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Human Error in Surgical Adverse Events 
 

 

Adverse events, whether in healthcare or other industries, typically result from a 

combination of human errors and system issues. In developing interventions to prevent 

adverse events, we most often focus on the system issues. The reason? System issues are 

easier to address than the human issues. 

 

But we cannot afford to ignore the human errors. A recent study provided an important 

contribution to better understanding the role of human errors in surgical adverse events. 

Suliburk and colleagues (Suliburk 2019) developed a new taxonomy to classify human 

performance deficiencies (HPD’s) and used this tool in analyzing adverse surgical events 

that occurred in a level I municipal trauma center, a quaternary care university hospital, 

and a US Veterans Administration hospital. They found that, of the 188 adverse events 

reviewed, 106 (56.4%) were associated with HPD’s. 

 

Their new taxonomy classified the HPD’s in 5 categories: 

 

Planning or problem solving (Class I) 

 

Guideline or protocol misapplication 

Knowledge deficit 

Diagnostic cognitive bias 

Treatment cognitive bias 

Latent mistakes 

Execution (Class II) 

 

Lack of recognition 

Lack of attention 

Memory lapse 

Technical error 

Rules violation (Class III) Ignoring routine or cutting corners 

http://www.patientsafetysolutions.com/docs/October_2019_Whats_New_in_the_Patient_Safety_World.pdf
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2740065


 Optimizing or personal gain 

Situational or time pressure 

Communication (Class IV) 

 

Absent 

Assumed 

Misinterpreted 

Teamwork (Class V) 

 

Ill-defined roles or lack of leadership 

Lack of group expertise 

Failure to evaluate progress 

 

Of the 192 human performance deficiencies identified, they were categorized as: 

- execution (51.0%) 

- planning or problem solving (8.6%) 

- communication (12.5%) 

- teamwork (4.7%) 

- rules violation (3.1%) 

 

Cognitive errors in execution of care or in case planning or problem solving (51.6%) 

were the most common HPD’s. 

 

Lack of recognition was the most prevalent cognitive error. The authors gave 2 specific 

examples of how cognitive errors contributed to the adverse outcomes. In one case, a 

significant technical error in a surgeon’s performance of an operation was likely 

precipitated by the initially unappreciated influence of the surgeon’s distraction by an 

outside telephone call in the operating room. In a second case, a stylus that was 

inadvertently retained postoperatively was clearly visible but repeatedly unrecognized by 

radiologists in their reports. 

 

Sound familiar? Just look back at our August 20, 2019 Patient Safety Tip of the Week 

“Yet Another (Not So) Unusual RSI”. That column featured a case where telephone calls 

distracted OR staff, contributing to a retained surgical instrument, and a case where a 

retained surgical instrument was not initially recognized as such on radiographic images. 

 

Suliburk and colleagues note that in their second example, the cognitive bias of lack of 

attention (by the radiologists) was not the only cognitive error. There was also likely 

confirmation bias, in that the clinicians likely dismissed their own concerns because they 

were not validated in official radiology reports. 

 

So, what can we do about these human performance deficiencies (HPD’s)? The authors 

suggest a role for simulation-based cognitive training for health care practitioners and 

teams to reinforce systems-based safety constructs. Playbacks of real-life scenarios could 

be used, akin to training performed in the aviation and aerospace industries. For example, 

replay of their first example case could provide an opportunity for behavioral training to 

reset following intraoperative distractions. Replay of the second example might be 

used to teach clinicians to avoid losing their situational awareness to the convenience of 

alternative data (avoiding confirmation bias). 

 

http://www.patientsafetysolutions.com/docs/August_20_2019_Yet_Another_Not_So_Unusual_RSI.htm


Interventions to avoid human error are difficult to implement and sustain. Our mantra 

“stories, not statistics” is especially valid here. If we just make all aware of the statistics 

in the Suliburk study, we’d likely not prevent any adverse events. But tying the stories to 

simulation training is a good way of getting healthcare professionals to develop better 

situational awareness and recognize the factors and situations that make cognitive errors 

more likely. 

