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• Tribal facility serving Native American patients in the Choctaw Nation jurisdiction (10 1/2 

counties in Southeastern Oklahoma)

• First tribe to build its own hospital with tribal funds in 1999 

• Nine total health care locations: 

⚬ Hospital location, 44 beds (Talihina): ER, Med/Surg, OB, OR, outpatient clinics, 

specialty services

⚬ Inpatient and outpatient pharmacy services 

⚬ Regional medical center (Durant): family practice, specialty services, and outpatient 

ambulatory surgery center  

⚬ Outpatient pharmacy services with sterile compounding room 

⚬ 7 clinic locations throughout the rest of the counties

⚬ 6 outpatient pharmacies 

Choctaw Nation Health Services Authority 

Choctaw Nation Health Services Authority. https://www.choctawnation.com/tribal-services/health-services-authority

Excellence in Rural Health Care 
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2016: Clinical Staff Pharmacist with Medication 

Safety as an ancillary duty

March 2017: Attended ISMP Medication Safety 

Intensive 

November 2017: Started CNHSA multi-disciplinary 

Medication Safety Workgroup 

July 2018 - ISMP White paper "The case for 

Medication Safety Officers" released 

July 2019 - present: Medication Safety Officer full 

time 

Journey to Full-time 
Medication Safety Officer

The case for Medication Safety Officers (MSO).
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N E X T

MSO Reporting Structure 

D I R EC TO R O F  
QUA LI TY    

The picture 
can't be 
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D I R EC TO R O F  
P H AR M AC Y

M E D I C AT I O N 
SA FE T Y  O F F I C E R  

EXEC U TI VE   
D I R EC TO R   

Proactive:

• Longitudinal medication safety projects

• ISMP Targeted Medication Safety Best Practices 

• Medication safety workgroup 

• Regular review of ISMP action agendas and newsletters review 

Reactive: 

• Involvement with medication error investigation and risk reduction strategies 

The picture 
can't be 
displayed.

MSO Duties 
Process improvement

Regulatory and Accreditation

Special projects 
• COVID-19 adverse drug reporting line

• Root cause analysis involvement 

• Assist with compliance of USP chapters 795, 797, and 800

• State Board of Pharmacy regulations 

• Joint Commission medication management standards 

• Policy and procedure management 

• Participation on quality health system tracer team 

• Participation in Joint Commission surveys 

• Serve on several health system wide committees such as opioid stewardship, 

antibiotic stewardship, and quality 
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• Regular review of ISMP's acute care and ambulatory care quarterly action agendas 

• Developed protocol for emergency department for emergency reversal of oral anticoagulants

• Removed IV promethazine from formulary and managed quick orders 

• Increased education on medication event reporting to frontline staff

• Started health-system wide Medication Safety Newsletter

• Implemented tall man lettering in our Electronic Health Record system for

medication quick orders

• Began trending medication events as a multi-disciplinary team

• Education on immunization storage and monitoring per CDC’s

recommendations   

• Created immediate use sterile compounding video and competency for

nursing staff 

• Implemented regular review of IV smart pump compliance throughout CNHSA

CNHSA Medication Safety Activities 

-Determine a staff member with an interest in medication safety and 

allow them to work on medication safety related projects. (Ex. Error 

investigations, RCA teams, longitudinal medication safety project). 

The picture 
can't be 
displayed.

-Help start or work on a medication safety initiative within 

your health system  

-Collect data on medication safety initiatives and ensure that 

leadership is aware of the impact. 

Helpful strategies 

• Start small 

• Show value 

-Allow staff to receive medication safety specific training. (Ex. 

ISMP Medication safety intensives, ISMP/ASHP Medication Safety 

Certificate Program 

• Training 
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Questions?

C HO C TAW  N ATI O N  HEALT H SE RV I C ES  
AU T H O R I TY  

www.sps.nhs.uk

The first stop 
for professional medicines advice

Medication Safety Officer Network

Nicola Wake
Specialist Pharmacist Lead: Medication Safety, NHS 
Specialist Pharmacy Service
Lead Clinical Pharmacist, Safety & Governance, 
Northumbria Healthcare NHS Foundation Trust
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Specialist Pharmacy Service

Our main purpose is simple: to improve 
the use of medicines to help people live 
longer, fuller lives. We do this by joining 
together experts to create a rich source of 
impartial advice for pharmacists, GPs and 
clinicians to use free of charge. We are 
very proud to play our part in the NHS and 
the work it does in keeping Britain healthy. 
We are SPS.
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Medication Safety Officers

• Joint NHSE & MHRA Patient Safety Alert
• Published 20th March 2014
• Instructed providers to take specific steps that will 

improve data report quality
• Establishment of national network to maximise 

learning and provide guidance on minimising harm
• Large healthcare provider organisations, along 

with healthcare commissioners, to identify named 
leaders in medication safety role

• Leaders will be supported by a national network 
for medication safety

• Partner alert for Medical Device Safety Officers

www.sps.nhs.uk 27/01/2021 16

Medication Safety Officers – Roles and Responsibilities

• Being an active member of the National Medication Safety Network
• Improving reporting and learning of medication error incidents in the organisation
• Managing medication incident reporting in the organisation
• Receiving and responding to requests for more information about medication error 

incident reports from NHS England and the MHRA
• Working as a member of the medication safety committee – a multi-professional 

committee to support the safe use of medicines in the organisation
• Supporting the dissemination of medication safety communications from NHS England 

and the MHRA throughout the organisation
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www.sps.nhs.uk 27/01/2021 18

Monthly WebEx Topics

MSO Led Shared Learning
• Teicoplanin adverse reactions – an MSO response
• Alfentanil – wrong strength/wrong dose errors
• Extravasation of Ferinject
• ‘Near Miss’ Never Events
• Reducing LASA errors
• Daily blisterpacks for COVID-19 wards

Observatory
• Recent regulator and statutory body activity
• Pharmacovigilance Risk Assessment Committee
• Direct HCP communications
• Manufacturer educational risk minimisation 

material
• Drug shortages and discontinuations
• UKMI product safety reports
• National guidance, publications and resources
• Overview of recently published papers

https://www.sps.nhs.uk/articles/ukmi-medication-safety-
officer-evidence-observatory/

National / Expert Updates
• NHSE/I & MHRA updates
• PSIMS update (national incident reporting system)
• #MedSafetyWeek
• Opiate Substitution Therapy Provision in Secondary Care
• Increased frequency of high INR results with vitamin K 

antagonists during COVID-19 (June-20)
• Anticoagulant safety check for patients switching from 

warfarin to DOAC during COVID-19
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Moving Forward

• Medicines Safety Improvement Programme https://www.england.nhs.uk/patient-safety/national-
medicines-safety-programme/

• Working together:
• Medical Device Safety Officers
• Patient Safety Specialists https://www.england.nhs.uk/patient-safety/patient-safety-specialists/

• Patient Safety Partners (framework launch in 2021)
• Continuing to share learning and improvements

www.sps.nhs.uk

Questions?
Thank you for listening

nicolawake@nhs.net

MSO network      @msonetwork

27/01/2021 20
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Einstein Montgomery 
Opioid-induced Ventilatory 
Impairment Assessment 
(EMOVIA©) Screening Tool

Scott D. Alcott, MSN, RN 
Director of Nursing Education & Professional Development
Safety Officer
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“Thinking Outside the Box”

“If you always do what 
you always did, 
You will always get what 
you always got.”
- Albert Einstein 
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Nurse Driven 
Protocol

 Assessment completed on admission 
and on every patient, every shift 

 If two or more criteria are met, patient is 
placed on continuous electronic 
monitoring

 Continuous waveform capnography 
etCO2

 Continuous pulse oximetry 

 If nursing is concerned for patient’s 
safety, then patient should be placed 
on capnography

