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Members of the Patient Medication Safety
Committee:

We feel that the most important factor in the
Improvements that we have made has been the
formulation of the Patient Medication Safety
Committee. We developed the committee in 2009 after
presentation at the 2009 summit. We meet at least
every 2 weeks for approximately 2 hours. We review all
medication variances and near misses as well as
reviewing new/revised Policy and Procedure’s related
to medications. We plan and implement the
Improvements as suggested by Tom and Almut.



Patient Safety

Working together to improve
Patient Safety




_ Institute for Safe Medication Practices _
Form filled out for every reported medication variance and/or near miss

ASSESS - ERR™
Patient MB# Medication System Worksheet Incident #
(if error resched patient) + if no callback idemtifi
Date of ermor: Date information obtained: Patient age

Drug(s) involved in error:

HNon-formulary doagy|

Drug sample(s)?

Drug(s) packaged in onit dose/fumit of nse?

Dirug(s) dispensed from pharmacy?

Error within 24 hours of admission, transfer, or after discharge?

Did the error reach the patient?

Source of IV sohition: O Manufacturer premixed solution yIV i O Mursing IV sdmixture

Brief description of the event: (what, when, and why)

Critical patient information mis
(age, weight, allergies, V5, lab mlner PIEENAncy, p:menr
identity, location, renal Tiver impaim dia,
Critical drop information mis
{outdated/sbeent references, inadequate computer scree
il harmacist, unconirelled dmg formulary,
Miscommunication of drog order?
|1lleg't|le, ambiznous, moomplete, m.lsheari or

Drag storage or dehve_rj' problem?
|s]|:-wmmsrmd1:|m=, mccumte del.u.erv doses mJ...sm,= or

Dirug delivery device prublm'.'
(poor device desizn, misprogramming, free-flow, mixed op
Lines, IV administration of oral syringe contenis, efc.

(lighting, noise, chatter, m.ru:upnom }ﬂﬁ-ﬂ: deﬁ i’
workload. inefficient wm:lﬂon e &

Patient education problun“
|1:r_k ol m.fm:manon m—-nmmphsme uh-_-umn.ratvd o ask

Lack of quality control nrlldnpmiut check systems?
|-q|.1q>m=m qnahl} c:-n:r-u-] d:e\_k mdep_ndem d:ed;r for

Diid the patient require any of the following actions after the ermor that you would not have done if the event had not ocomrmed?
O Testing [ Addidonal observation O Gave antidote [ Care escalated (ransferred, etc) O Additionsl LOS O Other,

Patient oute ome:
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1) Replace current crash carts with a commercially manufactured
emergency cart. As a component of the new emergency cart,
purchase and implement a standardized medication tray that
effectively separates drugs and allows for effective labeling to
prevent errors.

Purchased new crash carts for the
Nursing Station and Emergency
Room

Stocked crash carts according to
ACLS qguidelines

Separated and labeled all
medications to prevent errors

Extra trays stocked and ready for
easy exchange
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2. Implement a reliable system that ensures
opened multi-dose injectable vials are labeled
with the expiration date

Purchased auxiliary labels to be
placed on all multidose vials to
remind staff to date and initial
when opened

Sent memo to all staff stressing the
importance of dating and initialing
any opened MDV

Considering placing label over top
of vial as a reminder



LABEL

DATE EXP. INITIAL
OPENED DATE
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3. Remove promethazine 50mg/ml injectable vials from the

Pharmacy and delete from the Formulary

ISMP recommendation: Limit
concentration. Since 25 mg/mL is the
highest concentration of promethazine
that can be given 1V, stock only this
concentration (not the 50 mg/mL
concentration).

Followed ISMP recommendation to
remove 50mg Promethazine injection
from the Formulary and our Medical Staff
Implemented a policy that eliminates the
use of promethazine IV. It is now only
allowed to be administered deep IM
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4. Apply external medication labels to all drawers of the MDG
automated dispensing cabinet

Applied external medication labels
to all drawers of the MDG
automated dispensing cabinet.
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5. Develop, implement, and monitor use of standardized pre-

printed order orms for unfractionated heparin, warfarin reversal,
venous thromboembolism (VTE) prophylaxis, and subcutaneous
insulin therapy with sliding scale component.

Developed and implemented the
use of standardized pre-printed
order forms for warfarin reversal,
VTE prophylaxis and SC Insulin
therapy with sliding scale
component.