 

The Suliburk study is a timely reminder that we cannot rely purely on system 

improvements to avoid adverse events. Just as we have a renewed focus on diagnostic 

error, we need to have a broader focus on cognitive errors that influence performance in 

multiple facets of healthcare. 

 

And, while Suliburk et al. identified only 4.7% of their HPS’s under the “Teamwork” 

category, it’s very important the simulation exercises involve all members of the team. 

For example, while you want surgeons to recognize the need to reset after an interruption 

or distraction, it’s conceivable that other members of the OR team might recognize the 

need for such resets and speak up when such distractions have occurred. Team training is 

also important for surgical teams. We remain steadfast supporters of the TeamSTEPPS™ 

program and its focus on communication and interactions such as the preop huddle and 

post-op debriefing. 

 

That said, another recent study challenges the assertion that communication problems are 

the leading cause of medical errors. Clapper and Ching (Clapper 2019) did a systematic 

review of articles using the terms “medical errors, research, and communication”. In the 

42 studies that met their inclusion criteria, three categories of errors were dominant: 

errors of commission (47.6%), errors of omission (14.2%) and errors through 

communication (9.5%), though there was some overlap. There were 28.5% of studies in 

which all three categories together significantly contributed to error. It’s just another 

reminder that, while we always focus on system issues and communication because those 

are the contributing factors most amenable to solutions, human errors still are important 

factors contributing to adverse events. 

 

And, while human error is a major factor in most serious adverse events in healthcare, 

don’t forget that our systems and poor communication often put healthcare workers in a 

position where human errors will have devastating consequences. Recall that, in our 

analysis of a recent neuromuscular blocking agent tragedy in which human error was a 

proximate cause (see our Patient Safety Tips of the Week for December 11, 2018 

“Another NMBA Accident” and February 12, 2019 “From Tragedy to Travesty of 

Justice”), we identified at least 15 other factors that contributed and, had they been fixed, 

might have averted the tragedy. 

 

So, while the work of Suliburk et al. reminds us not to underestimate the role of human 

error in healthcare accidents, lessons learned in well-done root cause analyses (RCA’s) 

teach us about the complex interaction between humans and the systems we create. 

 

 

https://onlinelibrary.wiley.com/doi/abs/10.1111/medu.13821
http://www.patientsafetysolutions.com/docs/December_11_2018_Another_NMBA_Accident.htm
http://www.patientsafetysolutions.com/docs/February_12_2019_From_Tragedy_to_Travesty_of_Justice.htm
http://www.patientsafetysolutions.com/docs/February_12_2019_From_Tragedy_to_Travesty_of_Justice.htm


Some of our prior columns on RCA’s, FMEA’s, response to serious incidents, etc: 

July 24, 2007   “Serious Incident Response Checklist” 

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

April 2010   “RCA: Epidural Solution Infused Intravenously” 

March 27, 2012  “Action Plan Strength in RCA’s” 

March 2014   “FMEA to Avoid Breastmilk Mixups” 

July 14, 2015   “NPSF’s RCA2 Guidelines” 

July 12, 2016   “Forget Brexit – Brits Bash the RCA!” 

May 23, 2017   “Trolling the RCA” 

 

 

See our prior columns on team training, huddles, briefings, and debriefings: 

• April 9, 2007 “Make Your Surgical Timeouts More Useful” 

• May 22, 2007 “More on TeamSTEPPS™” 

• December 9, 2008 “Huddles in Healthcare” 

• March 10, 2009 “Prolonged Surgical Duration and Time Awareness” 

• January 11, 2011 “NPSA (UK) ‘How to Guide’: Five Steps to Safer Surgery” 

• March 2009 “Surgical Team Training” 

• April 2012 “Operating Room Briefings and Debriefings” 

• July 31, 2012 “Surgical Case Duration and Miscommunications” 

• January 2014 “A Tool to Assess Pre-op Briefings” 

• July 22, 2014 “More on Operating Room Briefings and Debriefings” 

• March 17, 2015“Distractions in the OR” 
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Visual and Hearing Loss and Medical Costs 
 

 

We’ve done several columns on the impact of hearing loss on healthcare costs. But, what 

about visual loss? We have noted how issues related to vision loss may impact risk for 

falls and delirium. 

 

Morse et al. (Morse 2019) used 2 large databases of healthcare claims to compare costs 

incurred following an initial hospitalization for common illnesses by patients with partial 

visual loss (PVL) or severe visual loss (SVL) vs. those who had no visual loss (NVL). 

 

Medicare enrollees with SVL, compared with those with NVL, had longer mean lengths 

of stay (6.48 vs 5.26 days), higher readmission rates (23.1% vs 18.7%), and higher 

hospitalization and 90-day postdischarge costs ($64,711 vs $61,060). That translates to a 

4% longer LOS, 22% higher odds of readmission, and 12% higher costs. Similar findings 

were obtained for those with commercial health insurance. 

 

Extrapolating, they estimated more than $500 million in additional costs annually were 

spent caring for these patients. 

 

Health Leaders recently highlighted programs at Johns Hopkins and Miami’s Bascom 

Palmer Eye Institute to engage visually impaired patients and their families during 

hospitalizations (Cheney 2019). The three areas of focus are patient safety, special 

accommodations, and discharge and medication management. 

 

Patient safety considerations include braille on the call button, and special guardrails in 

the stairwells that extend beyond the end of the staircase. In addition, at Hopkins a staff 

member with them when they are getting up for the first time after surgery and when they 

are walking the hallways. Physical therapists and techs also ask the patient “How would 

you like me to best lead you?” 

 

Special accommodations include special signage with high-contrast colors, consistent 

lighting, and door signage in braille. Johns Hopkins is implementing a Bluetooth way-

finding app that can be used from home or while using public transportation. It has voice 

capability and helps navigate the patient through the hospital, including such things as 

telling them when to enter an elevator, what button to push, and what floor they are on. 

At both Hopkins and Bascom Palmer, staff get special training to deal with vision-

impaired patients. 

 

Discharge and medication instructions are critically important. Use of audio-recorded 

instructions is helpful and any written materials use large font sizes or formats that can be 

used with a screen reader. Medication packaging may have braille or larger print. 

 

It has become increasingly important that we recognize sensory impairments in all 

patients, not just the elderly, in all healthcare venues. We need to take special precautions 

https://jamanetwork.com/journals/jamaophthalmology/article-abstract/2729901
https://www.healthleadersmedia.com/clinical-care/focus-3-areas-when-caring-vision-impaired-hospital-patients


to ensure we communicate appropriately with those patients and make their ability to 

navigate the system as error-free as possible. 

 

A recent study (Reed 2019) followed 4,728 people, half of whom had untreated hearing 

loss, for a decade starting when they were 61 years old, on average. Untreated hearing 

loss was associated with $22 434 or 46% higher total health care costs over a 10-year 

period compared with costs for those without hearing loss. Persons with untreated 

hearing loss had more inpatient stays (incidence rate ratio, 1.47) and were at greater risk 

for 30-day hospital readmission (relative risk, 1.44) at 10 years. Similar trends were 

observed at 2- and 5-year time points across measures. 

 

Another study (Deal 2019) compared patients aged 50 and older who had claims for 

hearing loss to a propensity matched cohort. Those with hearing loss had a 50% higher 

risk of dementia and 41% increased risk of depression at 5 years of follow up. The 10-

year risk attributable to hearing loss was 3.20 per 100 persons for dementia, 3.57 per 100 

persons for falls, and 6.88 per 100 persons for depression. 

 

In several of our columns listed below, we have made a case that hearing loss is a patient 

safety issue and that use of hearing aids is underutilized. Now a new study (Mahmoudi 

2019) found that use of hearing aids in patients aged 66 and older with hearing 

impairment is associated with a longer time to diagnosis of Alzheimer disease, dementia, 

depression, anxiety, and injurious falls. Just having an association does not prove 

causality and it’s probably unlikely that a randomized controlled trial will be done, but it 

makes sense that improved hearing via hearing aids could lead to the improvements 

noted. 

