The Department of Pharmacy
Services welcomes you to FSH!

Operations Overview
Medication Safety
Donna Beohannon, R.Ph,

Orientee’s Guide to Medication

Safety .~

1. Get acquainted with the

© pharmacy services

2. Wrile/understand the
componenis of a complele
medication order -

2 Recognize and apply the
medication related national
patient safety goals

4. Discuss the need to report
ccourrences 10 enhance
safa processes.

Medication Manageméht \ |

National Patient Safety Goals
r_elated to medications A\

« 2B Sfandardizg a lis| of abbreviations, acronyms, symoois, and dose -
dasignatons thal are nol 1o be used threughout the oganization

¢ Goal3  Improve the safety of using medications.

s 3C identfy and, at a mifimum, annualy review a list of look-alike/sound- |
atke drugs used by the rganization, and take action to prevent errors
Irtvoiving the interchange of these drugs. .

» 3D Label all medications, medication containers (for exampla, sysinges,
medicine cups, basing). of other solutions on and off the sterile field.

e 3E Reduce tha #kelihood of patisnt harm associaled with the usa of
antleoagulation therapy.

« Goal 8 Accuralely and complelely reconcite medications across the
continiam of carg, - :

KGnal 9 Reduce tha risk of patient hanm resulting from fals. /

Order_ihg -The Evidence \

# The institute of Medicine has reporled that 1.5 million
preventable adverse drug évents arising from a
medication error eccur each year of which between
44,000 snd 98,600 people die.

The Instifute for Safe Medication Practices have noted
that error prone abbrevialions have been frequentiy’
misinterpreted and invoived in harmful medication
B(rors o .
Franklin Square Hospital Center identified through the
Failure Mode Analysis process thai incorrectfiflegible
ordars are a lethal risk to the organization that had no

-

Medication Reconciliation \

\quick resolution, /

e A process fo assist in minimizing adverse drug
events while the patient is in the hospital by:
» Compiling a complete list of the patient’s heme
- medications and

» Reconciling the home medications with those the
patient is taking while in the hospital at

« Every transition of care {admission, transfer and
discharge).
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At Each Transition Point:

Osder Sheet .

Medication riign |
Reconcikation

Transfer Reorder Form

TN

-

Co’mplete Medication Order B

* Time | « Rate, If infused

. Date L] lndicatton

¢ Complete medication e Prescnber S|gnature
name - ¢ Prescriber SMS # or

» Dose printed name,

s Freguency
ZERO TOLERANCE 1S IN EFFECT AT FSHCI

-

DO NOT USE

DO USEN n

+ QD

e “u"for units

s Medication name .
abbreviations like
MgSO4, MSO4

.

. Datly, Qday, 024h
« [nsulin, Heparin
e Order sheets

« Complete Medication
Names

Ordering -The Evidence , \
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S o Medoat-on Ostier W poticy o
tra

o The Institute of Medicine has reported that 1.5 million
praeventable adverse drug events arising from a
medication etrer occur each year of which betwesn

" 44,000 and- 88,000 peopie die.

The Instilute for Safe Meadication Pracilces have noled

- that error prone abbreviations have been frequently

misinterpreled and invelved in harmful medication.
efrors

Franklin Square Hospital Center identified ihrough the-
Faiiure Mode Effects Analysis process that
incorrectillegible orders are a lethal risk {0 the .

\organization lhat had no quick resofution. j

The Data Analysns

0. DIEFantd . —-om-  _erme e =
\ Wedzation Orir Wreng Compiancy . Card
. ) L

The Report Card | . | l
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Dispensing — The Evidence | | '_\

e At FSHC, dispensing errors account for
13% of afl reporied occurrences.

& As with all errors, dispensing
occurrences ¢an be exogenous or
endogenous -

® Technology while beneficial, has
inherent potential for error built int. -

1mbortant Names and Numbers \

» General F'Harmacy :
Number  ~ x7374

» Operations- Carol Ross
%7313

» Medication Safety
’ - (7948

s Pyxis /Pyxis Connect
1-800-727-6102

-

The Pharmacy Depaﬂment‘

Inpatient Ser\)ices R |

» Full Service 24/7/365 » Pyxis

o |V, PO TPN
* Drug Information
# Pharmacist on units

_# Pyxis Connect
- » Deliveries

s Medication Safsty

e Pain Management .  Formulary on-line
» Antibiogram e Occurrence reporting-

on-line

)

Pharmacist on Unit ' \

+ fulti-disciplinary
approach to care
'» Order processing on
patient care unit
e Accessibility to drug
information

\_____ | J

Medication Review o

® Reduction in Polypharmacy

e Elimination of therapeutic duplication
e Dosing adjustment ' :
® Evaluation for fails risk

-




How should I process my order’? \

Faxes are Dead!!!

Utilize Pyxis Connect
Sean Face Down,

. Botiom edge first with
Dpoptio labed altached.
Problem orders are
printed back lo the unit
for clarification
Technical problems —~ 1-
800-727-6102 Pyxis
Connect option 5

Administration ~The Evidence |

¢ Administration, nationally and at FSHC is
the node in which most errors oceur.

» The nurse is the patient’s last defense
against medication error.

® Utilizing indepandent double checks of
medication and patient identifiers
significantly decrease errors.

. '_/

Mmlmzzmg high risk medications
quh Rlsk Medicatlon Pollcv

e Standard concentrations -

e ook alike / sound alike medications

¢ Dispensation only from pharmacy

e Reduce variety , .g. insulin

o Mandatory use of order sets for
Medication Reconciliation, Heparin,
PCA, and Insutin.

¢ Independent double checks

S High sk Mot aron poty Creiea

_/

Preventing Harm from
Anticoagulation (2008) \

» From admission 1o discharge, the patient
~ should be appropriately anti-coagulated
« Admission
« Routine [zb testing ordered {APT/PTT! INR)
s Anlicoagulation medicalion reconciled
« During stay
» Palbieni appropriately bridged
+ Reversed appropriately as ngeded
» Prevent adverse events (HIT)
« Discharge
« Patient receives appropriale follow-up when discharged on
anticoagulant

-

Medication Occurrences

vy Crgirmanad
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How does FSH handle medication

_Occurrences? : \

» On-line reporting

e Actuat events

o *Near- Misses

» Adverse Drug
Reactions

i

What happens with this information? \

L

« Quick resolution
¢ Analysis for trending
and tracking

s Focused Case
Reviews
s Root Cause Analysis

A7

CONTINUQUS IMPROVEMENT IN SYSTEMS AND PROCESSES

N _

Prevent Adverse Drug Events \

Errors resulting in preventable ADEs occurred
most often at the stages of ordering (56%) and
administration (34%); transcription (6%) and
dispensing errors (4%) were less common.
Errors were much more likely to be intercepted if
the error océurred earlier in the process: 48% at
the ordering stage vs 0% at the administration -
stage.

Prevent Adverse Drug Events - |

e )

» CONCLUSION--Adverse drug evenis were commaon
and often preventable; serious ADESs were more lkely

- to be preveniable. Most resulted from errors at the
ordering stage, but many also occurred attha
agministration stage. Prevention strategies should
targel both stages of the drug delivery process

Incidence of adverse drug events and potential
adverse drug events. Implications for prevention.

ADE Prevention Study Group. - .
\Bates bW, T - j

« Best Patient Care
s [pnovatively
e Safely '

e Together ? 5?@
( B & ; - # *

in a Nutshell... {

Questions? B




