk of misconnection. The letter notes there are currently marketed enteral 

connectors that meet the ISO 80369-3 standard, many of which are identified by the 

tradename ENFit. 

 

The FDA letter recommends healthcare professionals: 

• Use enteral devices that meet the ISO standards and are intended to reduce the 

risk of misconnection. 

• Check the labeling or check with the distributor or manufacturer to determine 

whether your connectors meet the ISO standards.  

• Organize a plan for your organization to implement the use of these new 

devices.  

• Do not modify or adapt devices since that may defeat their safety system.  

http://www.patientsafetysolutions.com/docs/September_2014_New_Tubing_Connections.htm
http://www.patientsafetysolutions.com/docs/September_2014_New_Tubing_Connections.htm
https://www.fda.gov/downloads/MedicalDevices/ResourcesforYou/Industry/UCM619782.pdf?utm_campaign=The%20FDA%20Encourages%20the%20Use%20of%20Enteral%20Device%20Connectors&utm_medium=email&utm_source=Eloqua


• Minimize the use of transition adapters (a device component that forms an 

intermediary connection between two incompatible medical devices).  

• Do not use cross-application connectors.  

• Trace all lines back to their origin when reconnecting devices.  

• Route tubes and catheters that have different purposes in unique and 

standardized directions, to avoid accidental misconnections.  

 

It also recommends that hospital purchasing departments purchase enteral devices that 

comply with the new ISO 80369-1 or ISO 80369-3 series standards to reduce the risk of 

misconnection. 

 

ECRI Institute last year put out an excellent guidance for implementing the ENFit 

initiative for preventing enteral tubing misconnections (ECRI 2017). We encourage our 

readers follow the excellent recommendations in that guidance. 

 

ISMP (ISMP 2018) also recently reported on a misconnection between intravenous (IV) 

tubing and a tracheostomy pilot balloon port (cuff inflation port) that led to a young 

patient’s cardiac arrest. A nurse removed an IV bag from a triple lumen IV catheter port, 

intending to administer an antibiotic via that catheter port. But, by accident, the nurse 

grabbed the nearby tracheostomy pilot balloon port and connected the antibiotic tubing. 

Because the luer connector on the balloon port looked different than usual, the nurse 

interposed another connector that allowed a connection to be made. The subsequent fluid 

infusion caused the balloon to inflate and ultimately burst, releasing the fluid into the 

patient’s lungs. The patient arrested but was resuscitated. The ISMP report discusses 

factors contributing to the error and has excellent recommendations for avoiding this kind 

of mistake. 

 

Catheter misconnections remain a serious threat to patient safety. The new ENFit 

connectors go a long way toward minimizing the risk of such events. Hospitals and 

healthcare providers should heed the recommendations in the FDA, ECRI, and ISMP 

resources mentioned above. 

 

 

Some of our previous columns on tubing/catheter misconnections: 

 

July 10, 2007  “Catheter Connection Errors/Wrong Route Errors” 

November 2007  “More Patient Deaths from Luer Misconnections” 

August 2009   “Catheter Misconnections Continue to Occur” 

March 30, 2010 “Publicly Released RCA’s: Everyone Learns from Them” 

April 2010  “RCA: Epidural Solution Infused Intravenously” 

August 2010  “ISMP Advice on Catheter Misconnections” 

August 23, 2011  “Catheter Misconnections Back in the News” 

April 2012   “Tubing Misconnections” 

September 2014  “New Tubing Connections” 

 

 

