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Nurse AdvuseERR

Educating the Hoaltheare Community About Safe Medicetion Practices

From the hospital to long-term care:

Protecting vulnerable patients during handoffs

“hhmlll“

We have 2 new look!

We are very axcited to launch our

ore than 3 million Americans will rely on services p

M cara (LTC) facilities during the year, and greater than

the nearly 16,000 LTC facilities on any given day.' Appy

of these residents will take an average of nine medications d

creasing the risk of medicstion erors, particularly during the tran|
10.a LTC faciliy =

I you do not work in a LTE fasility, you may be asking, “What {====
with me?* Medication ermors thet oceur during transition frarr|
facility often originate in the hospital."” Lapses in communicatio
along with documentstion and transsription smors® have lsd to

care, Studies have that i discharge o

ferrafarral formudo not mateh for more than 509 of LTC adm)|

one in 70% of all 338 Add
i ion of ications intandad for only W
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have been continued. Thug, it is not surprising thst emor rates
been rsportad during transitions batwasn hospitalsand LTC faci
thess srmirs have been serious, life-threataning, or fsts1® as in th

After baing discharged from the hospital, a patiant was transfe|
During the initial sssessment of the patient at the LTC facility, thf
wviewed the transfer information faxed to the facility. This inform:;
of the inpatient medication administration record {MAR), orders|
charge summary, and the refemalitransfer form. The orders an}
cluded the most recent morning and svening inaulin dosss. Howe]
for form, discharge summary, and MAR did not specify the ins|
the concentration of insulin, 100 units per mL, was listed on t
after the drug name. The LTC nurse refermed to the MAR and mit
sulin dose as 100 units per mL when she copied the most cur}
nurse then contacted the patients LTC physician who had fd
courss of hospitalizstion, and he instructed the nurse to *contin)
The nurss transeribad the list of madications onto an ordar fol
pharmacy whars the order was fillsd despita the unusually hi
units in the moming and evening ). The patient received one dosg
perienced ssvers hypoglycemia. The patient was transfemed bay
died a short time after amival.*

As demonstrated with this emor, poar communication across o
takes during order transcription ars the most frequent causes
during transitions from hospitals to LTC facilitiss. Mors than
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AsmP) Quarter Watch

April 19, 2017 — New data from 2016 Q3

DEPRESSION AND SUICIDAL BEHAVIORS

Exploring the link with therapeutic drugs
Emotional problems linked to suvorexant (BELSOMRA) started with missed doses
Very different phosphodiesterase-4 (PDE4) drugs can cause psychiatric problems

Executive Summary

In this issue, we focus on depression and suicidalty as adverse effects of therapeutic drugs. One part of
our analysis fecuses on fwo newer drugs with notably different medical uses. Apremilast (OTEZLA) is a drug
fior severe forms of psoriasis, while roflumilast (DALIRESP) is used fo freat chronic obstructive pulmonary
dizease (COPD). But they share a nisk of these psychiatric side effects though a common mechanism of
action: inhibiting a widely distributed intracellular enzyme called phosphodiesteraze-4 (PDE4). Also, a new
perspective on risks of suicidal thoughts and behaviors comes through examining some striking cases of
suicide and suicidal thoughts after taking suvorexant (BELSOMRA) that began when pafients missed a dose
or stopped the drug. Separately. we examine serious injuries reported for aspirin.

CuarteryWatich ™ iz an independent publication of the Institute for Safe Medication Practices (ISMP) that
monitors all adverse drug event reports submitied to the U.5. Food and Drug Administration (FDA). We
analyze computer excerpts from the FDA Adverse Event Reporting System (FAERS). These reports {best
known as Med\Watch reports) are a comersione of the nation's system for menitoring the safety of
prescription drugs after FDA marketing approval. We also assess drug utilization using dispensed oufpatient
prescription data from CuintilesIMS.

This issue focuses on the most recently released FAERS reports covering the 12 months ending
September 30, 2018, with special attenfion fo the most recent quarter of data, 2016 Q3. In Q3, the FDA
received 259 941 new case reports of adverse drug events, a 10% decline from the previous quarter and a
26.6% decline from the same quarter one year earlier. Of special interest are domestic reports with a fatal,
disabling, or serious outcome. For 2016 Q3 we identified 70,942 new cases, a decline of 17.7% from the
previous quarter, and a similar decline from the same quarter one year earlier. After decades of steady
growth in reported events, case report fotals have been relafively stable for the past two years. However, in
the most recent quarter, declines were seen in practically every category we monitor. Reports from
consumers and health professionals, from foreign sources, and those indicating patient deaths all declined.

Numerous Serious Injuries from Aspirin?

Our interest was spurred when an unexpeciedly large number of serious adverse drug events in 2016
(13 were aftnbuted to the ubiquitous and invaluable drug aspirin. For the most recent quarter, aspirin was the
primary suspect drug in 2,134 reporied cases, including 169 patient deaths and 1,137 gasirointestinal

Clrmlilule for S alis Mesdical on Practicss 2016 03 ‘Qusrtariatoh - Pags 1ol 17
www lsmp.orgiGuartariatnh

https://www.ismp.org/quarterwatch/
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Observe for possible fluid leakage
when preparing parenteral syringes

Thi institute Tor Safe Medication Practices (BEMP) has
hexard from: three hospitats about occasional instanoes
of medication leaking from syringes. Leaks hawve
watonidod past the first and second rib on the black
stoipper on the parentera! syrings plunper rod into the
surface of the syringe bamel that is exposed to air
|Figure 1). The situation appears (o ocour &5 liguid B
drawn Into the syringe rather than after the syringe
has been filled. In some cases, personncd said that it
has happened rarely, and they may not have realized
the situaion was out of the ordinary, 50 nsiancess may
haare gone unreparted.

The reported  syringes
harve been manufsciured
by B0, ard both the com-
pay and the 'US Food and
Drug Adrministration (FDG)
Center for Devices and
Radioiogical Health [CDRH)
are aware of the situation,
We are not cortain i this
ssue may also involve syringes from ather manufac-
turers. While syringes in the reported cases have been
of varying sires, BD reports that the syringes invohwed
in ils review have predominantly been the 10 mL sise,
There k& a cormective action project underway 1o
‘adkdress the issue with the 10 mL syringes.

In assessments B0 has made, the company found that
leakage into the area between the frst and secard ribs
of ihe stopper retains the sterility of the fluid and in
most instances has no impect on the volumetric accu-
racy of thi defivery of the medication.

Proper user technique when preparing syringes. can
b helpful i presenting this sttuation, especally with

Figure 1. Medalion of sobulions drrss nlo s syringe hie acked
bk Fras biacw plunger (oircied I red|. which mary poss a probiss:
it ey ared el Fevcing of hordous Sngs

lrger syringe sizes (e.g. 30 mbL and 60 mLL As a
syringe i being filled with the wial inverted and the
syringe below the vial, there may be a tendency to
pull the plunger rod at an angle toward the user and
not ahways mairtain a2 wertical alignment with the
syringe barrel, 'With an increased amount of Muid in
the syringe, the ribs of the stopper may be angled
enough 1o cause leakage past the stopper ribs. BD
says that it is ahways important to ensure vertical
algnerent of the plunper rod with the syringe harred
when wilhdrawing a solution using this imeerted vial
technigue,

IEMP recomminds shar-
ing this information with
stexrile syringe production
personned!  and  dinical
personne| who prepare
medications in parcrteral
syringes. Ask them to
alwanys obsorve prepared
syringes for this sitution
if leakage is observed beyond the first and second
ribs of the stopper and into the area exposed to air,
the syringe and medication may have been contami-
nated and showld not be used. Additional precautions
o avoid contaminating work surfaces and exposing
persanne| are required if leaking syringes contain
hazardous drugs.

