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LifeBridge Health

Community health system based in Baltimore, MD
Sinai Hospital — 483 bed acute ‘care hospital, Level Il Trauma Center
Northwest Hospital — 254 bed acute care hospital
Carroll Hospital — 161 bed acute care hospital
Levindale — 330 bed long-term acute care hospital and skilled nursing facility
Grace Medical Center — freestanding medical facility

Reported Safety Event

* A patient with history of quadriplegia and stage 2/3 CKD was admitted for
nausea and vomiting and treated for cholecystitis

* Home medications were ordered, including baclofen 15 mg PO QID

* On day 6 of admission, a rapid response was called for a change in mental
status and increasing lethargy for 36 hours

~ * The reporter noted that renal function was decreasing with minimal urine
3 output and was concerned for baclofen overdose due to reduced clearance
and high dose

* Nephrology was consulted, the patient was intubated, and dialysis was
initiated for acidosis
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The baclofen order was appropriate at
the time it was ordered, so no
pharmacist intervention was warranted
upon verification.

The care team noted the rising serum
creatinine but did not adjust the
baclofen dose.

An automatic pharmacy renal dosing
policy is in place for multiple
medications.

& LIFEBRIDGE HEALTH.
= CARE BRAVELY




MSOS Member Briefing
January 2023

RCA - Cause & Effect Analysis

<~ Human factors
Equipment performance
Environmental factors
5 Policies, procedures, guidelines
. Y Staff training, competency, credentialing, performance

e : Staffing levels Key finding: Lack of process

g - Availabilit.y Of information redundances to identify risk of
Communication baclofen accumulation with
Technology renal impairment
Leadership

Organizational culture
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Intervention — Assessment Trigger
Asynchronous Alert

D

- Renal dosing protocol Created a task to fire
- does notinclude = to pharmacist worklist
kL - baclofen as dose if a patient is on
adjustments are not baclofen and has a
straightforward SCr = 1.5 mg/dL
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Pharmacist Multi-Patient Task List

Clinical Pharmacy Task | NW Warfarin | AC Clinic | RSQ. | MedstoBed | Outpatient Med Ref CH | Discharges CH