https://www.ecri.org/components/HDJournal/Pages/ENFit-for-Preventing-Enteral-Tubing-Misconnections.aspx?tab=2
https://www.ismp.org/resources/ongoing-risk-misconnections-tracheostomy-pilot-balloon-ports-iv-infusions-can-result
http://patientsafetysolutions.com/docs/July_10_2007_Catheter_Connection_Errors_Wrong_Route_Errors.htm
http://www.patientsafetysolutions.com/docs/November_2007_Snippets.htm
http://www.patientsafetysolutions.com/docs/August_2009_Catheter_Misconnections_Continue_to_Occur.htm
http://www.patientsafetysolutions.com/docs/March_30_2010_Publicly_Released_RCAs_Everyone_Learns_from_Them.htm
http://www.patientsafetysolutions.com/docs/April_2010_RCA_Epidural_Solution_Infused_Intravenously.htm
http://www.patientsafetysolutions.com/docs/August_2010_ISMP_Advice_on_Catheter_Misconnections.htm
http://patientsafetysolutions.com/docs/August_23_2011_Catheter_Misconnections_Back_in_the_News.htm
http://www.patientsafetysolutions.com/docs/April_2012_Tubing_Misconnections.htm
http://www.patientsafetysolutions.com/docs/September_2014_New_Tubing_Connections.htm
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STOPP/START/STRIP 
 

 

In addition to Beers’ List, we have described the START and STOPP tools for avoiding 

prescribing potentially inappropriate medications. Now we also have STRIP (Systematic 

Tool to Reduce Inappropriate Prescribing). 

 

The STRIP combines both implicit and explicit prescribing tools (Drenth-van Maanen  

2018). Explicit prescribing tools are usually developed on the basis of literature reviews, 

expert opinion, and consensus. These often include lists of drugs or drug classes to be 

avoided in older people because these drugs have an increased risk of negative outcomes 

or potential adverse consequences in this population. Beers’ criteria and the START and 

STOPP tools are examples of explicit criteria. 

 

https://www.fda.gov/downloads/MedicalDevices/ResourcesforYou/Industry/UCM619782.pdf?utm_campaign=The%20FDA%20Encourages%20the%20Use%20of%20Enteral%20Device%20Connectors&utm_medium=email&utm_source=Eloqua
https://www.fda.gov/downloads/MedicalDevices/ResourcesforYou/Industry/UCM619782.pdf?utm_campaign=The%20FDA%20Encourages%20the%20Use%20of%20Enteral%20Device%20Connectors&utm_medium=email&utm_source=Eloqua
https://www.fda.gov/downloads/MedicalDevices/ResourcesforYou/Industry/UCM619782.pdf?utm_campaign=The%20FDA%20Encourages%20the%20Use%20of%20Enteral%20Device%20Connectors&utm_medium=email&utm_source=Eloqua
https://www.ecri.org/components/HDJournal/Pages/ENFit-for-Preventing-Enteral-Tubing-Misconnections.aspx?tab=2
https://www.ecri.org/components/HDJournal/Pages/ENFit-for-Preventing-Enteral-Tubing-Misconnections.aspx?tab=2
https://www.ismp.org/resources/ongoing-risk-misconnections-tracheostomy-pilot-balloon-ports-iv-infusions-can-result
https://www.ismp.org/resources/ongoing-risk-misconnections-tracheostomy-pilot-balloon-ports-iv-infusions-can-result
http://www.patientsafetysolutions.com/docs/October_2018_FDA_ECRI_ISMP_on_Tube_Misconnections.htm
https://onlinelibrary.wiley.com/doi/abs/10.1111/jep.12787
https://onlinelibrary.wiley.com/doi/abs/10.1111/jep.12787


On the other hand, implicit criteria use the knowledge or expertise a clinician or 

pharmacist can apply to any prescription. For example, they may take into account such 

patient-related factors like comorbidities, patient preferences, or previously unsuccessful 

treatment approaches. 

 

STRIP has actually been around for some time now and has been shown to effective in 

helping final‐year medical students improve their prescribing skills (Keijsers 2014). 

Another showed that physicians were able to significantly improve medication 

optimization for polypharmacy patients with the online STRIP Assistant tool (Meulendijk 

2015). Appropriate decisions increased from 58% without the STRIP Assistant to 76% 

with it, and inappropriate decisions decreased from 42% without the STRIP Assistant to 

24% with it. However, that came at a time expense. More time was spent optimizing 

medication with the STRIP Assistant (24 min.) than without it (13 min.), perhaps 

accounting for a marginal user satisfaction rating. 