W & keaking syringe o dentifed, the syrings lol maem-
ber should be identiffed and recorded, snd such
instances should be reported to the FDA MedWalch
Program (www. isnp.org/scPid=1660]. the ISMP
National Medication [Errors HE'pdl"!il'l‘ PPD-EI'.'IM
[MERP} {wwow. ismp o MERF), and the syringe man-

ufacturer.
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NATIONAL ALERT NETWORK (NAN)

4

October 9, 2017

This akert is based on informiation from the Mational
Medication Errors Reporting Program operated by the
Institute for Safe Madication Practices.

Severe hyperglycemia in patients
incorrectly using insulin pens at home

The Institute for Safe Medication Practices
(ISMP)
Reporting Program (MERP) has received
several reports of patients who failed to
remove the inner cover of a standard insulin pen nee-
dle prior to attempting to administer the insulin. The
latest event resulted in a fatality. A recently hospital-
ized patient with type 1 diabetes did not know to
remove the standard needle cap  safaty Pen Needle
from the insulin pen needle prior
to administration. He was
unaware that he was using the
pen incorrectly and, thus, had not
been receiving any of the insulin
doses. The patient developed dia-
betic ketoacidosis and later died.

National Medication Errors

Outer Cover

Neadle Shield

With the MovoFine Autocover (Figure 1) safety needle,
for example, the user holds the outer cover of the nee-
die while it is attached to the insulin pen and then
removes it, exposing a plastic needle shield that covers
the needle. During administration, as the device is held
against the skin and pressure is applied, the needle
shield slides back to allow the skin to be punctured and
the insulin to be injected once the buttonis pressed. As
the needle is remowved from the skin
after administration, the shield slides
back over the needle. The needle is
hidden throughout the process so the
patient will never see it.

The Autocover safety needle system is
different from standard insulin pen
needles widely used by patients in the

To protect staff from needlestick
injuries and guard against the
reuse of needles, many hospitals
use insulin pen needles that auto-
matically re-coverand lock the pen
needle once injection has been
completed and the needle has
been withdrawn from the skin.
Such products include NOVOFRNE
AUTOCOVER (Mowvo Mordisk) and
BD AUTOSHIELD DUQ. These safe-
ty needles are also recommended
for some patients with manual
dexterity limitations or if a care-
giver is administering the injection
to a patient.

Figure 1. NowoFine Autocover is an axample of
insulin pan neadle with a naadla shield that
automafically ratracts upon injaction and re-
covers and locks over the needla whan
withairawn from the skin. (BD AmnShiald Duo, nat
picturad hare, is another axample of a safaty
needle used with pens.|

Standard Pen Needle

Outer Cover

-

_ Needle Cover
F 3

Figure 2 BD Ultra-fina 1l i an example of 2
standand pen needle. Bath tha outar cover and
inner naedla cover must be removad prior to
injection.

home, which do not employ an auto-
matic needle shield. These standard
needles are available from brand and
generic manufacturers. Because stan-
dard pen needles and those with an
automatic needle shield look similar,
patients may not be aware of the dif-
ferences in preparation for administra-
tion. Both the automatic safety needle
and standard needle systems have a
larger outer protective cowver that,
when removed, exposes etther a
retractable needle shield (Figure 1) or
a plain inner needle cap (Figure 2). The
automatic safety needle shield is not

continued on page 2—MAN >

The Netioma! Alert Netwark (NAN| & a cosfition of members of the Mationsl Coondinating Council for Medication Emor Reporting and Prevention (NCCMERF). The
network, in cooperation with the insticute for Safe Medication Practices (I3MP) and the Amenican Society of Health-System Phamacists (ASHP), distribwtes NAN alers
o wam healthcare providess of the risk for medication emors that have cawsed or may cause ssvious harm or death. NCCMERP, ISMP, and ASHF encourage the sharing
and repoting of medication emors both netionally and hocally, 3o that |essons leamed can be used to increase the safety of the medication uze system.




Quarterly Action Agendas

 One of the most important ways to prevent
medication errors is to learn about problems that
have occurred in other organizations and to use
that information to prevent similar problems at
your practice site.

e The ISMP Quarterly Action Agenda is prepared
for leadership to use with an interdisciplinary
committee or with frontline staff to stimulate
discussion and action to reduce the risk of

medication errors.
e http://www.ismp.org/Newsletters/acutecare/actionagendas.aspx
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AN LL0ED

ISMP). (One of the most important ways to prevent medication errors is to leam about problems that have occurred in other organizations and to use that information to prevent similar
problems at your practice site. To promote such a process, the following selected items from the Apri-June 2017 issues of the ISMP Medication Safety Alert! have been prepared for

April - June 2017

ismp QuarterlyActionAgenda

leadership to use with an interdisciplinary committee or with frontline staff to stimulate discussion and action to reduce the risk of medication errors. Each item includes a brief description

of the medication safety problem, a few recommendations to reduce the risk of errors, and the issue number to locate additional information. Look for our high-alert medication icon under
the issue number if the agenda item involves one or more medications on the ISMP List of High-Alert Medications (www.ismp.org/sc7id=479). The Action Agenda is also available for

download in a Microsoft Word format (www.ismp.org/scid=2965) that allows expansion of the columns in the table designated for organizational documentation of an assessment, actions
required, and assignments for each agenda item. Continuing education credit is available for nurses at www.ismp.org/sc?id=A80.

No.

Problem

Key. /& —ISMP high-alert medication
Recommendation (Organization Assessment

Wholesaler totes may be a source of fungal contamination

Action Required/Assignment

Date
Completed

(8,9)
a

Two hospitals reported aerosolized
fungal contamination in cleanrooms
believed to be caused by contaminated
wholesaler totes. In one hospital,
Penicillivm was discovered in both the
anteroom and a laminar flow hood.
Soon after, practitioners noticed the
tote covers from the drug wholesaler
had visible mold growing on them.
Cladosporium, Aspergillus, and Penicil-
fium species were cultured from the
totes. Bringing grossly contaminated
totes into a pharmacy increases the risk
of contamination in the cleanroom.

Regularly inspect arriving totes and
other packaging, and take immediate
action if needed, including follow-up
with the wholesaler or supplier to
resolve the issue. Follow best
practices developed by CriticalPoint
{wwnarismp.org/sc ?id=2903) that call
for the use of a sporicidal agent when
unpacking supplies from corrugated
cardboard boxes before bringing
them into a cleanroom. (Sterile
isopropyl alcohol is ineffective in
eradicating these types of micro-
organisms.)

Missed

heparin-induced thrombocytopenia (HIT) diagnosis from heparin-coated device

{9
A

During a procedure, 2 wire and catheter
had been dipped several times in a
solution containing heparin before
insertion to prevent clotting. The patient
developed thrombocytopenia 6 days
later. A lab test for HIT was positive but
ignored because the primary care
physician did not know about the
undocumented source of hepann. Once
home, the patient suffered a thrombosis
in his arm, requiring amputation. Hidden
and undocumented sources of heparin
exposure make a diagnosis of HIT diffi-
cult

Compile a list of drug-eluting stents
and commercially available and/or
user-applied medication-coated cath-
eters/devices used in the facility.
Establish a system to document in the
patient's record any exposure to
medication-containing devices. Look
for hidden sources of medications if
symptoms arise in patients suggesting
possible HIT, an allergic reaction, or
other drug reaction. Discontinue all
sources of heparin (including heparin-
coated catheters and heparin
flushes), and initiate treatment if HIT
is suspected or diagnosed.

July 13,2017

ISMP MedicationSafetyAlert!=

0AA1T

11



FRINTER-FRIENDLY WERSION AVAILABLE AT FHARMACYPRACTI FMEWSE DM/ E2017 ﬂ

Medication Errors: _J ISMf;f'
The Year in Review :

Horshar, Pensspivani

An srarsreduction program begine by establishing & muls

raventing madication tidisciplinary toam to improve medication use. To bo ottoc-
; j live, 1hie Team must be given reasanatle tims and resounes o
Brrors kS an essontial aszoss madication safety and Implomant systemwida changes
- that make it difficult or mpossibée for practiboners to make
compaonent of caring for miistakes that snclarger patisrts. This hEuII.icEI:i-Fllir..r]r [
patients and must be a core should accept ownersiip of the medication-use process and
sntbusiastically smbrace the oppartunily b mpross medicas
mission of every pharmacy. tion salaty.
3 ; : The goals of the tearm showkd inchude the dollowing:
For medication error=-prevention & Promola a culbure of safely to lowor medication erqars.

= Imcrease detection ard reporting of medication ernors: and

efforts to be effective, patentially hazardous drugeuse situsbomn

they must be a priority. * Explore and understand the root couses of medication
BT T s o g 1
1 Ay & 34 W & (] Barcede-anab e poirt-of oo rateme e caigrad 1o saner
ey incihd the ¥ o bnailld abuty slerta and cire L=+ Thaw verify and
W A P B U] T WS T TS e iy Sk PR M 6. S N IOTOR 16 T T I TR ol 8 3 (i
e i arug-d 2| B TR sad O ELEARES TRAT MAITHER thill AeaSramd 10 The BT Oy ol
o efinkcsl dexiuy wimorl nirg 4 baeoos o e radcadion ad The patieels e ibizerad

“RET inunken B 1S Siom e L Gnke e e 4mn—nmm”um
pesineniE v & dreg |EOwy 4 EN pracarineg sees BreEL o 5 doas AimreL ADCY thadd & IR the b,
[

= wninblred s o chrical paTrery, e Faciis’a 1m0 00 oyalerm and Secily e St e DTy
e T e Ay S
ard oo prtent fior T AENSC O ECCESE D DASRENT Wil CUTION TR
& “robun™ pharmacy orowr entry yabem b By e ceced itk s EN’ it i oftmery and phor
CPOE vt ahil medl Ba Sl 10 pradals Tasliis ks datels darth sy L ik
directly interfsce wiey & Raaih cae facliy'y Inforeation sxtema, A reom v dome  formasan o T 3etee aTe L ok R,
red gt fnloes recoid to b T skt S oo SCanEng WD LA oS e -
oy whils ey oy or dealsl moges Tome con peneabe drugoechic edmnoe
tranion natet and Bhe for pol nt-of -Cane LEaraing Dy rAsac

FRAREACTFRLCTICEME WS ORISR EAARHALY FEALTICE HEWS SPECIAL EDITSON = FOIF |4’

http://www.pharmacypracticenews.com/download/MedErrors ppnsel017 WM.pdf

12


http://www.pharmacypracticenews.com/download/MedErrors_ppnse1017_WM.pdf

ISMP Guidelines

e Formal guidance documents with
recommendations on improving safe medication

use in specific practice areas
https://www.ismp.org/Tools/guidelines/default.asp

 Recent guidelines:
o Subcutaneous Insulin (2017)
Adult IV Push Medications (2016)
|V Sterile Compounding (2016)
o Building a smart infusion system drug library (2017)

Guidance on interdisciplinary safe use of automated
dispensing cabinets (Under revision)

o

o

o

13


Presenter
Presentation Notes
Part of ISMP's core mission is to use this knowledge to disseminate practical, proven error prevention strategies to the entire healthcare community. Following are some of the formal guidance documents that ISMP has issued with recommendations on improving safe medication use in specific practice areas. 
Please note that these guidelines may need to be adapted to take into account ongoing technological advances as well as emerging medication safety information. 

ISMP is unique in its extensive knowledge and understanding of the system-based causes of medication errors, based largely on interdisciplinary review of thousands of reports to its national Medication Error Reporting Program (MERP) as well as hundreds of visits to healthcare organizations nationwide. 

https://www.ismp.org/Tools/guidelines/default.asp
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ISMP
Safe Practice
Guidelines for
Adult IV Push
Medications

A compilation of safe practices from the
ISMP Adult IV Push Medication Safety Summit

Prepared by the Institute for
Safe Medication Practices (ISMP)

_ISMP)

INSTITUTE FOR SAFE MEDICATION PRACTICES
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Smart infusion pumps with drug libraries

3

Building a Smart Infusion Flgure 1 Phases

DEZIGH

Prougzaroalicn

System Drug Library

Introduction

A smart infusion system is designed to minimize

programming errors and the related risk of patient F—
harm. Each facility develops a customized infusion g:,f;ﬁﬂ“:ﬂﬁfﬁ%::ﬂ:

system drug library, which includes dosing ranges
and other safety limits for individual drugs. During
infusion programming the pump checks the entries
against the drug library and alerts the clinician when
@ drug library limit is exceeded, preventing the
patient from receiving an incorrectly programmed
infusion.

A comprehensive drug library is critical for the
effective and safe use of any smart infusion system. —
The effectiveness of a smart pump system’s ability to TESTING

~ . L Tesis speciio for each Care Ara
detect programming errors before an infusion is
delivered to a patient is dependent on how well the

drug library is built and maintained.

Infusion systems with Electronic Health Record (EHR)
system interoperability provide additional
programming safety and facilitate clinical
documentation.

Figure 1 is an overview of the process to build an
infusion system drug library, including steps to

consider for EHR integration. EHR INTEGRATION

Mingroieeg EHFE truggs b pusres g liseary
Itegeation Testing

Design Phase

Step ONE — Establish the Team

One of the success factors for a well-built drug
library is collaboration from all stakeholders.

http://www.ismp.org/tools/Building-Smart-Infusion-System-Drug-Library.pdf



http://www.ismp.org/tools/Building-Smart-Infusion-System-Drug-Library.pdf

ISMP Guidelines for Safe
Preparation of Compounded
Sterile Preparations

Original Publication: 2013
Revised: 2016

‘f f

=
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Draft Guidelines

) for the _ ) )
Safe Electronic Communication of Medication Information

Safe presentation of drug
nomenclature and dose expressions

List all medication-related products by genetic name using all lower-

case letters (unless using tall man letters as mentioned in item #8)
as the primary expression of drug nomenclature, ensuring that each
matches US Food and Drug Administration (FOA)-approved nomenclature
so that electronic medication records agree with all package labels.

2 Do not include the salt of the chemical when expressing a generic

drug name unless there are multiple salts available {e.qg., hydrOXY-

zine hydrochloride and hydrOXYzine pamoate). If the salt is used as part

of the name (e.g., US Pharmacopeial Convention [USP]-approved abbre-

viations such as K [potassium], Na [sodium], HBr [hydrobromic acid], and
HCI [hydrochloric acid]), it should follow the drug name, not precede it

3 As appropriate, list associated brand names in a requisite field
using an uppercase first letter (unless using tall man letters). Al-
though the use of all uppercase letters is a standard convention for trade-
marks, mixed-case and lowercase letters are more unique and distin-
guishable than all block-like uppercase letters, which look similar especially
in low lighting.! Trademark symbols (e.q., TM, &) should not be used.

Express suffixes that are part of the drug name (e.g., SR, CD, CR)
within both the generic name field and the brand name field (e.qg.,
diltiazem CD, Cardizem CD).

Do notabbreviate drug names (e.g., MTX for methotrexate has been
misunderstood as mitoXANtrone; MS0y for morphine sulfate has
been misinterpreted as magnesium sulfate).

Do not use outdated terminology when referring to medications or

solutions (e.q., “heparin lock flush” for saline lock) or medical jargon
that may not be as clear as familiar lay terms (e.g., “ophthalmic™ and
“otic” can be more clearly expressed as “eye” and “ear”).

7 Avoid using drug protocol acronyms (e.q., CVP) without defining
the protocal (cyclophosphamide, vinCRISting, predniSONE) at least
once within the electronic communication.

Use tall man bolded letters (e.g., DOBUTamine and DOPamine) to
help distinguish look-alike products on screens to minimize the
risk of selecting the wrong product when medication names appear al-
phabetically in look-up lists. See www.ismp.org/Tools/tallmanletters.pdf
for FDA and ISMP Lists of Look-Alike Drug Names with Recommended
Tall Man Letters. Pharmaceutical manufacturars are required to use tall

man lettering for drug names on the FDA list

Awvoid the use of known error-prone abbreviations, symbols, and

dose designations, including those on the /SMP List of Error-Prong
Abbraviations, Symbols, and Dose Designations (www.ismp.org/Tools/er
rorproneabbreviations pdf) that may cause confusion in electronic formats.
Examples include:

E Do not use trailing zeros when expressing medication/solution
doses (e.g., use § mg, never 5.0 mg).

01 Use leading zeros for doses less than 1 measurement unit (e.g.,
0.3 mg, never .3 mg).

B Spell outthe word “units.” Never use the abbreviation U, which
easily can be mistaken as a zero, causing a 10-fold overdose. Never
abbreviate international units as |U, which has been confused as IV
(intravenous); this measure can be expressed as “units” alone.

El Include properly spaced commas for dose numbers expressed
in thousands or millions (e.g., 5,000 units).

B Express weights and measures in a standard fashion and use
USP standard abbreviations for dosage units as follows:

(1) cm = centimeter

(2) m (lowercase) = meter

(3) ko = kilogram

(4) g = gram

(5) mg = milligram

(B) mcg = microgram

(do notuse the Greek letter mu [u], which has been misread as mg)
(7) L (uppercase) = liter

(8) mL (lower-fuppercase) = milliliter

{do not use cc which has been misread as U or the number 4)
(8) mEqg = milliequivalent

(10) mmol = millimole

H Do notinclude a period after dose designation abbreviations
(e.0., mg.).

1 Donotuse apothecary system designations or symbols (e.q,, arains,
drams, minims), or household measurements (e.g., teaspoon, ounces).

I Donotuse IN as an abbreviation for intranasal (may be confused
with IV or IM}; use “intranasal” or “NAS.”
continued on page 5—6uidelines
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Institute for Safe Medication Practices (ISMP)

Guidance on the Interdisciplinary
Safe Use of Automated Dispensing Cabinets

UNDER REVISION
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http://www.ismp.org/Tools/guidelines/default.asp

22



B & - -

r ) F Instine bor Sale .'\-1..-d1hn Practices | |
SMP! Tnstitiste for Safie Medication Practices ‘e

FOA and ISMP Lists of I S IVI P TO O I S ISMP's Hstufﬁru-ﬁmdbhwbﬂbm, .‘)‘jmbo."s,md Dose Ibsigmﬁbm

Look-Alike Drug Names with Recommended Tall Man Letters T e treetn, i, et o) ot s ke e o

[ ] this tabile fave been reporied o [SMP the EMP tre, tefephoneverhal preser Ellm campuler-generated
he leok-alike: drug remes in the Tahles tiat fallow heve bemn raiaa, [SUP foliowsd| ore: of thesr: tesied mefodolagies whesser m“mmm[mngmm .mpd PMERP) & labeks, Ishels far dr ShrEge ns, medicatian adminisration
muodtied using =l men {mised o) |eters to befp dow atenden possible. Called the OO0 rele, the mefhodolagy suggests warking fm mgwmmm In barmiul m&mmlmﬁwmmdmmmmmm

0 the dimimbamies s their sames. Several sudies bewe sawn fo the It of the word st by capratany ol the charanters 1 fhe gt tion ermoes. They dl[‘l'EIIhemdmmumu— BTy SCreEnms.

highlightisg sections of dreg rames wsng tall mas keiers cen help

ance: bwa ar more dissimibr etters are encountersd, and fhes, werking

romi the right of the ward back, retumisg twa or more ltten common

distrguust il dug sames! making them sz prone 13 mia 47
U F Tt i [ F . »
fiaas hawe prometed te use of il - 3 , L
rsmplarar v 3 Institute far Safe Medication Practices (ISMP) —
ol 1 ot | ISMP List Ang !t:'tg!é Meg_fsfﬁgsdmnms
nanes with recommended| (2l man) J‘ﬂ ute Lare jﬂys [ emmmne
dering fhe FOW Mame Differestiatiol H 4 H 4 H
_;h;m_m ISMP List of Hfﬂh'ﬂfﬂﬂ Medications in st st g e g kst it e s g s
. ovesing significant patient harm when they are us=d I emr 13 Isfermation shaut fiese: dnugs; Imiting acoess fa hige-dlert I
Tabile 2 pwthl!dﬂd!llﬂi i cumm““l‘t‘ﬂlnmhulatn Hea"hcare l.hlm]l mistzkes may or " may nat be mart comei with these medicatians; udng audliery ladels and anamated alerts; nd o ':'r
fromm [SMP rega] = devastating fa emplaying redusdancies sach as aviomated or independent double- frgel” o e’
mm“‘”m.‘m — ?dcdlh:fi‘ which medloe-  cheoks whes necessary. (Nate: manal isdependent double-chedis
o vokmtary Lz by hea Bz pra| ghralert mediceans are dugs Bat beor 2 beightzsed risk of Thiz m| h L emors. This are nat ahways the aptmal emar-reductiss sirriegy asd may nat be
Sy oot b Ea1gog oot psest borm when téey & (e e, ] Hertsg, storage,  practial for all af the medictons o e ds)
Aitough misialess moy or may sot be more commen with these dngs,  lebels |-
— e s e e sy e v sl ISMP'’s List of Confused Drug Names A TR
(e of he Findtier wih e e Wiz Bopes you wall oz this It 1 cetermise which mediovisss eque ) brgt e, e - i
sitert ks b beekh setngd spenial safeguards o reduce fhe sk of emors and minknize ham. mhtlfmﬁndm!;!mmiﬂmhidﬁﬂ E“mmmmﬁnﬁmw&:&mm p—— il
e W ek e in ﬂewﬂdmwhm‘ prscrptons ané ltek: iebiang the pernse of B meicEan m
m&'th Euu Dlexe/ Caleguies of Mesicaton M \istion Sty Hert® Commenity) presceitions; configuring compuier i creens b prevent look- = Yl L0 e -
e e ﬁulnmmmm IFlrmEl dhmﬁmmﬁmmﬂdrarﬂﬂuﬂlﬂh‘mul i b
mmmu—.mm alherﬂeISI Mstona Medcatin Ears Resorn i murihkdlnmnmnhmn B Sl o SEl
T L oAt Lt o B mirin MERE) or |SMP latonal Vaczina Frors Reparting WP s Eaoth e FOA-approved and e IEME-recommendd tell men e
] I et
Trug Mame with wnmw . VERF]. Wz ope you will e this It o detmmine which masicatons  {mined e2sz) |etters hawe been incleded in e It below. = LLALT
— Lo — o oy ) R
ekl g Cndoma g B i, [T
Sagcanic e, il e T T T
= | W££ Arb [ e ST T R ————r
anTHIDrre, CrReSPORINE. oot LIS AT :
R B aaTRg =i S TILANITE SeHEUMITE oo i R ol e e
— e Wi Iy St i anil]0lFn= ML pRtmSI v gt
cior| Inszlo, ol formudstans meliy artd ETANIDE sl ILINIDE =i o]
I g o mpzzid [ Trbisore pretmare, ¥
e - — — - — S ~
= —] I i ] — 1T o I, LA 2 X TR L g 2
Taad (=T [em——— [ & o il 1500 e bam sngied wat For el ol by
e ———— E T Tod mmrsnn:mm mmm&:;u;ﬂl YO A S T o R B o =
R ] T 5] T [ R
ﬂ gnancy catzgary X duzs f20. basenian, 18DbEtnek) ey el =T
[T ] Iaknl Ml W [ pria
A T = | e Trecsie e T N — [ s
I = = ey | L
st e i i B o, o prac s
L — Ao an e egars bt e LSHP Mkt Ers egrag Pragran (3 = = ":: E: i s — b o s v
N e e b W gt nimr:-dd:;d' ﬂPmudahﬁpﬂnﬁhﬂ-ﬁ!mlﬂhﬂu oy = = Tt I 1. g Moy 4 e 0, st rqueed . (50 sy o=
I O g B0 S desigree o kerty mnln:mﬁw Mr izl = = ] == st T P GO W IR Y [T ME-Mart
huﬂummmmmmm the ISUP ERS, e [puetuzier} [—T] e 1] 'y e o, e s
*"‘“’f“" L1 L My RFEpask e, e mlmulmnmun'm-mm-dn;
uimd l’lrﬂmi LT L o W vl e ] L] b ) s EYm B 25 W i o e Th e o
ﬂiﬁl‘d"* Az Az Aren At M (ebraradie beraestec ager] g e s ol kg o ol e i P
mmup-iemmmm [ = = = Tl sannr e
M L— — — 5" 0 o s et
Fn e
)tm“'l L ';-m mn: ThEr "u::‘m“n ¥ s :ﬂ
mnmuuum-mmnum:_ﬁ: T = el T ™ Tt == = Wlﬂ*““m'ﬂﬂlmﬂ
A 1 ¥ 1 P B S 6 T T ; =
En.'ﬁ.f:'-.“:w. “:“ v :“m-u“u&“:;r: T 1= Tk Trasin e
o b T Tor Tk Tamak _—
e e T — — e e ASMP)
Tl =
[ angzren 3 et Ratvert ——
Rk Trace [l [T
"J:Jm::qmll:lu R LR r T A AP o o B B Sy s sy el PO AR R S e Frmr
ISMP)
ml!.
1] 23




ISMP Self Assessments

These tools will help you assess the medication
safety practices in your institution, identify
opportunities for improvement, and compare your
experience with the aggregate experience of
demographically similar organizations.

http://www.ismp.org/selfassessments/default.asp
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ISMP Medication Safety Self Assessment® for
High-Alert Medications

eneral High Alert Medic elions
Kosramuscolzs Blcking Agenis
Cancommated Eleciolyios Inection
Mapnesiom Suliale Injection
Wodzrmae Sedotos i Aduls md Childen,
ISMP Whriairil Siadkatan in Dhiblron

. . - 4] nsifen Sabacelseons laliiracrmicy
Medication Safety R I
Self Assessment™ e Sens

for High-Alert [
Medications i s
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ISMP Medication Safety Self Assessment for
High-Alert Medications

Self-Assessment Tool

Help providers assess the safety of
. . . ISMP
systems and practices associated with BEVEESEES
self Assessment®

up to 11 categories of high-alert for High-Alert
medications Medications

e Heighten awareness

e |dentify and prioritize
e (Create a national baseline

High-Alert Medications

Medications bearing a heightened risk
of causing significant patient harm
when used in error
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Presentation Notes
This picture is the cover of the workbook, which is available on our website (click on spotlight on our home page).

Organizations can submit their findings to ISMP by December 15—directions on our website and in the workbook.




Targeted
High-Alert
Medications
in the Self-
Assessment

e W e

o

8.
S.

10.
11.

12.

General High-Alert Medications
Neuromuscular Blocking Agents
Concentrated Electrolytes Injection
Magnesium Sulfate Injection

Moderate Sedation in Adults and
Children, Minimal Sedation in Children

Insulin, Subcutaneous and Intravenous

Lipid-Based Medications and
Conventional Counterparts

Methotrexate for Non-Oncologic Use
Chemotherapy, Oral and Parenteral
Anticoagulants

Neuraxial Opioids and/or Local
Anesthetics

Opioids

Choose one or all of the targeted medications for evaluation!
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Presentation Notes
These are the categories of high-alert medications covered in the assessment. Organizations that submit findings to ISMP must complete a demographic section and the general high-alert medication section. After that, organizations can pick and choose the categories that they want to complete and submit to ISMP based on the drugs used in their facility.


ISMP Medication Safety Self Assessment for
High-Alert Medications

e Hospitals and LTC facilities

e Certain outpatient facilities
— Ambulatory surgery centers

o o — Emergency/urgent care facilities
Pa rt|C|pa nts — Oncology clinics

— Treatment centers
— Dental surgery centers
— Endoscopy centers
— Diagnostic testing centers

e Choose one or more high-alert
medication categories

 Encourage assessment of all categories
of high-alert medications used in the
facility


Presenter
Presentation Notes
The assessment is intended for use by a wide audience of healthcare providers.

Several changes have been made to this particular self assessment as compared to
our other self assessments to make the tool easier to use. Participants can choose
one or more of the high-alert medication sections to assess. They can complete the
tool in phases, responding to just the sections on the high-alert medication categories
used in their facilities. They can even submit their findings anonymously to ISMP as
each section is completed.
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Presentation Notes
These are pictures of the TOC in the workbook, and the FAQs, which cover general questions about the assessment and specific questions about certain items that might require further explanation. FAQs can be found on our website.
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Presentation Notes
These are the initial endorsing organizations. USP has endorsed but after the workbook was put together, so their logo is not included on this screen shot. 


Assessment Instructions

Intended to be completed by interdisciplinary team
About 250 items in total without demographics
Complete sections applicable in their organization
5-point Likert-type scale from A to E for assessment

Blind weighted scores for A through E

— Items with no benefit for partial implementation will be
weighted so choices below E will not provide any value

Overall scores for each high-alert drug and the general
items will be presented as a group

— General items integrated into applicable groups
Definitions and FAQs
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Data Analysis Plan

 Describes proposed approach for analyzing
responses to assessment

— Analytic methods

 Weighting the items

* Five scores
— Weighted score for each medication
— Maximum weighted score
— Mean weighted score
— Percent score
— Mean percent score

Compare demographics to national profile
Descriptive statistics
Difficulty and cost with implementation



Collaboration
with ISMP

Contract with ISMP to establish a
cohort of data for the system

Each facility will enter a code
when setting up an account

ISMP will provide health system:
— File of aggregate results
— Comparative national data
— Priority recommendations

For information, contact
selfassessment@ismp.org



Presenter
Presentation Notes
This slide provides information about contracting with ISMP to get aggregate data for a large health system or group that wants to work collaboratively to analyze the findings and develop an action plan. These systems will get a code (three letters from ISMP, followed by location-specific numbers that the health system will provide) to enter when creating an account in the online form prior to submitting data to ISMP. The email address at the bottom of the slide can be used to ask for more information (goes to Allen). 

mailto:selfassessment@ismp.org

Benefits of Participation

Assess practices
and systems

Heightened
awareness of best
practices

Eye-opening
discussions

Identify specific
challenges

General
By drug

Common to all
drugs

Prioritize
improvement
opportunities

Low scoring drug
Low scoring items

If submit data to
ISMP

Weighted scores

Comparative
reports

Aggregate data
health systems
collaboratives

Track experiences

Repeat assessment

Meet/gauge
compliance
managing high-alert
medications

The Joint
Commission

Centers for
Medicare &
Medicaid Service
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Presenter
Presentation Notes
This slides describes the benefits of participating in the assessment. For the last benefit (#6), the assessment will help organizations meet TJC standards as follows:

Medication Management Standards

The hospital has a process in place for managing high-alert and hazardous medications
The hospital implements its process for managing high-alert and hazardous medications

Performance Improvement Standards

The organization collects data to monitor performance
The organization collects data on the following: significant medication risks and errors
The organization takes action on improvement priorities
The organization compares data with external sources, when available
At least every 18 months, the organization selects one high-risk process and conducts a proactive risk assessment

CMS Standards

Hospitals must take steps to prevent, identify, and minimize medication errors (focus on high-alert medications called out in the standards with examples of how to prevent errors with high-alert medications). Pharmacies must also be aware of external alerts to real or potential pharmacy-related problems in hospitals.



Other Project Outcomes

ldentify evidence-based practices to reduce the
risk of errors with high-alert medications

ldentify error-reduction practices that are
supported by expert opinion

Heighten awareness of the distinguishing
characteristics of a safe system for using the
targeted high-alert medications

Create a baseline of national efforts to enhance
safe use of targeted high-alert medications

Allow participants to compare their findings with
demographically similar organizations
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Assessment—General Demographics

Basic
— Bed size, location, ownership, scope of services

Training programs
Pharmacy services

— 24 hours
— Satellites

Specialty staff
— Medication safety officer
— Hospitalists, intensivists

Available technology
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Insulin, Subcutaneous and Intravenous

Scope: Unless otherwise stated, these items pertain to all concentrations of insulin prescribed, prepared, dispensed, and/or adminis-
tered by the subcutaneous, IM [rare], and/or IV routes of administration using a vial and syringe, pen, continuous subcutaneous insulin
infusion device (insulin pump), and/or infusion,

) Demographic Questions

1) It a patient admitied to the facility takes insulin at home in a higher concentration than 100 units/mL (U-100}, how are
these insulin doses typically provided during hospitalization, long-term care admission, or outpatient encounter?
(sedect all that apply]

O Insulin doses of the same form and concentration are available and dispensed for the patient

O The patient is comverted to U-100 insulin doses

O The patient is started on an insulin infusion

O The patient is asked to supply his or her own insulin from home for administration in the facility

O We never administer insulin in our facility

O Other: (please specify)

2) Where is general (non-patient specific) unit stock of insulin pens and vials stored in patient care units/ireaiment
areas?

Insulin pens? (select all that apply)
L O ADC in a matrix drawer containing multiple insulin types
O ADC in matrix drawers containing a single insulin type
O ADC in a single drug access drawer
O ADC refrigerator
[ General medication refrigerator
[ General stock at room temperature
O Non-patient specific insulin pens are not stocked in patient care units/ireaiment areas
[ We don’t stock insulin pens anywhere in our facility
O Other: please specify)

Insulin vials? [select all that apply)

L O ADC in 2 matrix drawer containing multiple insulin Types

ADC in matrix drawers containing a single insulin type

ADC in a singla drug acoess drawer

ADC refrigerator

General medication refrigerator

General stock at room temperature

Non-patient specific insulin vials are not stocked in patient care units/ireatment areas
We don't stock insulin vials anywhere in our facility

Other: (please specify)

ooooooog

continued on page 49 »
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Assessment—Insulin Demographics

e Demographics
— Which insulins are used and methods of dispensing
— Storage of insulin
— Certified diabetic educator, endocrinologist

Insulin doses of the same form and concentration are available from the
pharmacy and dispensed for the patient

Insulin doses of the same form and concentration are available from unit stock
and removed and labeled for one patient

The patient is converted to U-100 insulin doses when the patient’s total
dose of the concentrated insulin is below a hospital-defined dose

The patient is converted to U-100 doses regardless of the patient’s total
dose of the concentrated insulin

The patient is started on an insulin infusion to deliver appropriate doses
of insulin

The patient is asked to supply his or her own insulin from home for

administration in the hospital
39
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ISMP Medication Safety Self Assessment®
for High-Alert Medications

Y There has been no activity 1o mplement this item.
P> Seli-Assessment tems C This e s boon formaly discussed and consadesnd, but it has naf been implemennd
[l Tk e hazs been partially implemented for some or 2l patients, orders, dnegs, or staff.
O This e s ully implemented for some patients, anders, drugs, o siafl

[ This it s bully implamented for all patients, orders, drugs, or st

AlB|C|D|E

General ltems

Standard insulin protocols andfor order sets exist and ane used 1o guide care when: (score each item individualty)

Corerting from oral agents to insulin
Managing insulin durng planned and unplanned intemuptions of oral and enteral nutrtion
Circumstances when a clinician other than the prescriber may adjust or hold an insulin dose

LIsing CONCENTRATED INSULINS

Managing pregnant and postpartum patients with pro-existing diabetes

Managing patients recedving glucocorticoid therapy

Treating hyperkalemia

Treating calcium-channel blocker overdoses using high-dose insulin

Treating clinically significant hyparglycemia and hyperasmalar hyperglycamic state
Treating clinically significant hypoglycemia

Monitoring patients via defined |aboratory testing and badside poaNT-0F-caRE glucose monitoring,
and communicating critical blood glucose values

Managing patients when their symploms are incansistent with a cument blood glucose value

An W insulin infusion or schaduled subcutaneous insulin with RASAL, NUTRIMONAL, 3nd CORRECTION-
2 | A msuuw doses is used to manage bood ghcose levels in patients with diabetes: and patient
blood glucose levels are nat managed solely using sliding scale insulin.

—E oes =i OF @ == 0 B 0 o B -

The insulin concentration (e.g., U-100, U-200, U-300) does not follow the name of the insulin on
the MAR/eMAR or other medication lists, with the exception of regular insulin U-500 (HumuLIN R
LS00

TawL sann ETTERING with bolded text for the unique letter characters of look-alike insulin names
FAQ | joq., HumalOG and HumuLIN: NovoLOG and NovoLIN) is used when displaying the names in

4 | computer order entry systems, ordar sets, protocols, quidelines, MARs/aMARs, ADC screans, infu-
sion pump screens, drug storage bins, and phammacy labels and/'or AUTOMATED SYSTEM LABELS.

of

continued on page 516




Assessment examples—Insulin Items

Protocols, P-D-A, Pens, Concentrated Insulin, IV Insulin, Diluted Insulin, Pumps,
Hypoglycemia, Transitions, Patient Education

* Pharmacists confirm that the patient has an appropriate indication before
approving initial insulin orders.

e The pharmacy prepares and dispenses patient-specific, prefilled syringes
of basal insulin doses (if stability permits) for patients who are not using a
patient-specific insulin pen device or insulin pump to deliver basal doses.

e Either U-500 insulin pens or U-500 insulin syringes are used when
preparing, dispensing, and administering U-500 inulin to patients during
hospitalization; neither a U-100 insulin syringe nor a tuberculin syringe is
used in the hospital with U-500 insulin.

e U-100 insulin vials are not dispensed or stored as unit stock in neonatal
intensive care units.
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Background—Other ISMP Assessments

ISMFP Madication Safaly
2”]7 Self Azgezsment’ for
Antithrmbatic Therapy

2 [I ‘| ISMP Medication Safety
Self Assessment” for Hospitals

| ASMP)

Fundad by The Commonwealth Fund =~ i e e ez pnices

JSMP) ismp

http://www.ismp.org/selfassessments/default.asp

ASSESSING BARCODE VERIFICATION SYSTEM READINESS

COMMUNITY PHARMACIES

AT AT PRATTET
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2011 ISMP Medication Safety Self
Assessment® for Hospitals

2 [I " ISMP Medication Safety
Self Assessment” for Hospitals

Funded by The Commonwealth Fund ~ msriro o sare wemizeman Fach
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VIl. ENVIRDNMENTAL FACTORS, WORKFLOW,
AND STAFFING PATTERNS

VI. DRUG STANDARDIZATION, STORAGE,
AND DISTRIBUTION (contmued|

A B C D E A B C D E

Core Characterstic #12
Medications are prascnbed, ranscribed, prepered, dispscaad, snd sdministersd within an efficent end sate
workllvw and in & phrysicel envirenment that olfers adequete spece and bghting, and allows precliteners to
remin Fecused on medication wes wilkoal distrections.

Core Characteristic #9
Unit stock s raabnched,

PATIENT-5PECIFIC D9SES are dispemsad lor al least 30% of al inpeciable
110 mmﬁm_mm::ﬁmaﬂmﬁwmfmamt pedianic, and
. LLaghting i Bdegiiate {ihamnatin leveks around 100 loal-candles) i cleaty neonatzl il
rrad latals and oftar mporant dreg and pabieet irfomadion in phamacies, T i o ) o
gatienl il medizalion reoms, alisnt oo, and at ADCs. a1 Allral solid mediztions am dispansed w0 patiest cam enis in laheled,
riarhy-lo-use URIT DOSES.
‘inrkspares whars medications ane prepared are ordary and fres of duthar T
15 ! o i — | E— S Al oral liguid medications are dispersed o pationt cane mnits finclding
151 Pharmacias and patiant unit medication moms r arsas) hawe adsmquats 112 | neonstal, pediatric, ol critical core urils) in labeled, ieady-o-use PATENT-
spaace for storage of dugg, IV solulions, and dnsy supplies. SPECFE DOFES.
Mesticafion prgaration amas is the phamacy and on pabient carm units jqz | W selebone tRet ara inavaiabie commencally ene prepered n the phamacy
152 are isolated and nebativisy free of distactions, inberrupsions, and noise (nol anless nendnd in emoegent lifesaving situzsions
qgraaizr than 50 decbals [464)|.
Phermacy 113 2l alashamenc pumps and prepares all [V spiulion and
153 | Al phene clls o she phamey e ioged and foreded f2 medation 194 | iigations nocderd in the nperating reom: or pmcedural areas fnchiding
praparation snd order astry areas onky when necessany niaventanal redukgy, Garde: calhelerzalion aness), unless nesded i
amamant [fesasing smations
Aireas wihana drig) onderd are transcnbied and/'or anmared inD COMPETER 1
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Sursas solpct medications for admisisiation in medication rooms, 22 - - -
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157 thmtnﬂuaﬁuﬂmnmhamquemmbﬂum [alienls
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2017 ISMP Medication Safety Self
Assessment © for Antithrombotic Therapy

ISMP Medication Safety
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Antithrombotic Therapy
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¥ ASSESS - ERR"

S0& MEDICATION SYSTEM Worksheet
Patient MR#

(if error reached patient)

Date of error: Date information obtained:

Drugls) invalved in error:

Incident #
it no callback identrfiad: O

Patient age:

Nan-formulary drug(s)? OYes OMo
Drug sample(s)? OYes DONo
Drug(s) packaged in unit dosefunit of use? OYes ONo
Drug(s) dispensed from pharmacy? OYes OMo
Error within 24 hours of admission, transfer, or after discharge? OYes ONo
Did the error reach the patient? OYes DONo
Source of IV solution: O Manufacturer premixed solution O Pharmacy IV admixture

Briaf description of the event: [what, whan, and why)

O Mursing IV admixture

Possible causes Y/N

Critical patient information missing?
(age, weight, allergies, V'S, lab values, pregnancy, patient
identity, location, renalfliver impairment, diagnoses, atc.)

Critical drug information missing?
(outdated/absent references, inadequate computer scraening,
inaccessible pharmacist, uncontrolled drug formulary, etc.)

Miscommunication of drug order?
(illegible, ambiguous, incomplete, misheard, or
misunderstood orders, intimidation/faulty interaction, etc.)

Drug name, label, packaging problem?
{look/sound-alike names, look-alike packaging,
unclear/absent labeling, faulty drug identification, atc.)

Drug storage or delivery problem?
(slow turn around time, inaccurate delivery, doses missing or
axpired, multiple concentrations, placed in wrong bin, etc.)

Drug delivery device problem?
(poor device design, misprogramming, free-flow, mived up
limes, IV administration of oral syringe contents, atc.)

Environmental, staffing, or workflow problems?
(lighting, noise, clutter, interruptions, staffing deficiencies,
waorkload, mefficient workflow, employee safety, etc.)

Lack of staff education?
(competency validation, new or unfamiliar drugs/devices,
orientation process, feedback about erors/prevention, etc.)

Patient education problem?
{lack of information, noncompliance, not encouraged to ask
questions, lack of investigating patient inquiries, etc.)

Lack of quality control or independent check systems?
(equipment quality contral checks, independant checks far
high alert drugs/high risk patient population drugs etc.)

Did the patient requira any of the following actions after the error that you would not have done if the event had not accurred?
OTesting O Additional observation [ Gave antidote [ Care escalated (transfermed, etc.) O Additional LOS O Other

Patient outcome:

© 201 2 leditute lor Sale Madication Praciices

https://www.ismp.org/Tools/AssessERR.pdf
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FAILURE MODE AND EFFECTS ANALYSIS (FMEA):

A TooL TO HELP GINDE ERROR PREVENTION EFFORTS

[Too often, marketing efforts, contractual agreements with purchasing growps or vendors, and cost serve as primary sources of information when making
decisions abowt which medical products to purchaze and wse. Evaluation and input from thosa who would be using the preducts may not be sought and
lerrar potential may not be considerad ahead of time. Later, this may lead to unforeseen problems in the hands of clinical users.

[These pitfalls can be avoided by using a process known &s Failure Mode and Effects Analysis (FMEA). FMEA is an ongoing quality improvement process
rthat is carried out in hezlthcare organizations by 2 multidizciplinary team. It can be employed to examine the use of new products and the design of naw
mervices and processas te detarmine points of potential failure and what thair effect would be - before any error actually happens. In this regard, FMEA
differs from Root Cause Analysis (RCA). RCA is & reactive process, employed afteran error occurs, to identify its underlying causes. In contrast, FMEA is
@ proactive process used to look more carefully and systematically at vulnerable areas or processes. FMEA can be employed before purchase and
mplemeantation of new services, processes or products to identify potential failure modes so that steps can be taken to avoid errors before they ocour.

w can FMEA be used to reduce the risk of madication errors? To cite one example, 2 multidizciplinary committee could wse FMEA to 253esz new drugs
eing considered for the formulary. Here's how the process would work .

-5tep 1: The committee would explors how the intended product would be procured and usad, from acquisition through administration. Who would
rascribe the drug and for what type of patient? Where would the drug be stored? Whe would prepare and dizpense it? How would it ba administered?

+Step 2: Potential failure modes (how and whare systems and processes may fail) would be identified while considering how the product would be used.
ould the drug be mistaken for another similarly packaged product” Does the label clearly express the strength or concentration? Does the name sound
wwr look like another drug on the formulary? Are dosing parameters complex? Is the administration process arror prone?

+Step 3: Once failure modes have been identified, staff would determine the likelihood of &8 mistake occurring and the potential consequences of an
rzrror. What would happen to the patient if the drug were given in tha wrong dose, at the wrong time, to the wrong patient, by the wrong route, at the
wrong rate or at the wrong time?

+Step 4 5taff would identify any preexisting processas in place that could help detect the error before it reaches the patient, and evaluate their
effectivenass based upon knowledge of human factors.

. Step 5 : If failure modes could cause arrors with significant consequences, actions would be taken to pravent the error, detect it before it reaches tha
|patient, or minimize its consequences. A few examples include using an alternative product; preparing the drug in the pharmacy: standardizing drug
ioncentrations, order communication and dosing methods; using auxiliary warning labels or computer alerts; and requiring antry of specific data inte
womputer systams before processing orders.

\ithough industries outside of medicine have developed elaborate FMEA scoring systems to rank items far action, the simplified FMEA process as
idescribed above can be an efficient proactive risk management tool, especially when organizations considar what is already known about error potential
| [from past experiences or information available in the media such az the [SMP Medication Safery Alert! ® newslettars.

\Adapted frgm  [SMP Medication Safety Alert! ® October 17, 2000 ()21,

® Failure Mode and Effects Analysis (FMEA) Eibli

* REDUCING MEDICATION ERRORS Through Failure Mode & Effects Analyzis (Video; available at the ISMF Store)

ISMP ) B8

Homs | Contact Us | Employmant | Lagal Matizes | Brivacy Policy | Help Suppart ISMP

5
AT Mad -ERRS "%gnedicatiun Safaty Officars Saciaty 'S’Fur consumars

[ ] ISMP Canada | E [SMP Spain | 1SMP Brasil | |ntarnational Group | Pannsylvania Patiant Safaty Authosity
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Institute for Safe Medication Practices

Example of a Health Care Failure Mode and Effects Analysis for IV Patient Controlled Analgesia (PCA)

Processes & | Failure Modes Causes Effects Probabilitv | Hazard Actions to Reduce
Subprocesses | (What might happes) (why it happens) Score Failure Mode
Prescribing
Asssss pathent Inaccurate pain Cultural mfluences; patient Poor pam conirel 8 Standard scale to help assess
assesament unable to arbeulate pain; training on cultural
mfloences
Chooss Wrong analgssc Clinseal situahon not Improper dosing; 12 CPOE with decision support.
anmalgesic’mode | selected considersd (age, renal improper drug; allergic clinical pharmacy program;
of delrrery function, allergies, etc.); Tespomse; standard PCA protocol with
tolerance to opuates not improper use of -ﬂn:dunnnm,puml-uf-m
protocols not followed (or not feedback mechanism on drug
available), concomitant use of shortages with information on
other analpesics not substitute drogs available;
conudered; drag shortage; salaction critera for PCA
kmowladee deficit: impropar patisnts
selechion of patients
appropraate for PCA
Prascriba Wrong doss Enowlsdes daficit; mental Orrerdose; under-dose; 12 CPOE with decision support;
analsesic (loading, PCA, slip; wrong salsction from ADR climical pharmacy program;
constant, lock-out), | list; information about drug standard PCA protocols
route, frequency not available
Froper patient Knowladge deficit; mental Failure to detect 12 Standard PCA order sets wath
monitorng not shp problems sarly to monitorms suwdalines
orderad prevent harm
Prescnibed on wrong Smﬂimmptut ‘-\-mgpmmmu 9 Match therapy to patient
humtwpwmm dose; ADR.; allergic patient names; nisible
order form or scresn
Unable to reach covering
Mo order recerved physician Poor pam control 4 Proper physician coverage and
communication channels

© Inatitute for Safe Medication Practices 2005

Note: Hypothetical FMEA for typical hospital usmg patient controlled analgesia. Specific hosprtal msues and hazard scores will differ at each practice location 51




2016-2017 Targeted
Medication Safety Best
Practices for Hospitals

The purpose of the Targeted Muedication Safety Best Practices for Hospitals is to identiby, inspire,
ard mobilize widaspread, national adoption of consensus-basad best practicss for spacific
medication safaty issues that continue to cause fatal and harmful errors in patents, despits
reprated warnings in [SMP publications. Hospitals can foces their medication safety effarts over
the naxt 2 yeara on these best practicas, which are realiatic and have bean successfully adopted
by numerous organizations. While targeted for the hospotal-based setting, soms best practices
may b applicable tn pther healthcare settings. The Targeted Medication Safety Best Practices
Tar Hospitals have been reviewed by an ecternal expert advisaory panel and approved by the ISP
Bioard of Trustesc. Related izzues of the ISP Medication Safety Alert! are referanced afar each
best practice.

I5MP encouraqes hospitals that have notimplemented the 2014-2015 Targeted Medication Safety
Best Practices for Hospitals |Best Practices 1 through G} to do s0 &5 a prionty. whils implemanting
thue e 2016-2017 bust practices. Twa of the 2014-2015 Targeted Medication Salety Best
Practices for Hospitals (number 2 and 3) hawve been revisad for 2016-2017. Best practices number 7
through 11 are new for 2016-2017.

_ISMP)

Www.ismp,l]l'ﬂ IMETITUTE FIE S&FF WEDICETION PRACTICES

http://www.ismp.org/tools/bestpractices/default.aspx



2016-2017 Targeted B '= ——-;;“
Medication Safety Best - I3
Practices for Hospitals e _-

e Purpose: inspire widespread adoption of consensus-
based best practices on specific error-related issues
that continue to harm patients and/or cause death

e Primary target areas:

— IV vincristine — Use of oral syringes

— Oral methotrexate — Oral liguid dosing devices

— Patient weights in metric units — Glacial acetic acid

— Neuromuscular blocking agents — Eliminate liter bags of sterile
— High alert drug via smart pumps water

— Use of technology for IV

— Availability of antidotes and , ,
admixture compounding

rescue agents

53


Presenter
Presentation Notes
The targeted best practices are realistic strategies upon which hospitals can focus their medication safety efforts over the next 2 years. The best practices have been reviewed by an external expert advisory committee and each is accompanied by a rationale. Related issues of ISMP’s acute care newsletters are referenced to offer additional background. We strongly encourage adoption of these practices in all US hospitals. We will be monitoring the effectiveness of this effort, so we are conducting a short survey to get a sense of the current level of implementation of these best practices as a baseline.
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Importance of Consumer Involvement

Read this important infarmation before using:
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Before you use the patches
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rrechcines you have been taking and for how long.

While wearing a fentanyl patch
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ACCESSISILITY

S ConsumerMedSafety.org

PROTECT YOURSELF FROM MEDICATION ERRORS O Search site

Home  Medication Safety Articles | Tools and Resources | Latest FDA Medic

Medication Safety Tools
TxSes o A A | HEEE

High-Alert Medications

» Warfarin (Coumadin} » Cooycodone with Acetsmi

{Percocet, Rooicet)
» Apidra (insulin glulising)
» Humalog (insulin fispro)

» Lowvenooe (enoxaparin
» Methotrexate (Rheumatres, Trexal)
» Fentanyl Patch {Duragesic)

» Hydrocodone with Acetaminophen x ke mei g
(Vicodin, Lorcet) » Levemir {insulin detemir)

» Nowvolog (insulin aspart)

High-Alert Medications- Version en espafiol

» Warfarina f » Oicodona con aumamimf#
» Encxaparing 1 » Humazlog {insulinz lisproktl
+ Parches de Fentanile £ » Movolog (insulina aspart)

» Metotresesto » Lantus {insuling glarging) @
» Hidrocodons con Acetaminofen 1 » Apidra {insulina ghlisi '
» Levemir (insulina determirk
i

Know Your Medicine

» Read Your Prescription

» Read Medicine Labels

3 Un=zafe Medical Abbrevistions

» List of Confused Drog Names

» Throw Away Your Old Medicine Safely

Taking Your Medicine Safely

» Measure Liguid Medications

» Pamphiet on orzl chemotherapy

» Administer Medications

» List of Tablets You Can't Crush or Chew

» Keep Track of Your Medicine

» Get Financial Help with Purchasing Medicine
» Genersl Advice on Safe Medicstion Use

Tools and Resources

'+ Bafe Medicine MNewsletter

'+ Patient Safety Websites

* Insulin Safety Center

'+ Medication Safety Tocls and
Resources

v+ Ower-the-Counter Medicines

-r—z SROUGHT TO YOU B
AsSMp Institute for Safe Medication Practices @h FE. m
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ISMIP International

Safe Medication
Vlanagement Fellowship

ISMP is now accepting applications for
a unique 2-year International Fellowship

Sponsored by: Baxter International

Location and Term:The 2-year International Fellowship, sponsored by Baxter International,
begins on September 1, 2017, at the Horsham, Pennsylvania (near Philadelphia) office of
tha Institute for Safe Madication Practices (ISMP). Relocation to the Horshami/Philadalphia area
is required.

Qualifications: The International Fellow must:

M Have an advanced degree in healtheare le.g., PharmD, mastar’s degras)

B Have at least 1 year of experience in a clinical role in an acute care setting

M Be fluent in written and spoken English

B Bo a US citizon or have official documentation that allows him or har to remain in the
US for 2 years and travel internationally for a week or more at a tima

Description: The International Fellowship will help train a medication safety leader sesking
a long-tarm carear at an intarnational leval. The Fellow will be involved in global medication
zafoty initiatives, address worldwide safety izsues, and halp increase global reporting of med-
ication errors. They also will work directly with international professional organizations and
medication safety centers, and attend multi-country medication safety meetings and events.
The Fellowship offars an unparalleled opportunity to learn from and work collaborativaly with
US and international experts in medication safety to assess and develop global medication
arrorprevantion stratagias.

How to Apply

Information, & course outline, and an application can be found at:

wwwismp.org/sc?id=2898
Applications can also be requested by calling 215-847-7797,

The application deadline for the International Fellowship is June 30, 2017.
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Advanced Education Opportunities

ISMP Fellowship Practitioner in

e 12 month experience Residence
1 week “rotation”

tailored to each
practitioner
* |ncludes didactic

* Prepare practitioners for
medication safety
leadership positions

e Opportunities to network sessions and the
with pharmaceutical, opportunity to work
healthcare, legislative, with ISMP staff on a
and regulatory medication safety

professionals problems
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