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Sharp End, Blunt End

« Error investigations always

concentrate on sharp (active) end
(front line staff) where

patient/caregiver interaction occurs
Contributing factors and blunt end

(latent) errors often originate where
organizational policies, procedures

and resource allocation decisions are
made
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Emphasis on multifactorial
nature of errors

* Many factors, latent and active, must

be present and in proper alignment for
error to occur
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Systems not people

Medication errors are property of the
system as a whole rather than results

of the acts or omissions of the people
in the system

Performance improvement requires

changing the system, not changing the
people
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Multiple Latent Failures Systems of Medication Use

77-year-old woman given VICODIN for sciatic pain. ¢ Patient Information « Device Acquisition,
She took about 4 doses daily for a week, but was still « Drug Information Use and Monitoring

in pain. « references » Environmental Factors

She contacted physician who, by telephone, . t £ .
prescribed fentanyl 50 mcg per hour patches to be compuiier systems Staff Competency and
applied every 48-72 hours.

« formulary Education

« clinical pharmacists « Drug Storage, Stock
> T and Distribution

od i i
ynamics * Quality Culture

Woman's friend helped her place one of the patches
on the site of her pain, the buttock.

When the woman went to bed she used a heating « order and drug information
pad on her lower back/buttock area. * RM/QI efforts

) .  Labeling, Packagin .
After 2 days of not hearing from the woman, friends dN 9 lat ging « independent checks
found her dead in bed. Gl INEmIERITE « Infection Control
ISMP. (2005). Little patches...Big problems. New safety warnings about fentanyl patches * Patlent Educatlon
ISMP Medication Safety Alert! Community/Ambulatory Edition, 8, 1-2
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Key Safety Principles
in Safeguarding Medications

Constraints
Forcing functions
e Fail-safes
* FMEA
e Simplify
 Standardize
e Externalize or centralize
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Key Safety Principles in
Safeguarding Medications
» Separate
» Use of defaults

Differentiate

Monthly Chart Review Process
Visit facility
Make recommendations
Leave recommendations with facility

Nursing staff calls physicians or
Redundancy physicians review recommendations

Access to information Physician decision
Reminders Recommendation accepted or rejected
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Common Recommendations

OBRA related

Diagnosis

Omissions

Appropriateness

Therapeutic Interchange

PRN orders

Routine monitoring parameters/labs
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Patient Information

Lack of critical patient information

—laboratory values, height, weight,
diagnoses, allergies, other drug therapy,
etc.

—lack of drug information systems that
merge with patient information

— patient misidentification
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Monthly Chart Review

» Retrospective vs. Proactive
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Key concepts in safeguarding
medications

Use reminders

» Warnings in the computer to check specific
laboratory values
“Check allergy” auxiliary labels on selected
containers in emergency boxes or floor
stock

« Allergies (and reactions) prominently listed
on MARs and hard-copy order forms
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Key concepts in safeguarding
medications
Forcing functions

* Prompts that “force” practitioners to list
critical patient information on order forms
Computer configuration that “forces” entry of
allergies before orders can be processed to
allow appropriate computer screening
Bar code systems to “force” patient
verification

© 2008 Institute for Safe Medication Practices

© ISMP 2008

18

Reconciliation

A resident was transferred from a hospital
to a nursing home.

Hospital transfer order was written for

Tiazac 240 mg. At the nursing home, the
order was transcribed as
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Reconciliation

e “Tigan 240 mg” by nursing staff.

e Because Tigan is not available as 240
mg, a pharmacist called the nursing
home physician to clarify the order.
The physician changed the order to
250 mg.