 

The STRIP consists of 5 steps: 

1. medication assessment 

2. pharmacotherapy review 

3. pharmaceutical care plan 

4. shared decision‐making 

5. follow‐up and monitoring 

 

The medication history/assessment consists of 10 topics: 

1. Actual medication use 

2. Use of herbal medications and/or self‐care medications 

3. Patient's expectations of his or her medications 

4. Patient's previous experiences with medications 

5. Patient's attitude towards taking medication 

6. Complaints due to insufficient effect of medications 

7. Allergies and adverse effects of medications 

8. Follow‐up of intake instructions (eg, taking the medication half an hour before 

breakfast) 

9. Practical problems with medications use (eg, unable to swallow the medication) 

10. Reasons for deviations from the medication regimen 

 

The second step is the pharmacotherapy review. Here the patient's current morbidities 

and symptoms should be matched with the medications used by the patient. Additional 

information, such as blood pressure, weight, estimated glomerular filtration rate, and 

HbA1c are taken into consideration. Once therapeutic aims have been formulated, the 

medication list is checked for underprescribing, ineffective prescribing, overprescribing, 

side effects, contraindications, and drug‐drug and drug‐disease interactions, incorrect 

dosages/dosing frequencies, and practical intake issues. This is also where the START 

and STOPP criteria are implemented. 

 

The third step is the pharmaceutical care plan, which sets: 

• therapeutic aims 

https://onlinelibrary.wiley.com/doi/abs/10.1111/jgs.12884
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4469772/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4469772/


• relevant pharmacotherapy‐related problems 

• priority of these pharmacotherapy‐related problems 

• interventions, including the person responsible for these interventions 

• how, when, and by whom the effect of these interventions will be evaluated 

 

The fourth step, shared decision-making, takes into account patient preferences and 

addresses other problems that might interfere with the patient’s ability to comply with the 

treatment plan. 

 

The fifth step, followup and monitoring, is very important and one that often gets 

neglected. Note that you specified in Step 3 how, when, and by whom the interventions 

will be evaluated. 

 

And note that we did not call the fifth step the last step. That’s because the whole process 

is a cycle and one moves from Step 5 back to Step 1 and we start all over again. 

 

The ongoing OPERAM study in Europe is investigating the effect of STRIP use on 

clinical and economic outcomes. A video demonstration of the online STRIP Assistant 

tool is available online (make sure you click the full screen icon so you can see details). 

 

Another recently published study did not use the STRIP tool but did use two explicit 

criteria, the START and STOPP tools, to study the impact of prescribing at hospital 

discharge (Counter 2018). Counter and colleagues showed that the presence of potentially 

inappropriate medications (PIMs) and potential prescribing omissions (PPOs) in older 

adults discharged from hospital is significantly associated with repeated hospital 

admissions and mortality, respectively. Prescription of more than five medications was 

significantly associated with PIMs and PPOs. Presence of a PIM was associated with 

three or more readmissions (odds ratio 2.43) and  PPO’s were associated with mortality 

(OR 1.88). This, of course, was a retrospective study. It would be interesting to see how 

something, like the STRIP tool, applied proactively would impact readmissions and 

mortality. 

 

Inappropriate prescribing, particularly in the elderly, remains a significant patient safety 

issue. Add the STRIP tool to our armamentarium to combat such inappropriate 

prescribing. 

 

Of course, the other very important part of medication management in all patients, not 

just the elderly, is medication reconciliation performed at all transitions of care. 

Regarding medication reconciliation, there is some recent disappointing news. Five 

hospitals implemented a standardized approach to admission and discharge medication 

reconciliation using an evidence-based toolkit with longitudinal mentorship from the 

study investigators (Schnipper 2018). Each study site used a pharmacist and a hospitalist 

to implement the toolkit with 11 intervention components. Unfortunately, though there 

was a reduction in total medication discrepancies, overall potentially harmful 

discrepancies did not decrease over time beyond baseline temporal trends. But there were 

significant differences between the study sites. Sites that successfully implemented the 

http://videodemo.stripa.eu/english/
http://videodemo.stripa.eu/english/
https://bpspubs.onlinelibrary.wiley.com/doi/10.1111/bcp.13607
https://qualitysafety.bmj.com/content/early/2018/08/20/bmjqs-2018-008233