Currently we are developing an
unfractionated heparin form

13



Warfarin Reversal

Warfarin Dosing Guidelines

To initiate a warfann dosing, choose the target INR. range appropriate for the individual
a. 1.8-2.35 (Orthopedic prophylaxis)
(Standard anticoagulation)
c. fitral valve replacement)
Choose the imitial dose.
a. Standard - Smg
b. Low - 2.5mg (A low dose is suggested for patients greater than or equal to 73
years old and/or receiving Bactrim/Septra or amiodarone or metronidazole;
Collect a PT/INR prior to the first dose of warfarn and daily afterward starting day
Use Warfarin reversal guidelines.

ARFARIN DOSING TAELE

See Reversal Guidelines

T previous day dose by 4 mz | T previous day dose by 2 mz
T previous day dose by 2 mg | T previous day dose by 1 mgz
Fepeat last dose given Repeat last dose given

| previous day dose by lmg | previous day dose by 1 mz
See Reversal Guidelines See Reversal Guidelines

* After any dose change, wait 2 days instead of one for the next dose change. (Example: INR =11 on day 4,
then increase dose by 2mg then wait to make any farther changes until day 6).

Heold Warfarin and resume at lower dose when INE. is within the appropriate range. Vitamin E not
indicsted.

pading
Greater than or equal to 5
less than @ & no significant
bleeding

Hold Warfarin doses. Give Vitamin E 2.5 — 5 mz PO (expected reduction in 24 - 48hr). Vitamin K
can ba ted Besume warfarin at lo dio:

Any elevated INF. & serious Call
bleading




VTE Prophylaxis

Date Adult Venous Thromboembolism (VTE) Prophylaxis Order Form
Time (All orders with a ? must be checked to activate. All orders with an M are activated.)

1. Risk factors for the development of VTE:
Age greater then 40 Immobility / paralysis Obesity Serious infection Hip, leg, pelvic fracture
Heart failure Inflammatory bowel disease Pneumonia Respiratory failure COPD / Bronchitis
Thrombophilia Malignancy Pregnancy Varicose veins Nephrotic syndrome
Estrogen use PVD Ischemic stroke CVL / Catheter Prior hx of DVT / PE
Surgery Multiple trauma Smoking
2. Select risk stratification for acquiring VTE (check indication)
HIGH ? Major orthopedic procedures (including lower extremity arthroplasty / fracture)
RISK ? Abdominal / pelvic cancer undergoing operative procedure
MODERATE | ? Stable medical patient with at least one risk factor
RISK ? Moderate surgery without risk factors
? Major medical problem (CHF, sepsis, burns)
? Hand surgery with severe trauma repair

LOW ? Medical patient — Fully mobile, brief admission (anticipate less than 48 hour admission)
RISK ? Surgical patient — Procedure less than 30 minutes, mobile, no additional risk factors
3. Select VTE prophylaxis (select therapy consistent with risk stratification identified above):
Required — Choose one of the following pharmacologic regimens:
? enoxaparin (LOVENOX) 40 mg subcutaneously g24hr
? enoxaparin (LOVENOX) 30 mg subcutaneously g24hr (CrCl less than 30 mL/min)
? fondaparinux (ARIXTRA) 2.5 mg subcutaneously q24hr (Contraindicated if CrCl less than 30 mL/min)
? warfarin (COUMADIN) mg PO daily (maintain INR 2-3)
OR
? warfarin (COUMADIN) mgon and mg on
Required — Adjunct to pharmacologic regimen:
sequential compression devices (SCD) at all times while in bed
Required — Choose one of the following pharmacologic regimens:
? heparin 5,000 units subcutaneously q8hr
MODERATE ? heparin 5,000 units subcutaneously q12hr (e.g. Age greater than 75y or weight less thal 9)
RISK ? enoxaparin (LOVENOX) 40 mg subcutaneously q24hr
? enoxaparin (LOVENOX) 30 mg subcutaneously q 24hr (CrCl less than 30 mL/min)
? fondaparinux (ARIXTRA) 2.5 mg subcutaneously q24hr (Contraindicated if CrCl less than 30 mL/min)
Optional - Select as adjunct to pharmacologic regimen if indicated:
? sequential compression devices (SCD) at all times while in bed
LOW RISK ? early ambulation
4. ? CBC now and every other day with morning labs (moderate or high risk patients as checked above)
Notify practitioner if platelet count is less that 150,000/mm or 50% decrease from baseline.
M INR daily (if warfarin therapy initiated during admission)
5. If evidence of any bleeding, hold next dose and notify practitioner
6. ? No pharmacologic VTE prophylaxis indicated at this time. Must document reason:

—

Patient Identification

Lake Butler Hospital
Hand Surgery Center

Pilot Form 3/15/11

White ( Patient Chart) Yellow (Pharmacy) Pink (Business Office)
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6. Evaluate current medication administration policy and
procedure to ensure it contains a reliable system for
nursing personnel to take the MAR to the bedside during
the administration process and require medications to
remain in the unit-dose packaging until the point of
administration

Developed policy and procedure to
ensure reliable system for nursing to
take MAR to bedside during
administration process

Require medications to remain in unit-
dose packaging until point of
administration

Have on order:

1. Another Tower

2. IV Supply Cabinet
3. Refrigerated Unit

4. New Medication Cart
16






. Develop, implement, and monitor a reliable
system to obtain and document patient allergy
symptoms at admission

Developed new Admission forms
to monitor patient allergy
symptoms upon admission
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LAKE BUTLER HOSPITAL HAND SURGERY CENTER
. ROUTINE ADMISSION ORDERS

TIME HEIGHT

. Admit to: Practitionet/MD Physician Co-Signer
O Inpatient 0 Observation 0 Swing Bed

. Admission Diaghosis:

i

. Room: O Standard O Contact Precautions O Respiratory Isolation D Reverse isolation
. Allergies: (Reaction must be documented)

. Condition: 0 Gaod 3 Fair (I Stable D Guarded

. Monitoring: O Vital Signs Rouiine OR Vital Signs q hours
0 Neurp checks every : hours O Telemetry
0O Complete fall prevention assessment 0O Other
O Complete skin assessment on admission

0 AdLib O Bed rest with bathroom privileges O Strict bed rest
0 Tumn every hrs. 0 OOB to chair as tolerated O Ambulate with assist

O Physical Therapy ~ OOccupational Therapy [ Recreation Therapy O Speech Therapy

3 Call Clinician/MD for: Temp. Greater than 102°F or less than 96°F, SBP less than

90 or preater thaa 160, DBP greater than 100, HR greater than 110 or less than 50,
Respiratory Rate greater than 30 or less than 10

O Cail Clinician/MI} for: Telemetry changes if on telemetry, neuro changes if applicable
DOPRECAUTIONS: OFall OBleeding [ Seizures D Aspiration

0 S5/P Mastectormy avoid BP  ORightarm O Left arm

D Pulse oximetry on admission O Pulse oximelry every __ hrs [ Continuous pulse oximetry

10. Intake/Output: OEvery shift (0 Strict, with daily weights O Other

11. Oxypen: D L/NC 0 Ventimask % [ NRBM % 0O CPAP/BIPAP

0 Incentive spirometry instruction 0 Incentive spircmetry every hours
nRel L/NC PRN to keep sats > %

PRACTIONER/MD: Patient_‘s Name Patient Identification #:

Signature

Original
Paint Dinte 1 140142010 Page 1 of 3

White (Original) ~Yellaw (Phatmaléy) Pink (Business Office)




8. Continue to develop and implement high-risk medication
policy. Essential elements include consistency of labeling
practices in all medication storage areas, inclusion of
warning information at order entry into MDG and
administration procedures (including IV pump
programming).

Consistent labeling in all
medication storage areas

Includes information at order entry
Into MDG for example: tall man
lettering and High Risk Meds
labeled.

Nursing personnel double check
during order entry
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9. Reduce the number of medications in the Formulary by
Implementing an effective therapeutic interchange program
for the following medication classes: H2-receptor
antagonists, proton pump inhibitors, and ACE inhibitors.

Reduced number of medications in
the Formulary thereby eliminating
therapeutic “clutter” and providing
cost containment

1. H2 receptor antagonists — use
ranitidine po and inj

2. Proton pump inhibitors — use
omeprazole po and esomeprazole in|

3. ACE inhibitors — use lisinopril, and
ramipril
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10. Formallg evaluate the ability of the organization to
provide 24// pharmacist review of all medication orders
prlor to medlcatlon administration. This evaluation should
Include a review of current resources as well as services

provided by commercial vendors.

MDG system does allow for remote
access

Currently looking at different ideas:

1. Fax or scan order to the
Pharmacist

2. Use a commercial vendor

3. Possibly acquiring a
telemedicine cart that will allow the
pharmacist to look at the actual

medication and the order at the
same time 23
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