Task retrieval completed

[ Allpatients ~ Name Location/Room/Bed [ Task Description [Task Status Scheduled Dote and Time | Mnemonic = [Provider Name
B acirL covie » XTAZUTL DGEOD P 6ST1/6007/ A Vancomycin Dosing Overdue 11712721 Pharmacy Dosing Senvice - Vancomycin Degefu MD, Fikre
i 011071958
ER TS EROE ook FKTPPOKHTL, 576K P 3ST1/3034 /A Vancomycin Dosing Pending  11/13/2 Pharmacy Dosing Senvice - Vancomycin Wagner CRIVP, Claire:
5 % GATPP, TZUQTL T (211964
[ % HVPDATLHTL, 0DG Z1 e g 6ST1/6008/ A Vancomycin Dosing Pending Pharmacy Dosing Service - Vancomycin Tura MO, lsmael
Beropoons SW-OT/HE3W/A  Vancomycin Dosing Pending Pharmacy Dosing Service - Vancomycin Mentusky CRNP, Beth A
€l % LTONVKD, NOG Z
i e 3W-0T/ 5318/ A Vancomycin Dosing Pending Pharmacy Dosing Senvice - Vancomycin Hall PAC, Christine
[ % NGLUOK, YVIMT YTG o TEST, VALIDATE 3ST1/3029/A T Pending P e S e ZZ2LBHTEST, Is
= 1969
Ok
& #PTOUMQ LOMQGLD AT
% TBAZ, LVKGPD
= MSUPTL YL, XOKZUVK T W-OT/S311/A Vancomycin Dosin Pendin Pharmacy Dosing Service - Vancomycin ehman PA, Jessica
] % XOPPOGNZ, PVLKG N s . o o v pesng ¥ e
(6] % XTAZUTL, DGEOD P XTAZUTL DGEOD P 65T /6007/A Vancomycin Dosing Pending  11/13/2022 06:00 Pharmacy Dosing Senvice - Vancomycin Degefu MD, Fikre
01101858
[T ET | BGLFTL CGDLG 6E-PULM/ID/ 5625 /A Warfarin Dosing Overdue  11/06/2022 06:00 Pharmacy Dosing Service - Warfarin Poudel MD, Sanjey K
@ 5wz, oiowrs || os727rioar
B35 v Lcoen, i [l o2 NGO YoivricK SN-1AO/ 5367/ A Warfarin Dosing Overdue  11/06/2022 06:00 Pharmacy Dosing Service - Warfarin Nabet MD, Austin
& % ZULSN, ALTKDG N § PTOUNQ, LOMQGLD ¥ SST1 /50087 A Warfarin Dosing Overdue 1170672022 06:00 Pharmacy Dosing Service - Warfarin Oria DO, David
6 %5 LBHTEST, MICKEY MC L ol
. (] TBBZ, LVKGPD 6ST1/6030/ A Warfarin Dosing Overdue  11/06/2022 06:00 Pharmacy Dosing Service - Warfarin Hashim MD, Rao Hamza
(5] 3+ LBHTEST, SCAN % 0672071545
@ 85 aHTEST ST " omaE, FC 3ST1/3035/A Warfarin Dosing Overdue 0600 Pharmacy Dosing Service - Warfarin Mroczkowski PA, Dana
€ 3" LBHTEST, VALIDATE e XTZUNVLTPGKD, GKUVOKTUUT O 3N - IAO / HB3N / B Warfarin Dosing Overdue 06/2022 06:00 Pharmacy Dosing Service - Warfarin Nabet MD, Austin
o s unens | e ol e o ShamcyGoing Svice it
ransitional Care Center 1...Warfarin Dosin verdue  11/06/2022 06:00 armacy Dosing Service - Warfarin icholsonbrown MD, Felicia
L35 oo e | 4 ez o 5 vz 06  Deeng T ————
6] "DGEQZ, QTLATLUH a0 ZSNNTLQOPP, UTLLTKMT D 6E - PULM/ID / S637 /A Warfarin Dosing Overdue |11/06/2022 06:00 Pharmacy Dosing Service - Warfarin Rivera MD, Francisco

Baclofen SCr ALERT Completed 04/06/22 7:05:19 EDT, ONCE
This erder is placed by the system as a result of the serum creatinine rising for this patient.

e - PTOUNQ, LOMQGLD ¥ SST1/5008/ A Warfarin Dosing Overdue |11/07/2022 06:00 Pharmacy Dosing Service - Wartarin Gria DO, Dovid
. § 017201946

S HEROVKG DVSHEGZ w® TBBZ LVKGPD 65T1/6030/ A Warfarin Dosing Overdue | 11/07/2022 06:00 Pharmacy Dosing Service - Warfarin Hashim MD, Rao Hamza
HLTTK, AGLAGLGYTGK v || 062071045

Impact

An audit was conducted for 3 months after implementation
The alert was triggered for 15 patients during this timeframe

Baclofen orders were discontinued in 2 cases, and dose was reduced in 1 case

= Continuation of baclofen was clinically appropriate in the remaining cases
= pe _
f - | No adverse drug reactions attributed to baclofen were noted
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© Questions?

+« Jacqueline Hartford, PharmD, BCPS, BCCCP, CPPS
" Medication Safety Officer

. LifeBridge Health

' . i artfor@lifebridgehealth.org
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Look-alike
Sound-alike
Drug List Update

Mona Hammam, PharmD, MS, BCPS, FISMP
Medication Safety Officer

January 2023 Dana-Farber
Cancer Institute
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@3 Dana-Farber cancer Institute

Dana-Farber Cancer Institute (DFCI)

* Dana-Farber Cancer Institute is a mostly outpatient ambulatory
setting specializing in cancer care for children and adults.