recommended interventions were more likely to achieve reductions in harmful 

medication discrepancies. Interestingly, sites that had installed new EHR’s did not fare as 

well. Another study (Horsky 2018) compared 2 different medication reconciliation tools 

integrated into electronic health record systems (EHRs) and found the manner of 

presentation may have an important influence. Significantly fewer errors were made with 

the EHR that presented lists in a side-by-side view, automatically grouped medications 

by therapeutic class and more effectively identified duplicates. Participants favored that 

design and indicated that they routinely used several workarounds in the other EHR. Yet 

another study last year (Stockton 2017) found medication errors were common after the 

implementation of electronically prepopulated medication reconciliation forms. The 

authors recommended that prospective research examine the impact of prepopulated 

medication reconciliation forms and ensure they do not facilitate errors of commission. 

We actually highlighted problems with prepopulated medication lists a decade ago (see 

our December 30, 2008 Patient Safety Tip of the Week “Unintended Consequences: Is 

Medication Reconciliation Next?”). Bottom line: we still have a long way to go for 

optimal medication reconciliation. 

 

 

Some of our past columns on Beers’ List and Inappropriate Prescribing in the 

Elderly: 

 

• January 15, 2008 “Managing Dangerous Medications in the Elderly  

• June 2008  “Potentially Inappropriate Medication Use in Elderly Hospitalized 

Patients” 

• October 19, 2010 “Optimizing Medications in the Elderly” 

• September 22, 2009 “Psychotropic Drugs and Falls in the SNF” 

• September 2010 “Beers List and CPOE” 

• June 21, 2011 “STOPP Using Beers’ List?” 

• December 2011 “Beers’ Criteria Update in the Works” 

• May 7, 2013 “Drug Errors in the Home” 

• November 12, 2013 “More on Inappropriate Meds in the Elderly” 

• January 28, 2014 “Is Polypharmacy Always Bad?” 

• March 4, 2014 “Evidence-Based Prescribing and Deprescribing in the Elderly” 

• September 30, 2014 “More on Deprescribing” 

• February 10, 2015 “The Anticholinergic Burden and Dementia” 

• May 2015 “Hospitalization: Missed Opportunity to Deprescribe” 

• July 2015 “Tools for Deprescribing” 

• November 2015 “Medications Most Likely to Harm the Elderly Are…” 

• August 2, 2016 “Drugs in the Elderly: The Goldilocks Story” 

• October 31, 2017 “Target Drugs for Deprescribing” 

• January 2018 “What Happens After Delirium?” 

• May 2018 “Antipsychotic Use in Nursing Homes: Progress or Not?” 

• June 2018 “Deprescribing Benzodiazepine Receptor Agonists” 

 

 