 The patient received the wrong
medication for eleven days.
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Monthly Chart Review Key concepts in safeguarding

: S . medications
Documentation of patient information

— Front of chart Fleetwood Project Phase Il

— All physician communication « Patient assessment by consultant
— MARs (bring pharmacy profile) pharmacist

— Residents with similar names .
— Review transfer order forms  Pharmaceutical care plan
Lab values
— Develop flow sheets for

 Blood glucose levels

* INRs
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: Pharmacy computer system field test of
Drug Information unsafe orders (n=320)

Lack of accessible or up-to-date

referen
ElIerences . . cephradine oral suspension IV 61% 36%
Computer systems that fail to detect . tobramycin 120 mg IV g8h 87% 73%

unsafe orders (Cer = 10 mL/min)

. S . vincristine 3 mg IV x 1 dose 62% 56%
Therapeutic substitution (2-year-old)

Failure to use standardized drug . colchicine 10 mg IV for one dose 66% 55%
protocols . cisplatin 204 mg IV x 1 dose (26 kg) 63% 62%

L. . . . . colchicine 1 mg IV g4h x 8 dose 70% 62%
Lack of clinical pharmacists in patient
care areas

Source: ISMP Medication Safety Alert! February 10, 1999
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Pharmacy computer system field test of unsafe .
orders (n = 183) Textbook errata:
e 2002 Mosby's Nursing Drug

1. Varivax 0.5 mL subcut. Female; pregn&it% 89%
Preg Reference, page 1014:

2. methotrexate 7.5 mg R@eumatoid

daily arthritis 71% 87% — Pharmacokinetics information on two
3. Lantus 25 units IV now  Diabetes 70% 61% products were switched inadvertently for

4. carbamazepine 400 mg monograph on insulin aspart
PO BID 4-year-old child 68% 89% (NOVOLOG) and insulin glargine

5. vincristine 2 mg (LANTUS),

intrathecally today Acute leukemia 65% 60% —Lantus is listed as having rapid onset

6. Fluzone 0.5 mL IM Allergy to eggs 57% 84% and short duration while NovoLog is
Source: ISMP Medication Safety Alert! August 25, 2005 listed as having a 24-hour duration.
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Key concepts in safeguarding Presence of Pharmacist on Rounds

medications N
. . ¢ Rate of ADEs caused by prescribing errors

|mpr0Ve access to information deqreased 72% when a RPh made rounds thh t‘he
Readily available texts in current publication patient care team, spent the rest of the morning in

d h “d he ICU, and was on call for unit's staff the rest of day @
Up-to- at? ¢ qrts ("do r-10t crush”, etc.) 78% fewer preventable ADEs occurred among
Computerized information resources patients when RPh participated in medical rounds®@
Monthly newsletter Number of errors decreased by about 50% through

New drug information the RPh’s daily participation in rounds @

Medication Error scenario (1) Leape LL et al. JAMA. 1999; 282:267-70.

Consultant pharmacists available during (2) Kucukarslan et al. Arch Intern Med. 2003; 163:2014-8.
physician rounds (3) Scarsi et al. Am J Health-Syst Pharm. 2002; 59:2089-92.
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Key medications concepts in Med Pass Review

imit d safeguarding Patient identification process
Limit drug use MAR brought into patient’s room

» Automatic therapeutic substitution Unit dose med brought to patient's
—Proactive vs Reactive room

— Patient gets BOTH medications One resident at a time

Establish practice guidelines/protocols Labels falling off of containers
to manage diseases Par level of medications

Autostop orders to limit dose or duration —Coumadin
—PRN medications
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Monthly Chart Review Key concepts in safeguarding

* Review new admission and transfer medications
orders « Review MAR's for:

Review MAR's for: — Caution statements, especially with new
— Readability (ask nurse!)

medications
—Missing doses/“not available” = error??
—Unsafe abbreviations
— Residents who self-administer

— Clutter
— Allergy information
—Dosage expressions
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Communication of Drug Information

» Barriers that lead to ineffective More than one in ten medication errors are
communication ) .
. . ) directly related to:
Mlscommunlcatlp_n due to: — the use of incorrect drug names,
— lllegible handwriting

— confusing expressions of dosage forms
—Dangerous abbreviations and dose _ misunderstood abbreviations
designations

—Verbal orders
— Ambiguous orders
— Fax-related problems

Research highlights

Lesar et al. JAMA January 1997
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Nurse’s history:
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PA-PSRS Patient Safety Advisory.
Vol. 4, No. 3; September 2007
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