
National Patient Safety Goals®
Effective January 2025 for the Nursing Care
Center Program

Goal 1
Improve the accuracy of patient and resident identification.

NPSG.01.01.01

Use at least two patient or resident identifiers when providing care, treatment, and services.

Note: At the first encounter, the requirement for two identifiers is appropriate; thereafter, and in any situation of continuing
one-on-one care in which the individual providing care knows the patient or resident, one identifier can be facial
recognition.

--Rationale for NPSG.01.01.01--

Wrong-patient or wrong-resident errors can occur in virtually all stages of diagnosis and treatment. The intent of this goal is
two-fold: first, to reliably identify the patient or resident as the person for whom the service or treatment is intended;
second, to match the service or treatment to that patient or resident. Acceptable identifiers may be the individual’s name,
an assigned identification number, telephone number, or other person-specific identifier.

Element(s) of performance for NPSG.01.01.01

EP 1 Use at least two patient or resident identifiers when administe



To achieve better patient and resident outcomes, patient and resident education is a vital component of an anticoagulation
therapy program. The use of standardized practices for anticoagulation therapy that include patient and resident
involvement can reduce the risk of adverse drug events associated with heparin (unfractionated), low molecular weight
heparin, warfarin, and direct oral anticoagulants (DOACs).

Element(s) of performance for NPSG.03.05.01

EP 2 The organization uses approved protocols and evidence-based practice guidelines for reversal of
anticoagulation and management of bleeding events related to each anticoagulant medication.

EP 6 The organization provides education to patients, residents, and families specific to the anticoagulant
medication prescribed, including the following:

Adherence to medication dose and schedule
Importance of follow-up appointments and laboratory testing (if applicable)
Potential drug–drug and drug–food interactions
The potential for adverse drug reactions

EP 7 The organization uses only oral unit-dose products, prefilled syringes, or premixed infusion bags when these



In settings where medications are not routinely prescribed or administered, this NPSG provides organizations with the
flexibility to decide what medication information they need to collect based on the services they provide to patients and
residents. It is often important for physicians or other licensed practitioners to know what medications the patient or
resident is taking when planning care, treatment, and services, even in situations where medications are not used.

NPSG.03.06.01

Maintain and communicate accurate patient and resident medication information.

--Rationale for NPSG.03.06.01--

There is evidence that medication discrepancies can affect outcomes. Medication reconciliation is intended to identify and
resolve discrepancies—it is a process of comparing the medications a patient or resident is taking (or should be taking)
with newly ordered medications. The comparison addresses duplications, omissions, and interactions, and the need to
continue current medications. The types of information that physicians or other licensed practitioners use to reconcile
medications include (among others) medication name, dose, frequency, route, and purpose. Organizations should identify
the information that needs to be collected in order to reconcile current and newly ordered medications and to safely
prescribe medications in the future.

Element(s) of performance for NPSG.03.06.01

EP 1 Obtain information (for example, name, dose, route, frequency, duration, purpose) on the medications the
patient or resident is currently taking when they are admitted to or accepted into the organization. This
information is documented in a list or other format that is useful to those who manage medications.

Note 1: The organization obtains the patient's or resident's medication information when they enter the
organization. This information is updated when the patient's or resident's medications change, for example,
after treatment in another setting, such as a hospital or physician's office.

Note 2: Current medications include those taken at scheduled times and on an as-needed basis. See the
Glossary for a definition of medications. Contact the prescriber with any concerns about specific medications.

Note 3: It is often difficult to obtain complete information on current medications from a patient or resident. A
good faith effort to obtain this information from a patient or resident and/or other sources will be considered as
meeting the intent of the EP.

Ⓓ Documentation is required.

EP 3 Compare the medication information the patient or resident brought to the organization with the medications
ordered for the patient or resident by the organization in order to identify and resolve discrepancies.

Note: Discrepancies include omissions, duplications, contraindications, unclear information, and changes. A
qualified individual, identified by the organization, does the comparison.

EP 4 Provide the patient or resident (or family as needed) with written information on the medications the patient or
resident should be taking when they leave the organization's care (for example, name, dose, route, frequency,
duration, purpose).

Ⓓ Documentation is required.
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EP 5 Explain the importance of managing medication information to the patient or resident when they leave the
organization's care.

Note: Examples include instructing the patient or resident to give a list to their primary care provider; to update
the information when medications are discontinued, doses are changed, or new medications (including over-
the-counter products) are added; and to carry medication information at all times in the event of emergency
situations. (For information on medication education, refer to Standards MM.06.01.03, PC.02.03.01, and
PC.04.01.05.)

Goal 7
Reduce the risk of health care–associated infections.

NPSG.07.01.01

Comply with either the current Centers for Disease Control and Prevention (CDC) hand hygiene guidelines and/or the
current World Health Organization (WHO) hand hygiene guidelines.

--Rationale for NPSG.07.01.01--

According to the Centers for Disease Control and Prevention, each year, millions of people acquire an infection while
receiving care, treatment, and services in a health care organization. Consequently, health care–associated infections
(HAIs) are a patient and resident safety issue affecting all types of health care organizations. One of the most important
ways to address HAIs is by improving the hand hygiene of health care staff. Compliance with the World Health
Organization (WHO) and/or Centers for Disease Control and Prevention (CDC) hand hygiene guidelines will reduce the
transmission of infectious agents by staff to patients and residents, thereby decreasing the incidence of HAIs. To ensure
compliance with this National Patient Safety Goal, an organization should assess its compliance with CDC and/or WHO
guidelines through a comprehensive program that provides a hand hygiene policy, fosters a culture of hand hygiene,
monitors compliance, and provides feedback.

Element(s) of performance for NPSG.07.01.01

EP 1 Implement a program that follows categories IA, IB, and IC of either the current Centers for Disease Control
and Prevention (CDC) and/or the current World Health Organization (WHO) hand hygiene guidelines. (See
also IC.06.01.01, EP 3)

EP 2 Set goals for improving compliance with hand hygiene guidelines.





EP 3 When a pressure injury is diagnosed, treatment to stop the progression of the wound should be immediate and
align with best practices. Documentation must include prevention methods, treatment plans, wound
measurements, description of any exudate, wound stage, and photographic imaging when available.

Note: The National Pressure Ulcer Advisory Panel clinical practice guidelines are an evidence-based resource.

EP 4 Reassess pressure injury risk or wound condition at intervals defined by the organization or as ordered by a
physician or other licensed practitioner.

EP 5 Take action to address any identified risks to the patient or resident for pressure injuries, including the
following:




