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 ISMP National Medication Errors 
Reporting Program 

Medication Error Reporting Program 
Vaccine Error Reporting Program 

Consumer Error Reporting Program 
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ISMP National Medication Errors 
Reporting Program (MERP) 
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National Medication Error Reporting System 

• Issue nationwide hazard alerts 
and press releases 

• Dissemination of information 
and tools 

• Product nomenclature, 
labeling, and packaging 
changes, device design, 
practice issues 

• Advocates for national 
standards and guidelines 
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Presentation Notes
Early warning system
Issue nationwide hazard alerts and press releases
Lipid and conventional product mix-ups
Methotrexate daily instead of weekly
PCA by proxy
Learning
Dissemination of information and tools
First list of error-prone abbreviations, high-alert drugs
Medication Safety Self Assessment
Change
Product nomenclature, labeling, and packaging changes
Reminyl to Razadyne to prevent mix-ups with Amaryl
Standards
National Patient Safety Goals
Public policy
Testimony at Congressional hearings, Senate briefings



ISMP Websites 

www.ismp.org www.medsafetyofficer.org www.consumermedsafety.org 
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ISMP  
Newsletters 
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Presenter
Presentation Notes
DMEPA has access to the acute care, nursing, and community/amb care newsletters on L: drive



https://www.ismp.org/quarterwatch/  7 

https://www.ismp.org/quarterwatch/


https://www.ismp.org/NAN/default.asp  8 

https://www.ismp.org/NAN/default.asp
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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.   

• 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. 

• http://www.ismp.org/Newsletters/acutecare/actionagendas.aspx 
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http://www.ismp.org/Newsletters/acutecare/actionagendas.aspx
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http://www.pharmacypracticenews.com/download/MedErrors_ppnse1017_WM.pdf  
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http://www.pharmacypracticenews.com/download/MedErrors_ppnse1017_WM.pdf


ISMP Guidelines 

• Formal guidance documents with 
recommendations on improving safe medication 
use in specific practice areas 
https://www.ismp.org/Tools/guidelines/default.asp  

• Recent guidelines: 
◦ Subcutaneous Insulin (2017) 
◦ Adult IV Push Medications (2016) 
◦ IV Sterile Compounding (2016) 
◦ Building a smart infusion system drug library (2017) 
◦ Guidance on interdisciplinary safe use of automated 

dispensing cabinets (Under revision) 
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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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Smart infusion pumps with drug libraries 

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

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

UNDER REVISION 
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ISMP Tools 
& Lists 
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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 
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ISMP Medication Safety Self Assessment for  
High-Alert Medications 
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Self-Assessment Tool 
Help providers assess the safety of 
systems and practices associated with 
up to 11 categories of high-alert 
medications 
• Heighten awareness 
• Identify and prioritize 
• Create a national baseline 
 
High-Alert Medications 
Medications bearing a heightened risk 
of causing significant patient harm 
when used in error 

Presenter
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 

1. General High-Alert Medications 
2. Neuromuscular Blocking Agents 
3. Concentrated Electrolytes Injection 
4. Magnesium Sulfate Injection 
5. Moderate Sedation in Adults and 

Children, Minimal Sedation in Children 
6. Insulin, Subcutaneous and Intravenous 
7. Lipid-Based Medications and 

Conventional Counterparts 
8. Methotrexate for Non-Oncologic Use 
9. Chemotherapy, Oral and Parenteral 
10. Anticoagulants 
11. Neuraxial Opioids and/or Local 

Anesthetics 
12. Opioids 

Choose one or all of the targeted medications for evaluation! 

Presenter
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.



Participants 

• Hospitals and LTC facilities 
• Certain outpatient facilities 

– Ambulatory surgery centers 
– Emergency/urgent care facilities 
– Oncology clinics 
– Treatment centers 
– Dental surgery centers 
– Endoscopy centers 
– Diagnostic testing centers 

• Choose one or more high-alert 
medication categories   

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

ISMP Medication Safety Self Assessment for  
High-Alert Medications 

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.



Workbook and Frequently Asked Questions 
29 

Presenter
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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Endorsing 
Organizations 
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Presenter
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 
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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   
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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 

1 

Assess practices 
and systems  
Heightened 
awareness of best 
practices 
Eye-opening 
discussions 
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Identify specific 
challenges 
General  
By drug  
Common to all 
drugs 

3 

Prioritize 
improvement 
opportunities 
Low scoring drug 
Low scoring items 
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If submit data to 
ISMP 
Weighted scores  
Comparative 
reports 
Aggregate data 
health systems  
collaboratives  

5 

Track experiences 
over time 
Repeat assessment 

6 

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  

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

• Identify 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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Assessment—Insulin Demographics  

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

• How are concentrated insulins provided?  
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Option U-200 
insulin 

U-300 
insulin 

U-500 
insulin 

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 

      

Other: (please specify)       
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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. 

• 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.  

• 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. 

• 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 

42 
http://www.ismp.org/selfassessments/default.asp  

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


2011 ISMP Medication Safety Self 
Assessment® for Hospitals 
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2017 ISMP Medication Safety Self 
Assessment ® for Antithrombotic Therapy 
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https://www.ismp.org/Tools/AssessERR.pdf  
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https://www.ismp.org/Tools/AssessERR.pdf
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http://www.ismp.org/tools/bestpractices/default.aspx 
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• Purpose:  inspire widespread adoption of consensus-
based best practices on specific error-related issues 
that continue to harm patients and/or cause death 

• Primary target areas: 
 

 – Use of oral syringes 
– Oral liquid dosing devices 
– Glacial acetic acid 
– Eliminate liter bags of sterile 

water 
– Use of technology for IV 

admixture compounding 
 

– IV vincristine   
– Oral methotrexate 
– Patient weights in metric units 
– Neuromuscular blocking agents  
– High alert drug via smart pumps 
– Availability of antidotes and 

rescue agents 
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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.




www.consumermedsafety.org  
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http://www.consumermedsafety.org/


Importance of Consumer Involvement  
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Advanced Education Opportunities 

ISMP Fellowship 
• 12 month experience  
• Prepare practitioners for 

medication safety 
leadership positions 

• Opportunities to network 
with pharmaceutical, 
healthcare, legislative, 
and regulatory 
professionals 

 

Practitioner in 
Residence 
• 1 week “rotation” 

tailored to each 
practitioner 

• Includes didactic 
sessions and the 
opportunity to  work 
with ISMP staff on a 
medication safety 
problems 
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