 

And, for years, those of us who are neurologists have recognized the “multiple sensory 

deficit” syndrome as a major cause of impaired ambulation and falls. Many older 

patients have impairments of sensory function (such as vision, hearing, vestibular 

function, and proprioception) that individually are not severe enough to produce 

disability but collectively have an additive or synergistic effect that does result in 

disability. In our February 2018 What's New in the Patient Safety World column “Global 

Sensory Impairment and Patient Safety” we noted that geriatricians have now begun to 

take a broader look at a related concept, “global sensory impairment” (GSI), and its 

impact on overall health. Patients with worse GSI scores were more likely to have poorer 

overall health and lose weight, and have died in a 5-year follow up study (Pinto 2017). 

 

It's quite likely that interventions which improve at least vision and hearing may be 

effective patient safety interventions that reduce overall costs in the health system. 

Currently, Medicare (other than Medicare Advantage plans) does not cover either glasses 

or hearing aids. Studies like those above are important in suggesting a likely net benefit 

from such programs. However, we also need to keep in mind that sometimes there are 

unintended consequences. For example, several of our prior columns have noted 

paradoxical increases in falls after certain types of vision correction. 

 

 

https://jamanetwork.com/journals/jamaotolaryngology/article-abstract/2714049
https://jamanetwork.com/journals/jamaotolaryngology/article-abstract/2714050
https://onlinelibrary.wiley.com/doi/10.1111/jgs.16109
https://onlinelibrary.wiley.com/doi/10.1111/jgs.16109
https://www.patientsafetysolutions.com/docs/February_2018_Global_Sensory_Impairment_and_Patient_Safety.htm
https://www.patientsafetysolutions.com/docs/February_2018_Global_Sensory_Impairment_and_Patient_Safety.htm
http://onlinelibrary.wiley.com/doi/10.1111/jgs.15031/full


Some of our previous columns on falls after correction of vision: 

 

June 2010  “Seeing Clearly a Common Sense Intervention” 

June 2014  “New Glasses and Fall Risk” 

August 2014  “Cataract Surgery and Falls” 

 

 

Some of our columns on the impact of hearing loss: 

September 12, 2017 “Can You Hear Me Now?” 

February 2018 “Global Sensory Impairment and Patient Safety” 

July 2018 “Hearing Loss and Patient Safety” 

November 2018 “More on Hearing Loss” 
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Helen Haskell: Putting the Patient in Patient Safety 
 

 

Many of you have read Helen Haskell’s recent essay in the BMJ “Unleash the power of 

patients to make care safer around the world” (Haskell 2019). It is a compelling argument 

that we need to bring patients and their families into more of our patient safety activities. 

 

We’ve long recommended incorporation of patients or their families in several of your 

patient safety initiatives. These include reporting of safety events, and participating in 

Patient Safety Walk Rounds, FMEA’s, and RCA’s. 

 

In our February 2012 What’s New in the Patient Safety World column “OIG: Hospitals 

Fail to Recognize Most Cases of Harm” we discussed an article in the Canadian Medical 

Association Journal (Daniels 2012) which looked at the impact of surveying families of 

children admitted to a Children’s hospital to see if they saw events they considered to be 

adverse events. A total of 321 events were identified in 201 of the 544 family reports 

received. Of these 48% were determined to represent legitimate patient safety concerns. 

Types of events most often included medication problems, miscommunications (between 

staff or between staff and families), and equipment problems. Only 8 of the adverse 

events reported were also reported by health care providers. There was also little change 

in reporting by health care providers after implementation of the family reporting system. 

 

The Daniels article demonstrates that the perspectives of families and health care workers 

may differ regarding adverse events or near misses. Importantly, it shows that some of 

the barriers that prevent health care workers from reporting adverse events or near misses 

may not apply to families. Such family reporting systems therefore provide an 

opportunity (another set of eyes and ears) to identify potential patient safety issues in 

need of improvement. 