https://academic.oup.com/jamia/article-abstract/25/5/465/4601882?redirectedFrom=fulltext
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5498425/
https://patientsafetysolutions.com/docs/December_30_2008_Unintended_Consequences_Is_Medication_Reconciliation_Next.htm
https://patientsafetysolutions.com/docs/December_30_2008_Unintended_Consequences_Is_Medication_Reconciliation_Next.htm
http://www.patientsafetysolutions.com/docs/January_15_2008_Managing_Dangerous_Medications_in_the_Elderly.htm
http://www.patientsafetysolutions.com/docs/June_2008_Potentially_Inappropriate_Medication_Use_in_Elderly_Hospitalized_Patients.htm
http://www.patientsafetysolutions.com/docs/June_2008_Potentially_Inappropriate_Medication_Use_in_Elderly_Hospitalized_Patients.htm
http://www.patientsafetysolutions.com/docs/October_19_2010_Optimizing_Medications_in_the_Elderly.htm
http://www.patientsafetysolutions.com/docs/September_22_2009_Psychotropic_Drugs_and_Falls_in_the_SNF.htm
http://www.patientsafetysolutions.com/docs/September_2010_Beers_List_and_CPOE.htm
http://patientsafetysolutions.com/docs/June_21_2011_STOPP_Using_Beers_List.htm
http://www.patientsafetysolutions.com/docs/December_2011_Beers_Criteria_Update_in_the_Works.htm
http://www.patientsafetysolutions.com/docs/May_7_2013_Drug_Errors_in_the_Home.htm
http://www.patientsafetysolutions.com/docs/November_12_2013_More_on_Inappropriate_Meds_in_the_Elderly.htm
http://www.patientsafetysolutions.com/docs/January_28_2014_Is_Polypharmacy_Always_Bad.htm
http://www.patientsafetysolutions.com/docs/March_4_2014_Evidence_Based_Prescribing_and_Deprescribing_in_the_Elderly.htm
http://www.patientsafetysolutions.com/docs/September_30_2014_More_on_Deprescribing.htm
http://www.patientsafetysolutions.com/docs/February_10_2015_The_Anticholinergic_Burden_and_Dementia.htm
http://www.patientsafetysolutions.com/docs/May_2015_Hospitalization_Missed_Opportunity_to_Deprescribe.htm
http://www.patientsafetysolutions.com/docs/July_2015_Tools_for_Deprescribing.htm
http://www.patientsafetysolutions.com/docs/November_2015_Medications_Most_Likely_to_Harm_the_Elderly_Are___.htm
http://www.patientsafetysolutions.com/docs/August_2_2016_Drugs_in_the_Elderly_The_Goldilocks_Story.htm
http://www.patientsafetysolutions.com/docs/October_2017_Target_Drugs_for_Deprescribing.htm
http://www.patientsafetysolutions.com/docs/January_2018_What_Happens_After_Delirium.htm
http://www.patientsafetysolutions.com/docs/May_2018_Antipsychotic_Use_in_Nursing_Homes_Progress_or_Not.htm
http://www.patientsafetysolutions.com/docs/June_2018_Deprescribing_Benzodiazepine_Receptor_Agonists.htm


Some of our past columns on deprescribing: 

 

• March 4, 2014 “Evidence-Based Prescribing and Deprescribing in the Elderly” 

• September 30, 2014 “More on Deprescribing” 

• May 2015 “Hospitalization: Missed Opportunity to Deprescribe” 

• July 2015 “Tools for Deprescribing” 

• April 4, 2017 “Deprescribing in Long-Term Care” 

• October 31, 2017 “Target Drugs for Deprescribing” 

• January 2018 “What Happens After Delirium?” 

• June 2018 “Deprescribing Benzodiazepine Receptor Agonists” 
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Rapid Screening for Delirium 
 

 

Delirium goes unrecognized or undiagnosed in up to 72% of cases in hospitalized 

patients (Collins 2010). One of the reasons may be that commonly used screening tests 

for delirium may not be brief enough or may require specific training for administration. 

While traditional validated tools like the CAM and CAM-ICU remain key components of 

any programs addressing delirium, we wholeheartedly support the exploration of tools 

that can be administered briefly and by those without extensive training. Such tools could 

likely greatly increase the detection of delirium so that appropriate management 

strategies can be put in place. 

 

We have discussed such rapid screening tools in prior columns (our What’s New in the 

Patient Safety World columns for August 2014 “A New Rapid Screen for Delirium in the 

Elderly” and July 2016 “New Simple Test for Delirium”) 

 

https://qualitysafety.bmj.com/content/early/2018/08/20/bmjqs-2018-008233
https://academic.oup.com/jamia/article-abstract/25/5/465/4601882?redirectedFrom=fulltext
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https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5498425/
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http://ageing.oxfordjournals.org/content/39/1/131.full.pdf+html
http://www.patientsafetysolutions.com/docs/August_2014_A_New_Rapid_Screen_for_Delirium_in_the_Elderly.htm
http://www.patientsafetysolutions.com/docs/August_2014_A_New_Rapid_Screen_for_Delirium_in_the_Elderly.htm
http://www.patientsafetysolutions.com/docs/July_2016_New_Simple_Test_for_Delirium.htm


Since that last column there have been a few more studies on rapid screening tools for 

delirium. One study evaluated the brief Confusion Assessment Method (bCAM) in a 

German emergency department setting and administered during the daily work routine 

(Baten 2018). The bCAM showed 93.8% specificity but only moderate (65.2%) 

sensitivity. Positive and negative likelihood ratios were 10.5 and 0.37, respectively, But 

delirium was missed in 10 of 16 cases, since the bCAM did not indicate altered levels of 

consciousness and disorganized thinking. Nevertheless, the authors felt that application of 

the bCAM most likely improves the delirium detection rate. However, they cautioned it 

should only be applied by trained physicians to maximize diagnostic accuracy and hence 

improve the bCAM's sensitivity. 