* An affiliate of Harvard Medical School and a Comprehensive
Cancer Center designated by the National Cancer Institute.

* Annually at Dana Farber there are 364,577 outpatient visits and
188,242 infusion treatments at our 8 locations within
Massachusetts and New Hampshire.

* We use Epic as our EHR and anticancer treatment must be
ordered through an approved, diagnosis linked Beacon
treatment order set. If a provider wishes to order a treatment
that is not linked to the patient's diagnosis, the order needs to
provide a reference and is further verified and approved by a
pharmacy manager before patient can receive treatment.
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@3 Dana-Farber cancer Institute

How often are others updating their
LASA drug list?

* Annually

* Every 2 years

* Right before an accreditation visit

* Never, just update the date on the document

14
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Where do | start to update our annual
list at an ambulatory oncology
center? (adding pairs)

\ g

1. Download and analyze 6 months barcode
dispense, prep, and administration data

2. Check safety reports entered at my institution

w

Check ISMP newsletters within the past year

4. Get a list of new formulary added medications over
the past 12 months

f: Dana-Farber cancer Institute 1

15

Start Making a List of Possible
Pair Additions

1. Dispense and prep data

Any barcode error that appeared at least twice after an employed mitigation
strategy or at 2 different locations for the same drug pair

Automatic add to LASA list

2. Safety reports entered at DFCI

Add reported drug pair to LASA worksheet

3. Check ISMP newsletters within the past year

Add pair if we carry both drugs mentioned in newsletter

\ g

4. New formulary additions
All new drugs to be vetted using LASA worksheet
Biosimilars are an automatic add to LASA list

f: Dana-Farber cancer Institute 1
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LASA Worksheet

Look-alike Sound-alike Worksheet

B Lexicomp fist of pairs (boid face also in FOCAJE Possible pair

rezulinfinternational
belimumab(lupus), belinostatit-cell lyphomal, [dru
Belumosudil budesonide(corticosteriod)

St

axicabtagene ciloleucel{b-cell lymphoms,
follicular lymghoma), betibeglogene
autotemce (beta thalassemial,
brexucabtagene autoleucel(ALL, mantle cell
Iymphoma), elivaldogene autatemcel(cerebral
adrenoleukodystrophy), idecabtagens
vicleucel(MM), lisocabtagene

Iymphama), sipuleucel-
[ T(prostate cancer), tisagenlecieuce! (acute idecabtagene
f relapsed or y multip leukemia, diffuse large B-cell pair given
autoleuce! Carvykti myeloma lymphema, follicular) Jor refactory ) indictation similiarity
aterolizumab, cemiplimab, daratumumab,
eancer, . ipilimumab,
Jemper|i advanced) 1l b, will not add pair

follicular lymphoma), betibeglogene.
autotemcel (beta thalassemia),
brexucabtagene autofeucei(ALL, mantie ceil
lymphoma) ciltacabiagene autoleuce! (MM
relapsed or refactory ), efivaldogene
autstemcel (cerebral adrensleukodystrophy),

beell
lymphoma), sipuleucel-T(prostate cancer),
tisagenlecieuce! (acute lymphomablastic ciltacabtagene
[Trestment of relapsed or refractory multiple  leukemia,diffuse large 8-cell lymphoms, autoleuce! (MM
1 Abecma myeloma follicular) relapsed or refactary | |will not add pair
[Unresectable or metastatic cutaneous opdIvO, opdUALAG
melanoma with failure oF nivo or pembro /- | ipilimumab, nivolumab, pembrolizumab, Opdive (brand of  [nivolumab/RELATLIMA
mbw _|Opdualag _|ipi rituximab, Opdivo 8, nivalumab

afatinib, baricitinib, ceritinib,
dasatinib{ALL,CML,GI stromal tumars),
intermidiate or high risk primary or secondary |entrectinib, fedratinib, gilteritinib, pazopanib,

is with platel ML), ruxolitinib, tofacitinib, 17
° Dana'Faripnrmnih

Vonjo rors will not add pair

17

What is POCA?

*  Phonetic and Orthographic Computer Analysis software created by the FDA

*  POCA finds drug pair matches and assigns them phonetic similarity,
orthographic similarity and a combined score.

*  https://poca-public.fda.gov/name_search

pacritinib

Data Source Date Updated
Drugs At FDA 2023-01-05
RxNorm 2023-01-06
Suffixes In Proper Name of Biologic Products 2023-01-09

United States Adopted Nomes 2022-08-08

o IR

° Dana-Farber cancer Institute 1
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POCA Results

pacritinib 55 QO All @ Combined () Phonetic (O Orthographic () USAN Stem

\ g

Combined Results (374 Hits)

[FORSRARIGRERE0l  Between 5% and 69%:354  54% and Lower: 0
ame of Concern Combined Score (%) 4

PACRITINIB 100
CERITINIB 80
AVAPRITINIB ]
BARICITINIS 76
RIPRETINIB 76
AXITINIB 74
CAPMATINIB 74
CRIZOTINIB 74
TUCATINIB

Q’: Dana-Farber cancer Institute 1
19
" 4 Removing Pairs
* Check each drug pair on list for number of
dispenses within the past 3 years.
« If it has not been dispensed or ordered in the past 3 years, mark for
deletion
Q’: Dana-Farber cancer Institute 2

20
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° Dana-Farber cancer Institute

List Approval

Pharmacy policy committee approved all edits to

1 -@ Hammam, Mona Odober 04, 2022

Only ID- meds
£ Reply ¥ Resclve

a Hammam, Mona
Same comment as above, retie pair

Q) Hammam, Mona
Same as above, rec retire pair

Q) Mammam, Mona Ocober 04, 2022
No dispenses in 3 years, not m puanp, retire all pair with this
drug?

1 Reply ] Resolve

]
list.
[atasaib] Asitiniy Talectinity
il yicleucel
CISplatin CARBOplatin Oxaliplatin
Carmustine Lomustine
CloFARabine ClaDRIbine
Cetuximab Siltuximab
DAPTOmycin DACTINomycin
DAUNOrubicin, DOXOrubicin
DAUNOubicin DAUNOrubicin Liposomal
Dacarbazine Procarbazine
Darzalex Darzalex Easpre
DOCEtaxel PACLItaxel Cabazitaxel
DOCEtaxel DOXOrubicin
DOXOrubicin DOXOrubicin Liposomal
DOXOrubicin IDArubicin
Duvelisib Durvalumab Daratumumab
Etoposide Etoposide phosphate
PACLItaxel Albumin-bound PACLItaxel
EpiRUBicin EriBULin
Elotuzumab Eculizumab
[Gesitinib GHteritinil]
Herceptin Herceptin Hylecta
[IDArubicin DAUNOrubicin

21

21

Questions?

Thank you!

Contact information:

mona_hammam@dfci.harvard.edu

° Dana-Farber cancer Institute

22
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Standardizing
Communication/Feedback on
Reported Medication Events

HEATHER ELLIS, PHARMD
MEDICATION SAFETY COORDINATOR
ADVENTHEALTH ORLANDO

AdventHealth Orlando

Located north of downtown
Orlando

Beds = 1,368
» 200 ICU beds

Non-profit, research,
teaching medial center

Pharmacy Department:
» 115 Pharmacy Technicians
» 118 Pharmacists

» 6 clinical decentralized
pharmacist teams
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Background

» Does anyone have something in current state to discuss medication
errors with staffe

AR A
@ @ @
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7
e or “awareness and feedba c "
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Response to Medication Events

Subject [secure] Medication Event Review Request

» Standardized

. Good afternoon,
» Concise

» Share the “Why” | wanted to ask if you may be able to forward this request to __ for feedback on the timeline of
the medication event listed below. We are looking for system issues and possible fixes. The
> ReSF)eCTfL” information provided is for quality improvement only.

Patient Account Number:
Medication order:

Short summary:

Many opportunities for process improvement have been identified by staff reviewing reported
medication events and | value your time and input!

Thank you!

How to Implement

» Share your approach

» Team energizers

M Toon/
L |

14



MSOS Member Briefing
January 2023

Possible Barriers

» Current communication to staff who report medication events

» From outside the pharmacy department

3 g o s TR e

Status Check

» Culture of reporting
» Appropriate escalation

» Positive feedback on
safety surveys
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Questions?e

HEATHER.ELLIS2@ ADVENTHEALTH.COM

ISMP)

I{tthfMdt n Practic

ISMP Update
MSOS Briefing January 2023

Michael R. Cohen, RPh, MS, ScD (hon.), DPS (hon.), FASHP

President Emeritus
Institute for Safe Medication Practices

32
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MSOS Briefing. ISMP Report for January 26,2023

— Changes to Joint Commission Standards and National Patien6 Safety
Goals

— ASTM Standard for color coded labels in anesthesia withdrawn
— ISMP updates its tall man letter list
— ISMP acting as co-investigator in FDA-funded study on tall man letters

— Next week, ISMP will release Targeted Medication Safety Best Practices
for Community/Ambulatory Pharmacy

An ECRI Affiliate

Changes to TJC MM standards and NPSGs

— The Joint Commission has withdrawn certain National Patient Safety Goals and
Medication Management Standards. ISMP is concerned that some will adversely
impact medication safety.

An ECRI Affiliate

17
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An ECRI Affiliate

ISMP)

Prepublication
Requirements

L4
W7, The Joint Commission

 lssued December 20, 2022

Select Retired and Revised Accreditation
Requirements

The Joint Commission has approved the following revisions for ication. While revised are
published in the semiannual updates to the print manuals (as well as in the online E-dition®), accredited
organizations and paid subscribers can also view them in the monthly periodical The Jbint Commission
Perspectives®. To begin your subseription, call 800-746-6578 or visit hitp:/fwww jcrine com

Please note: Where applicable, this report shows deleted language struckthrough and new language underfined.
APPLICABLE TO THE HOSPITAL ACCREDITATION FROGRAM

Eftctive February 15, 2023

RETIRED ELEMENTS OF PERFORMANCE

Environment of Care (EC) Chapter

Standard EC.02.01.03
The hospi ‘smoking except in specific ci

EC.0201.03,EP 1

The hospital develops a written policy prohibiting smoking in all buildings. Exceptions for patients in specific
circumstances are defined

Note: The scope of this EP is concamed with all smoking types—tobacen, electronic, or other.

Human Resources (HR) Chapter

Standard HR.01.02.07
The hospital determines how staff function within the organization

HR.01.02.07, EP 5
Staff supervise students when they provide patient care, treatment, and services as part of their training

Standard HR.01.07.01
The hospital evaluates staff performance.

HR.O1.07.01,EP 5

When a licensed praciitioner bring individual into the hospital to provide care,
treatment, and services, the hospial reviews the individual's competencies and performance at the same
frequency as individuals employed by the hospital.

Page 1 of 10 ©2022 The Joint Commission
Prepublication Standards
Effective February 19, 2023

MM.03.01.01, EP 9

The hospital keeps concentrated electrolytes
present in patient care areas only when
patient safety necessitates theirimmediate
use, and precautions are used to prevent
inadvertent administration.

NPSG.03.05.01, EP 8

When heparin is administered intravenously
and continuously, the hospital uses
programmable pumps in order to provide
consistent and accurate dosing.

https://www.jointcommission.org/-
/media/tjc/documents/standards/prepublications/retired-
2023/hap_standards_simplification_prepub_feb2023.pdf

©20231SMP | wwwismporg | 35

35

An ECRI Affiliate

ISMP)

Changes to TJC MM standards and NPSGs

— American Society of Testing and Materials (ASTM) has withdrawn Standard
Designation: D4774 - 11, “User-applied Drug Labels in Anesthesiology” (color-
coded labels, by pharmacologic class, for drugs commonly used in anesthesia).

©20231SMP | wwwismporg | 36

36
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accordance vith inerustionall recogaized principes on standardiztion seabi Decison oo Prncpls for the
e 21 i Sorid irain T o Trade (TBT) Commitis.
48y Da774 - 11 (2017)
: D4774 - 11 (Reapproved 2017) ) o e
Note: The following material Ll A
i Euomidats, Ketamine, Methobexta,
may be protected by copyright ' Inducton Agents e o veLow
L law (Title 17, U.S. Code)
Standard Specification for . —— F— po—
User Applied Drug Labels in Anesthesiology
i standand i fssued unde the i desigaaton D4T7; the numbe immeitely following the desigraion ndcses the year of 5 Beaodazepine Receptor fr— ORANGE 151 AND VHITE
‘original adoption or, in the case of revision, the year of last revision. A number theses indicates the year of last reapproval. A Artagorist DIAGONAL STRIPES
Superscipt epsion (s ndcstes an edoralchange ioce the st fevision of eapprovl
4a. Muscle Relaxants (Oepclrizer) Sucayicolne® FLUORESCENT RED 805
1. Scope 1996 Terminology of Packaging and Distribution Environ-
. ‘Arocurim, Gstrocurom,
1.1 This specification covers the size, color, patten, and o W (o Depolarizer) Mvacunu, Pancuonum, | FLUCRESCENT RED 805
type used on labels applied to unlabeled syringes filled by the 2.2 Other Standard: Rocuronium, Vecuronium
users or their agents to identify the drug content. This speci- Pantone Matching System® FLUORESCENT RED 605
fication is not intended to cover labels applied by the drug 5 Relaant Anagonist (Non Encrophonium, Neostigmine, | R ORCSCENT RERE
Depolarizer) Pyridostigmine.
manufacturcr. 3 Teritiology STriPES
2 ) fentani, Fetany, Hydromerohone,
1.2 The values stated in SI units are to be regarded as the 31 pyfnitions—General definitions for packaging and dis- % i Rl gl e
recommended values. The use of inch-pound system values, o ' )
- tribution environments are found in Terminology D996. Remifentani
not being exact equivalents, may result in nonconformance -
w standard. . i ime ot
ailides Sndard: 4. ackground Color Requirements 7 Nercobi Antagonists Levallorphan, Nalowone o SR [ “
1.3 This standard does not purport to address all of the i
Safety concerns, if any, associated with its use. It is the 4.1 Label Size—The labels shall have a nominal length of 25 —
responsibility of the user of this standard to establish appro- 0 35 mm and a width of 10 to 13 mm. 8 Major Tranquilizers. Chiorpromazine, Dropesicol SALMON 156 [Oate ____Time____Int__
""“"";"/""' If’;”’,"ﬂ‘”}’ ”‘";",’”"'V”I’”"’, e '”’f deter 42 Label Background Color—The colors and pattems given
e inFig. | shall be used to distinguish these groups of drugs. The @ vasopressors Epheii Norevkmpbrine; VioLeT 256
his international standard was developed in accor- 5 S Prenieptiing
et ol background color shall not interfere with the ability of the user
dance with internationally recognized principles on standard- 5 e
ization established in the Decision on Principles for the ~'© Wrie information on the lal %, 5 i
Development of International Standards, Guides and Recom- 4.2.1 Antagonists—To denote an antagonist, I-mm wide Nesoprassors Epteghiine -
mendations issued by the World Trade Organization Technical ~ diagonal stripes of the agonist color alternating with a I-mm S
Barriers to Trade (TBT) Committee. wide white stripe shall be used. The stripes shall run from the craane, Woogeee, | rorer 250 o e i
Tower left to the upper right at an angle of approximately 45° 10 Hypotensie Agerts Nivoprusse, Phentaamie, ELET 2o o o - -
2. Referenced Documents to the long axis of the label. The name of an antagonist drug jo
2.1 ASTM Standards:* shall appear in the center of the label and the striping shall be T —m——
omitted behind and below the name (see Fig. 2). 1 Lol Aneshencs Lxaine, Mepacane, rocane, Gray 201
_— Ropivcaine, Teracsine
" This specification is under the jurisdiction of ASTM Committee FO2 on oeh
Primary Barrier Packaging and is the direct responsibility of Subcommittee FO2.50
on Package Design and Development 12 AnichoincrgicAgents | Arogine, Gycopyrobte, Scopolamine GREEN 367
Curent editon spproved Dec. 15, 2017, Publishd January 2018, Orginally
approved in 1988, Lat prvious edilon approved in 2011 38 DATPA - 119 DO
101S20D4774-1 IR . . .
* For referenced ASTM standards, visit the ASTM website, www.astm.org. or 3 ea s 'ESTick ) Labekaol* Wekopunio? ‘CoptER ST
contact ASTM Customer Service 3 service@astmor. Fo Al Book f ASTH ~ ————
ne sandard's Doc ypageon > Avalable from Pantone, lnc, S09 Commerce Boulevird, Carstadl, NI B R
e ASTM websie oro72 3008 . Lo s i v ey
Tetrs Wi a lck ot fureng 1o e 9 edgeof e ebel.
FIG. 1 Standard Background Colors for User Applied Syringe Drug Labels

©2023I1SMP | www.ismp.org 37
37
Changes to TJC MM standards and NPSGs
— ISMP has updated its list of medication name pairs with recommended tall man
letters. A report appears in the 01/26/2023 ISMP Medication Safety Alert! (today’s
issue).
M p ©2023I1SMP | www.ismp.org 38

An ECRI Affiliate

38
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Acute Care

Educating the Health cara Community About Safe Medication Practices

ISMPMedication Safety Alert]
tyAlert,

ISMP)

ISMP updates its list of drug names with tall man - SAFETY briefs —

(mixed case} letters

Several design techniques have been explored for the purmose of differentiafing
Tall
m‘ lettering describes a method for differentating the unique letier charecters of
similr crug names known to have been confused with one another. Starting with
a generic drug name expressed in lowercase letters, tall man letering highlights
the diffrences between similar drug nemes by CAPTALIZING dissimilar fetters.
Occasionally, brand names, which always start with an UPPERCASE letter, may
requirethe use of tall man lettersto differentiate them from other brand or geneic names. The use
oftall man lettring to accentuzte 2 unique portion of 2 rug name with UPPEACASE feters, afong
with other means such as color, bolding, ara conrasting background can drew attention to the
dissimilrites between look-alike drug names as well as alert healthcare providers that the drug
name can be confused with another drug name.

Since 2008, ISMP recommended, UPPERCASE and bolded

tall man letrs. The it incldes oty geericenerc g name i o ager raings,

although a fow brand-brand or brand-generic name pairs are also included. Periodically, ISP

Upste st it was st revied n 201G Exch time e | \m is updated, we analyze eported

| reviewof

would benefit from the applicatic ”WWW‘ tall man lettering.

The internal similariy; patiems of smilarites
i, st i e i i o et b g g e

Standardization of Tall Man Letters )

To promate standardization regarding which letters to present in bold/UPPERCASE, ISMP follows
3 tosted methodology whenever possible called the CO3 rule.' The ruls suggests working fom
the leit of the crug name first by CAPITALIZING al the characters 1o the right once two or more
dissimilar letters are encountered. Then, warking from the right of the word back, retuming two or
‘more letters common to both words to lowercase letters. When the rule cannot be applied because

the ight side of the word, th CAPITALIZING
the central part of the word only. When this rule fails to lead to the best tall man lettering option
{eg., makes names appear too similar or hard to read based on pronunciation), an altemative
option is considsred. ISMP sunqsm that the tall man lettering scheme provided by the US Food

() Iappropriate use of ADC overrides.

One of the biogest challenges to the safe
use of automated dispensing cabinets
(ADCs] s the ease with which medications:
can be remaved upon overide, many fimes
unnecessarily and with a lack of perceived
tisk ISMP's affiiate, ECAY, recenty eleased
Top 10 Health Technolagy Hazards for
2023 (st s et/ 1079, Coming in
at number three is how the inappropriate
use of ADC overrides can resut in medica-
tion ermors. We sncourage omanizations to
review the ISMP Targeted Medication
Salety Bost Pracices for Hospials
Best Practice #16: s e
el et i ol s
tions:

continued on paga 2— SAFETY briefs >

ISMP Medication Safety Alerti
Acute Care Action Agenda

One of the most important ways to prevent:
medicztion emors s toleam aboutproblems
that have ocourred in other omanizations.
and to use that information to prevent
similar problems at your practice site. To

isstes of the ISMP Medicafion Safety
Alert! Acute Care newsletters have been
prepared for leadership to use with an
interdisciplinary commitise of with frontiine

and D ap Y staff to stimuiate discussion and action
o reduce the risk of medication errors.
ISMP Survey Each item includes @ brief descrption

N of the primery reasans for conductng #is suvey is 1o usé the fndings o update ISMP'S

curtent list of look-alke drug names with tal men {mixed cese letters. W believe healtheare

practifioners should be involved in th process of identifying confusing drug names relevant 1 thei
proposed tall man lettering for

The CAPITALIZED and bolded letiers it ek te theuser’s

of the medication safety publem, 2 few
recommendations to reduce the risk of
emors, and the issue number to locate
ariitonal information

The Action Agenda

perspecti

cantinues o0 paga 2 — Tall man (mixed sase) letters >

as an Excel fle
Contung eeaton oefi s 36iabe for
MUPSES 3t WWW.ISMp. rSing-

p Respondent profile, ISMP extends our sincere appreciation to the 209 respandents who
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Changes to TJC MM standards and NPSGs

ISMP has developed a series of Targeted Medication Safety Best Practices for
ambulatory/community pharmacies.
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MSOS Member Briefing
January 2023

ALERTS ~ ABOUT  CONTACT  NEWS
p information for consumers [
Institute for Safe Medication Practices

Consulting & Education Tools & Resources Publications & Memberships Error Reporting LOGIN

WEBINARS

Introducing ISMP’s New Targeted Medication
Safety Best Practices for Community
Pharmacy: 2023-2024

Tuesday, January 31, 2023 - 1:00pm to 2:00pm

Start off your New Year with an eye on safety. Join ISMP for a complimentary

webinar as we seek to inspire and mobilize practitioners from around the US in Tuesday, January 31 ;

the national adoption of specific consensus-based safe practices selected to 2023 from 1:00 - 2:00
PM ET

reduce or eliminate repetitive medication safety issues in community

pharmacies that continue to cause harmful or fatal errors to patients.

During this FREE webinar, learn about ISMP's new Targeted Medication Safety _
Best Practices for Community Pharmacy and why they were selected for

national action. Don't miss this opportunity to join this important call and align

s OES

your safety practices.

https://www.ismp.org/events/introducing-ismps-new-targeted-
medication-safety-best-practices-community-pharmacy-2023-2024
©20231SMP | www.ismporg | 41
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Questions?

* A copy of today’s slides will be posted on our website
* Next MSOS Briefing date — March 23, 2023.

2 MSOS

MEDICATION SAFETY OFFICERS SOCIETY
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