 

https://onlinelibrary.wiley.com/doi/10.1111/jgs.16109
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http://www.cmaj.ca/content/184/1/29


Incidentally, in the Daniels study families noted that apologies were given only in a 

minority of cases but, when they were given, they were usually considered adequate. See 

our prior columns on disclosure and apology (June 22, 2010 Patient Safety Tip of the 

Week “Disclosure and Apology: How to Do It” and our November 2010 What’s New in 

the Patient Safety World column “IHI: Respectful Management of Serious Clinical 

Adverse Events”). 

 

Families responding to the surveys also readily volunteered to participate in future safety 

improvement initiatives by the hospital. 

 

So, in addition to removing barriers to adverse event reporting for staff, consider using 

other tools (such as the family adverse event reporting tool discussed above) to better 

identify patient safety concerns in your facilities. Such a tool may not only help you 

identify more opportunities to improve but likely also has a positive impact on patient 

and family satisfaction. 

 

We’ve found that patients and families tend to be even more reluctant than staff to report 

errors, mistakes, or conditions that may contribute to adverse outcomes. That is why it is 

extremely important to provide them with a way of reporting in a confidential manner. 

Note we don’t say “anonymous” since we need in most cases to actuall speak to the 

patient or family. What you want to convey is that they can speak with someone (eg. a 

patient advocate or your patient safety coordinator) without fear that their care will be 

compromised. 

 

Having a patient or patient’s family participate in a FMEA (Failure Mode and Effects 

Analysis) can be very valuable. When we’ve worked with hospitals on FMEA’s for either 

breastmilk mixups or switched babies, the perspectives of patients/families have been 

very important. They often tell you about events or conditions your own staff would not 

have noticed or been aware of. 

 

In our columns on Patient Safety Walk Rounds (see our Patient Safety Tips of the 

Week for October 7, 2014 “Our Take on Patient Safety Walk Rounds” and February 27, 

2018 “Update on Patient Safety Walk Rounds”) we discussed inclusion of a patient or 

patient family member. We noted that a Board member might fulfill that role, but Board 

members may have an “insider” bias. Having an “outsider” pair of eyes and ears may be 

important. You may be surprised at the things they point out which you had not perceived 

yourself. 

 

In our July 12, 2016 Patient Safety Tip of the Week “Forget Brexit – Brits Bash the 

RCA!” we noted we all have problems figuring out how to fit patients and families into 

the RCA process. Our many columns on critical incident response and disclosure and 

apology (see list of prior columns below) have emphasized how after disclosure and 

apology we need to keep patients and families in the loop as we complete our RCA’s and 

implement actions to prevent similar events in the future. But few of us have figured out 

how to include patients or their families in the actual RCA process. Often patients and 

families have unique perspectives and observations that healthcare workers have not seen 
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(or have been unwilling to admit!). More and more research is demonstrating that patients 

and families impacted by adverse events are highly motivated to help ensure similar 

events don’t occur to other patients. While we don’t have the perfect solution to inclusion 

of patients and families on the RCA team, we do recommend that as part of the disclosure 

and apology process we also appeal to them “we need your help in determining exactly 

what happened and how we can prevent similar events”. We’ve also stressed the need to 

avoid intimidation when such interactions with patients and families occur (see our June 

22, 2010 Patient Safety Tip of the Week “Disclosure and Apology: How to Do It”). Don’t 

hold such meetings in a formal Board Room or have 1-2 family members sitting across a 

table full of individuals dressed in suits or white coats. You must keep the meeting as 

cordial as possible, expressing your sincere apology and sincere desire to get their 

perspectives on the events and give them plenty of time to ask questions and present their 

observations and concerns. 

 

See our July 14, 2015 Patient Safety Tip of the Week “NPSF’s RCA2 Guidelines” for 

many other recommendations to include in your RCA process. 