 

Another study reviewed the literature on attention, arousal and other rapid bedside 

screening instruments for delirium in older patients (Quispel-Aggenbach 2018). The 

authors found wide variability in specificity and sensitivity. Two arousal assessment tools 

- the Observational Scale of Level of Arousal (OSLA) and Richmond Agitation and 

Sedation Scale (RASS) had sensitivity and specificity >80%. Both those tools can be 

easily administered by nurses during daily interaction with patients. 

 

We hope you’ll go back to our What’s New in the Patient Safety World columns for 

August 2014 “A New Rapid Screen for Delirium in the Elderly” and July 2016 “New 

Simple Test for Delirium” for discussions on the other tools that have been used for rapid 

screening for delirium. But the two new studies demonstrate we still have a need for 

better screening tools that can be rapidly and easily administered during routine care. 

 

 

 

Some of our prior columns on delirium assessment and management: 

 

• October 21, 2008 “Preventing Delirium” 

• October 14, 2008 “Managing Delirium” 

• February 10, 2009 “Sedation in the ICU: The Dexmedetomidine Study” 

• March 31, 2009 “Screening Patients for Risk of Delirium” 

• June 23, 2009  “More on Delirium in the ICU” 

• January 26, 2010 “Preventing Postoperative Delirium” 

• August 31, 2010 “Postoperative Delirium” 

• September 2011 “Modified HELP Helps Outcomes in Elderly Undergoing 

Abdominal Surgery” 

• December 2010 “The ABCDE Bundle” 

• February 28, 2012 “AACN Practice Alert on Delirium in Critical Care” 

• April 3, 2012 “New Risk for Postoperative Delirium: Obstructive Sleep Apnea” 

• August 7, 2012 “Cognition, Post-Op Delirium, and Post-Op Outcomes” 

• February 2013 “The ABCDE Bundle in Action” 

• September 2013 “Disappointing Results in Delirium” 

• October 29, 2013 “PAD: The Pain, Agitation, and Delirium Care Bundle” 

• February 2014 “New Studies on Delirium” 
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• March 25, 2014 “Melatonin and Delirium” 

• May 2014 “New Delirium Severity Score” 

• August 2014 “A New Rapid Screen for Delirium in the Elderly” 

• August 2014 “Delirium in Pediatrics” 

• November 2014 “The 3D-CAM for Delirium” 

• December 2014 “American Geriatrics Society Guideline on Postoperative 

Delirium in Older Adults” 

• June 16, 2015 “Updates on Delirium” 

• October 2015 “Predicting Delirium” 

• April 2016 “Dexmedetomidine and Delirium” 

• April 2016 “Can Antibiotics Lead to Delirium?” 

• July 2016 “New Simple Test for Delirium” 

• September 20, 2016 “Downloadable ABCDEF Bundle Toolkits for Delirium” 

• January 24, 2017 “Dexmedetomidine to Prevent Postoperative Delirium” 

• March 21, 2017 “Success at Preventing Delirium” 

• July 2017 “HELP Program Reduces Delirium Rate and LOS” 

• January 2018 “What Happens After Delirium?” 