 No physician orders needed to start 
capnography 

Milligan E., Zhang, Y., & Graver S. (2018). Continuous bedside capnography monitoring of high-
risk patients receiving opioids. Biomedical Instrumentation & Technology, 52(3), 208-217

Outcomes 
Data
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Outcomes 
Data

Questions
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Michael R. Cohen, RPh, MS, ScD (hon.), DPS (hon.), FASHP
President, Institute for Safe Medication Practices 

ISMP Update 
MSOS Briefing  January 2021

©2020 ISMP    | www.ismp.org     | 30ISMP Confidential

 

ISMP Advocacy
— ISMP participated on USP committee developing 

• https://www.usp.org/covid-19/vaccine-handling-toolkit

— FDA vincristine/vinca alkaloid labeling changes 
attributed 
• https://www.fda.gov/drugs/drug-safety-and-

availability/fda-updates-vinca-alkaloid-labeling-
preparation-intravenous-infusion-bags-only

— ISMP COVID-19 resources and vaccine safety pages
• https://www.ismp.org/covid-19-resources

— Janet Woodcock appointed Acting Commissioner FDA
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Safety issues during mass vaccination

— Wrong volume used
— Air injected into vaccine vial
— No dilution at all – concentrate 

vaccine given
— Sodium chloride injection 0.9% 

confused as vaccine
— Needle or transfer device then 

capped sans needle

©2021 ISMP    | www.ismp.org     | 32

 

FDA
— We have rescheduled a public meeting on investigational drug labeling and medication 

errors for May 13-14, 2021.  Not yet announced publicly. It will be a virtual meeting.  Industry 
has agreed to participate. Will be done in cooperation with Reagan-Udall Foundation

— Stems from 2-part ISMP article calling for action due to medication errors related to poor 
labeling of INDs. 
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Large volume parenteral solution labeling issues

©2020 ISMP    | www.ismp.org     | 34ISMP Confidential

 

Lidocaine and Heparin Bags

In addition to the look alike 
possibility hospitals have reported to 
us that the barcode for both 
products is unscannable due to the 
crease in the overlap bag 
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©2021 ISMP    | www.ismp.org     | 36

Educational Program
Call to Action: Experience in Adopting the ENFit System to Guard Against Accidental Tubing Misconnections

— A Call to Action: Experience in 
Adopting the ENFit System to 
Guard Against Accidental Tubing 
Misconnections

— Wednesday, February 24, 2021 -
1:00 pm - 2:00 pm ET

— Registration open

— Supported by Avanos

https://www.ismp.org/events/call-action-experience-adopting-enfit-
system-guard-against-accidental-tubing-misconnections
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Educational Programs
Medication Safety Intensive (MSI) Workshops - Virtual

— 2- day workshop with 12.5 CE 
credit hours for nurses 
and pharmacists 

— December 2020 program sold 
out with 56 attendees

— Upcoming Workshop Dates:
• February 25 & 26, 2021

• April 22 & 23, 2021

• June 24 & 25, 2021                           
*Later workshop times for Pacific time participants

• August 5 & 6, 2021

©2021 ISMP    | www.ismp.org     | 38

 

Perioperative Self Assessment - FDA BAA grant for 

— Project will launch late March. Endorsers asked to help promote. Media 
releases planned (multiple endorsers)

37

38



MSOS Member Briefing
January 2021

20

©2021 ISMP    | www.ismp.org     | 39

 

— Allen Vaida, PharmD retiring March 31

©2020 ISMP    | www.ismp.org     | 40ISMP Confidential

 

— Rita Jew, PharmD, MBA, appointed VP Operations, ISMP
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Questions?

41

• A copy of today’s slides will be posted on our website
• Next MSOS Briefing date – March 25, 2021.

Register:https://ecri.zoom.us/webinar/register/WN_Y3TLJ3FIQ0C73EzP
nMPvoA   
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