 

Patient/family engagement in patient safety activities needs to be an important goal for all 

organizations. Undoubtedly, local cultures may be facilitators or barriers to such 

engagement. We think you will be surprised at the positive perspectives patients and their 

families bring to your organizations. 

 

 

Some of our prior columns on RCA’s, FMEA’s, response to serious incidents, etc: 

July 24, 2007   “Serious Incident Response Checklist” 

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

April 2010   “RCA: Epidural Solution Infused Intravenously” 

March 27, 2012  “Action Plan Strength in RCA’s” 

March 2014   “FMEA to Avoid Breastmilk Mixups” 

July 14, 2015   “NPSF’s RCA2 Guidelines” 

July 12, 2016   “Forget Brexit – Brits Bash the RCA!” 

May 23, 2017   “Trolling the RCA” 

 

 

Some of our previous columns on Patient Safety Walk Rounds: 

 

October 7, 2014 “Our Take on Patient Safety Walk Rounds” 

February 27, 2018 “Update on Patient Safety Walk Rounds” 

 

 

Some of our prior columns on Disclosure & Apology: 

July 24, 2007   “Serious Incident Response Checklist” 

June 16, 2009   “Disclosing Errors That Affect Multiple Patients” 

June 22, 2010   “Disclosure and Apology: How to Do It” 

September 2010  “Followup to Our Disclosure and Apology Tip of the Week” 

November 2010  “IHI: Respectful Management of Serious Clinical Adverse Events” 

http://www.patientsafetysolutions.com/docs/June_22_2010_Disclosure_and_Apology_How_to_Do_It.htm
http://www.patientsafetysolutions.com/docs/July_14_2015_NPSFs_RCA2_Guidelines.htm
http://patientsafetysolutions.com/docs/July_24_2007_Serious_Incident_Response_Checklist.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/March_27_2012_Action_Plan_Strength_in_RCAs.htm
http://www.patientsafetysolutions.com/docs/March_2014_FMEA_to_Avoid_Breastmilk_Mixups.htm
http://www.patientsafetysolutions.com/docs/July_14_2015_NPSFs_RCA2_Guidelines.htm
http://www.patientsafetysolutions.com/docs/July_12_2016_Forget_Brexit_Brits_Bash_the_RCA.htm
http://www.patientsafetysolutions.com/docs/May_23_2017_Trolling_the_RCA.htm
http://www.patientsafetysolutions.com/docs/October_7_2014_Our_Take_on_Patient_Safety_Walk_Rounds.htm
http://www.patientsafetysolutions.com/docs/February_27_2018_Update_on_Patient_Safety_Walk_Rounds.htm
http://patientsafetysolutions.com/docs/July_24_2007_Serious_Incident_Response_Checklist.htm
http://www.patientsafetysolutions.com/docs/June_16_2009_Disclosing_Errors_That_Affect_Multiple_Patients.htm
http://www.patientsafetysolutions.com/docs/June_22_2010_Disclosure_and_Apology_How_to_Do_It.htm
http://www.patientsafetysolutions.com/docs/September_2010_Followup_to_Our_Disclosure_and_Apology_Tip_of_the_Week.htm
http://www.patientsafetysolutions.com/docs/November_2010_IHI_Respectful_Management_of_Serious_Clinical_Adverse_Events.htm


April 2012   “Error Disclosure by Surgeons” 

June 2012  “Oregon Adverse Event Disclosure Guide” 

December 17, 2013  “The Second Victim” 

July 14, 2015   “NPSF’s RCA2 Guidelines” 

June 2016   “Disclosure and Apology: The CANDOR Toolkit” 

August 9, 2016  “More on the Second Victim” 

January 3, 2017  “What’s Happening to “I’m Sorry”?” 

October 2017   “More Support for Disclosure and Apology” 

April 2018   “More Support for Communication and Resolution Programs” 

August 13, 2019  “Betsy Lehman Center Report on Medical Error” 

September 2019  “Leapfrog’s Never Events Policy” 

 

 

Other very valuable resources on disclosure and apology: 

 

• IHI’s “Respectful Management of Serious Clinical Adverse Events” (Conway 

2010) 

• The Canadian Disclosure Guidelines (Canadian Patient Safety Institute 2008) 

• The Harvard Disclosure Guidelines (Massachusetts Coalition for the Prevention 

of Medical Errors 2006) 

• The ACPE Toolkit (American College of Physician Executives) 

• Oregon Patient Safety Commission Oregon Adverse Event Disclosure Guide. 
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Sentinel Event Alert on DOAC’s 
 

 

Primarily because of the increased use of DOAC’s (direct oral anticoagulants), the Joint 

Commission established a new National Patient Safety Goal (NPSG.03.05.01) that 

became effective July 1, 2019 (TJC 2018). The elements of performance (EP’s) are: 

 

• EP 1: The [hospital/organization] uses approved protocols and evidence-based 

practice guidelines for the initiation and maintenance of anticoagulant therapy that 

address medication selection; dosing, including adjustments for age and renal or 

liver function; drug-drug and drug-food interactions; and other risk factors as 

applicable. 

 

• EP 2: The [hospital/organization] uses approved protocols and evidence-based 

practice guidelines for reversal of anticoagulation and management of bleeding 

events related to each anticoagulant medication. 

 

• The other 6 EP’s deal with lab tests and monitoring of patients on anticoagulants, 

perioperative management, safety practices, patient/family education, and, for 

specific agents, the hospital/organization uses only oral unit-dose products, 

prefilled syringes, or premixed infusion bags when these types of products are 

available and uses programmable pumps to provide consistent and accurate 

dosing. 

 

Well, it didn’t take long for The Joint Commission to issue a Sentinel Event Alert on 

managing the risks of direct oral anticoagulants (TJC 2019), It points out that, while 

DOACs offer ease of use to patients, stopping bleeding events in patients on DOACs is 

more complicated. Different strategies are required than those for patients on warfarin 

and heparin. 

 

The alert focuses on the different reversal mechanisms for DOAC’s compared to those 

for heparin or warfarin. It also notes that a DOAC-specific reversal agent may not be 

effective in treating another kind of DOAC. 

 

It also emphasizes that perioperative assessment and communication are critical. Before 

surgery and outpatient procedures such as cardiac catheterization, interventional 

radiology and colonoscopies —perioperative assessment is critical to assess bleeding 

risk. Communication about the specifics of a DOAC also is critical at transitions of care 

for many reasons. Especially important is avoiding therapeutic duplication. 

 

It has the following 6 recommended actions for hospitals/organizations to take: 

 

1. Create name awareness for the various kinds of DOACs 

2. For each type of anticoagulant medication, use evidence-based protocols and 

practice guidelines for drug initiation and maintenance, reversal of 

https://www.jointcommission.org/assets/1/18/R3_19_Anticoagulant_therapy_Rev_FINAL1.PDF
https://www.jointcommission.org/sentinel_event_alert_61_managing_the_risks_of_direct_oral_anticoagulants/


anticoagulation and management of bleeding events, and perioperative 

management 

3. Have a written policy on the need for baseline and ongoing laboratory tests to 

monitor and adjust anticoagulant therapy 

4. Include the particular DOAC’s indications for use on the patient’s prescription, in 

the instructions for the patient, and in the electronic medical record (EMR). 

5. Address anticoagulation safety practices 

6. Because DOACs are easy to use and rising in popularity, patients with DOAC 

prescriptions may not fully understand the risks of these medications. To reduce 

the risk of bleeding or clotting, provide education to patients and families specific 

to the anticoagulant medication prescribed, 

 

See the actual Sentinel Event Alert for details on each of those actions. 

 

 

The alert also provides links to other Joint Commission resources, as well as resources 

from ISMP (Institute for Safe Medication Practices), the American College of 

Cardiology, and others. Some other useful studies on DOAC’s we’d like to point out are 

from the Pennsylvania Patient Safety Authority (Valentine 2018), the British Medical 

Journal (Vinogradova  2018),  
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