• February 20, 2018 “Delirium and Falls” 

 

 

References: 

 

 

Collins N, Blanchard MR, Tookman A, Sampson EL. Detection of delirium in the acute 

hospital. Age Ageing 2010; 39 (1): 131-135 

http://ageing.oxfordjournals.org/content/39/1/131.full.pdf+html 

 

 

Baten V, Busch J-J, Busche C, et al. Validation of the Brief Confusion Assessment 

Method for Screening Delirium in Elderly Medical Patients in a German Emergency 

Department. Academic Medicine 2018; First Published: 08 May 2018 

https://onlinelibrary.wiley.com/doi/abs/10.1111/acem.13449 

 

 

Quispel-Aggenbach DWP, Holtman GA, Zwartjes HAHT, et al. Attention, Arousal and 

Other Rapid Bedside Screening Instruments for Delirium in Older Patients. A Systematic 

Review of Test Accuracy Studies. Age Ageing 2018; 47(5): 644-653 

https://academic.oup.com/ageing/article/47/5/644/4985481?searchresult=1 

 

 

 

 

Print “October 2018 Rapid Screening for Delirium” 

 

 

http://www.patientsafetysolutions.com/docs/March_25_2014_Melatonin_and_Delirium.htm
http://www.patientsafetysolutions.com/docs/May_2014_New_Delirium_Severity_Score.htm
http://www.patientsafetysolutions.com/docs/August_2014_A_New_Rapid_Screen_for_Delirium_in_the_Elderly.htm
http://www.patientsafetysolutions.com/docs/August_2014_Delirium_in_Pediatrics.htm
http://www.patientsafetysolutions.com/docs/November_2014_The_3D_CAM_for_Delirium.htm
http://www.patientsafetysolutions.com/docs/December_2014_American_Geriatrics_Society_Guideline_on_Postoperative_Delirium_in_Older_Adults.htm
http://www.patientsafetysolutions.com/docs/December_2014_American_Geriatrics_Society_Guideline_on_Postoperative_Delirium_in_Older_Adults.htm
http://www.patientsafetysolutions.com/docs/June_16_2015_Updates_on_Delirium.htm
http://www.patientsafetysolutions.com/docs/October_2015_Predicting_Delirium.htm
http://www.patientsafetysolutions.com/docs/April_2016_Dexmedetomidine_and_Delirium.htm
http://www.patientsafetysolutions.com/docs/April_2016_Can_Antibiotics_Lead_to_Delirium.htm
http://www.patientsafetysolutions.com/docs/July_2016_New_Simple_Test_for_Delirium.htm
http://www.patientsafetysolutions.com/docs/September_20_2016_Downloadable_ABCDEF_Bundle_Toolkits_for_Delirium2.htm
http://www.patientsafetysolutions.com/docs/January_24_2017_Dexmedetomidine_to_Prevent_Postoperative_Delirium.htm
http://www.patientsafetysolutions.com/docs/March_21_2017_Success_at_Preventing_Delirium.htm
http://www.patientsafetysolutions.com/docs/July_2017_HELP_Program_Reduces_Delirium_Rate_and_LOS.htm
http://www.patientsafetysolutions.com/docs/January_2018_What_Happens_After_Delirium.htm
http://www.patientsafetysolutions.com/docs/February_20_2018_Delirium_and_Falls.htm
http://ageing.oxfordjournals.org/content/39/1/131.full.pdf+html
https://onlinelibrary.wiley.com/doi/abs/10.1111/acem.13449
https://academic.oup.com/ageing/article/47/5/644/4985481?searchresult=1
http://www.patientsafetysolutions.com/docs/October_2018_Rapid_Screening_for_Delirium.htm


 

 

 

Nurse Staffing Legislative Efforts 
 

 

In our March 6, 2018 Patient Safety Tip of the Week “Nurse Workload and Mortality” 

we noted California was the first state to mandate nurse:patient ratios and multiple other 

states have also already mandated or are considering mandating nurse:patient ratios. But 

the issue is more complex than simple nurse:patient ratios. 

 

A seminal study by Aiken and colleagues found that each additional patient per nurse was 

associated with a 7% increase in the likelihood of dying within 30 days of admission and 

a 7% increase in the odds of failure-to-rescue (Aiken 2002). 

 

We fully support legislation that raises nurse:patient staffing ratios. But the issue is more 

complex than simple nurse:patient ratios. Those ratios do not take into account actual 

nurse workload nor do they take into account the fatigue factor that may accompany long 

work shifts or forced overtime. One factor that comes into play in those conditions is the 

concept of “missed nursing care” or “care left undone” (see our Patient Safety Tips of the 

Week for November 26, 2013 “Missed Care: New Opportunities?” and May 9, 2017 

“Missed Nursing Care and Mortality Risk”).  

