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Eordering, delivery or administration
of a medication.

B 7 _ - Medical Errors
= 8 A medication error is by = 0%
definition (NCCMERP) Erro peventable
a PREVENTABLE adverse event.
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Y moy.admissions iave experienced a preventable
yerse drig event

OV I-5% actually result in harm(ADE) or death

Year Rank

1999 g==dirrors increased 500% over the last decade(UK)
X More than 20,000 reported to FDA since 1992

2000 ¥ Medication errors and Adverse Drug Events are the
single leading cause of medical injuries accounting for

2003 19.4% of all adverse events
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Theoretical vs Practical

ntordering Transcription
g 0 (1-12%
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Nursing administration Pharmacy dispensing

26-38% <= 11-14%

(Bates et al & Leape et al)
JAMA 1995;274:35-43
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2. lllegible handwriting
3. Unclear dictation

— deficits(44%)

o Communication errors(16%)

Physiological human factor

1. Omission errors
= 2. Improper dose errors
@/3. Unauthorized drugs
(USP, 2000)

Psychological human factor

Psychosocial human factor Pharmaceutical human factor
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1. poor lighting

= 2. noise
= $lncapacity B 3. interruptions

~ ®Violations 4. too much workload
& Insufficient knowledge

Can be rule-based, knowledge-based 3. heat
or skill-based mistake 6. confined space

] . Error
Consciousness level Probability

Asleep =
Obtunded/sleepy > 1/10

. Inattention

o Iliness

Clear, resting 1/100- = 5. Fear, anxiety and anger

400, U8Y Inexperience

Clear, in action <1/1,000,000 . 10
Unsafe working conditions

Over-tensed, panicky >1/10 . Communication problems
excited
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= _f:Vély young and very old age
— 13. Poor facility
14. Equipment failure

15. Language barrier and/or limited literacy

swiledgeniormation

b and standardization

S elaulty dose checking
sFaulty identity checking
eInadequate monitoring
eEquipment error
eTranscription error

ePreparation error




: Latent error
Active error the blunt end

the sharp end
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1. Minimum encounter
A 2. Minimum probability

3. Multiple detection
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*Focus on systems problems

* Educate the employees and sensitize the public
* Multidisciplinary teamwork

* Infrastructure investment
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Based on_Human Factors

Reduce reliance on memory
Reduce reliance on vigilance :
& 5. Reduce handoffs : D) automation and computerization
= 4. Reduce the need for calculation _—

- 5. Manage fatigue = 3. independent double check

6. Provide adequate human factors training

7. Provide adequate informational resources (ISMP)

8. Simplify and standardize processes

INforcing functions
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_..‘ Medication bar code technology
| at bedside
& 9. Computerized Physician Order
7 Entry(CPOE) system
3. Automated dispensing
4. Pharmacy robotics

allergies, dosage and drug interaction
% Paperless




~eo Iyidence-based and cost-effective
®Can prevent transfusion and lab
specimen- collection errors
® Also helps eliminate billing mistakes

Medical staff

Patient services
( Information )

Risk management
(Bar-code system)
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5. I'ind out how to take the drug

4. Keep a list of all drugs you take and
inform your doctor or other healthcare
provider

5. If in doubt, ask, ask and ask. Speak up.
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: 'r assume or guess the intent of confusing orders.
vays: clarify.

== Develop a list of standard abbreviations and publicize
= Jiospiral-wide.

= 5. Muintain orderliness and cleanliness in the work areas.

6. Use the labels prudently.

7. Receive adequate education on the operation and use
of any deyice for drug administration

8. Use the unit-dose system to the fullest extent possible

39

Hamiliar with the medication-ordering system.
leading zero should precede a decimal

~  expression <1, e. g. 0.5

6. Use verbal orders only for emergency situation.

7. If possible, administer by oral rather than parenteral.

8. Speak with the patient or care-giver to explain
cautions and possible side effects

SSure they understand how to..
. Calculation for dosage should be checked by a
second individual.
6. Review the patient’s medication profile.
7. Ensure all doses are administered at scheduled
times.
8. Acquire a sound knowledge of drugs
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carebeforeyouwnedicate (ar all'levels)
ieepiputient history and records complete
sl access to high hazard drugs

=5, USe unit-dose drug systems

0. Avoid abbreviations
7. Standardize drug packing, labeling and storage
8. Institute IT (CPOE and Bar Coding)

= generic names and for what is the drug
intended to treat
® for list of examples: visit www.usp.org
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Ampicillin®

‘A‘

S Antibiotic Insulin

* Glycemic agents = Heparin
_— Warfarin

* Anticoagulants
Morphine

Potassium chloride

® Opioids




caniesihieticlagents. < thrombolytic agents
% 1 % hypoglycemic agents
X narcotics

= X muscle relaxants X radiocontrast agents
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NSITeries

&S Prefilled syringes

| > Pre-mixed infusion
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Blans for Patient Scffety

# Py L/’ t Safety Awareness Week (Nov.8, 2004)

Sdodanncliphase 1 National Reporting System
—Soon (JAH currently participates in the

planning stages for more projects on patient
Sdfety initiatives)
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"'_’é': Keeping you up-to-date.

ASA: Anesthesiologists Beat Other
Medical Specialties For Safe Medication
Use
[Getmal_ & pr

By Alison Palkhivala

ErnmEl Special to DG News

LRI NEVW ORLEANS, LA - October 17, 2001 --
indications . . A

Anesthesiologists appear to make fewer medication-
related errors than other hospital-based medical
specialties.
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e for Safe Medication Practices (www.ismp.org)
Pharmacopeia (www.usp.org)

nal Patient Safety Foundation (www.npsf.org)
National Coordinating Council on Medication Error Reporting
-and Prevention (www.nccmerp.org)
e Massechusetts Coalition for Prevention of Medical
Errors (www.mhalink.org/mcpme)
®Med-E.R.R.S. (www.med-errs.com)
¢ Joint Commission on Accreditation of Healthcare

Organizations (www.jcaho.org)