 

We discussed the issue of nursing workload in detail in our Patient Safety Tips of the 

Week for March 6, 2018 “Nurse Workload and Mortality” and May 29, 2018   

“More on Nursing Workload and Patient Safety”. 

 

In the upcoming (November) election in Massachusetts one of the items to be voted upon 

is Question 1, which would mandate nurse staffing ratios at all hospitals. Nurse:patient 

ratios would take into account the type of unit and some measure of intensity. 

 

The battle lines are drawn. The Massachusetts Nurses Association, which strongly 

supports the proposed legislation, has estimated the total cost of such a mandate would be 

$47 million. But other groups have estimated that the cost would be $74.8 million dollars 

per year just for the four state-run hospitals in Massachusetts (Coalition 2018). The 

Massachusetts Health Policy Commission, an independent state agency, says that 

“mandating of nurse-to-patient staffing ratios in Massachusetts could have a significant 

impact on health care costs, quality and access in the state” (Salsberg 2018). The 

opposition to Question 1, led by the Coalition to Protect Patient Safety, has received more 

than $11 million in campaign contributions while the support, led by the Committee to 

Ensure Safe Patient Care, has banked almost $6 million, according to the latest reports 

from the Massachusetts Office of Campaign and Political Finance (Cohan 2018). 

 

Massachusetts had already passed a law, effective as of 2016, requiring a 1:1 or 2:1 

patient-to-nurse staffing ratio in intensive care units (ICU) in the state, and guided by a 

tool that accounts for patient acuity and anticipated care intensity. Just published was an 
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analysis of the impact of this legislation on patient outcomes (Law 2018). The researchers 

compared staffing levels and mortality and certain patient complications between 

Massachusetts ICU’s and out-of-state ICU’s. There actually were only modest increases 

in ICU nurse staffing ratios in Massachusetts (from 1.38 patients per nurse before 

implementation to 1.28 patients per nurse after) and those staffing increases were largely 

mirrored in other states that did not have the mandate. Massachusetts ICU nurse staffing 

regulations were not associated with changes in hospital mortality within Massachusetts 

or when compared with changes in hospital mortality in other states. Complications and 

DNR orders also remained unchanged relative to secular trends. The authors conclude 

that the law had little impact on either staffing levels or patient outcomes. 

 

We’re not quite sure what to make of the results after passage of the previous 

Massachusetts legislation. We might have predicted that, because ICU’s are already 

staffed at high levels, we would not see much change. But the proposed new legislation is 

aimed at all hospital units, not just ICU’s, and that is where we are most likely to see a 

substantial impact on patient outcomes.  

 

We believe the prior research that shows staffing levels do influence patient outcomes. 

But as we’ve discussed in so many prior columns, there needs to be a match between 

staffing levels and nursing workload. Patient acuity is only one potential component of 

workload. In our prior columns we noted several tools that have been used as better 

measures of nursing workload. 

 

The proposed Massachusetts legislation is a political hot potato. It pits hospitals vs. 

nurses’ unions. Both should be interested in the most important outcome: what happens 

to our patients. We are concerned that the uncertain costs of implementing this legislation 

may lead to it being voted down and that a potentially useful strategy for improving 

patient care will be lost. We believe it would have been more politically expedient for 

Massachusetts to have funded a semi-controlled study in which the state would select a 

representative sample of different types of hospital (academic, community, rural, etc.) 

and foot the cost of any upgraded staffing there (CMS and other third party payers could 

also have contributed to such funding) and then compare patient outcomes against all the 

other hospitals. 

 

Come November we’ll find out how the electorate of Massachusetts feels. 

 

 

Some of our other columns on nursing workload and missed nursing care/care left 

undone: 

 

November 26, 2013  “Missed Care: New Opportunities?” 

May 9, 2017   “Missed Nursing Care and Mortality Risk” 

March 6, 2018   “Nurse Workload and Mortality” 

May 29, 2018   “More on Nursing Workload and Patient Safety” 
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