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California
Medication Error Reduction Plan Program

Hospitals must adopt a plan to
eliminate or substantially
reduce medication-related
errors —

Hospital plans must be submitted
to Department of Public Health
by January 1, 2002 — for review
and approval.

mm “ 'I'"‘"I-HH Health and Safety Code 1339.63

CSHi ehttps://codes.findlaw.com/ca/health-and-safety-code/hsc-sect-1339-63/
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Medication-Related Error

Any preventable medication-related event
that adversely affects a patient in a facility
that is related to professional practice, or
health care products, procedures, and
systems, including, but are not limited to....
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Medication-Related Error
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Prescribing

Prescription order
communication

Product labeling

Packaging and
nomenclature

Compounding
Dispensing
Distribution

8. Administration
o. Education

10. Monitoring

11. Use

Health and Safety Code
1339.63(d)



MERP Elements

1. Evaluate, assess, and include a method to address each
of the procedures and systems listed under subdivision (d)
to identify weakness or deficiencies that could contribute to
errors in the administration of medications.

2. Annual review to assess the effectiveness of the
implementation of each of the procedures and systems
listed under subdivision (d).

3. Modified as warranted when weaknesses or deficiencies

% are noted to achieve the reduction of medication errors
CSHP
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MERP Elements

4. Include a system/process to proactively identify actual or
potential errors and includes concurrent and retrospective
review of clinical care.

5. Include multidisciplinary process, to regularly analyze all
identified actual or potential medication-related and how
the analysis will be utilized to change current procedures
and systems to reduce medication-related errors.

6. Include a process to incorporate external medication-
related error alerts to modify current processes and

oL systems as appropriate.

CALIFORNIA

EEEEEEEEEEEEEEE -SYSTEM

AAAAAAAAAAA



Implementation

Oversight by the California Department of Public
Health(CDPH) Licensing and Certification (LNC) Program
under the process of onsite licensing surveys.

Conducted by the LNC Pharmaceutical Consultant Unit

Onsite surveys started in 2008 as a separate stand-alone
survey.

Later combined into an overall CDPH licensing survey
addressing compliance with all California hospital law and
regulations.
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CLINIC SYSTEM WITH A STAND ALONE COMMUNITY HOSPITAL

263 ACUTE CARE BEDS

LOCATED IN MONTEREY COUNTY, CALIFORNIA
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INTRODUCTION- CA MERP

* 2001 California legislation resulting in
HSC 1339.63

* Requires every general acute care
hospital to adopt a formal plan to
eliminate or substantially reduce
medication-related errots.

* Reviewed annually and updated as
necessary.

SECTION TITLE

11 PROCEDURES AND SYSTEMS:

1. Prescribing

Prescription order communications
Product labeling

Packaging and nomenclature
Compounding

Dispensing

Distribution

Administration

o 90 . D

Education
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Monitoring
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. Use
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California Medication Error Reduction Plan: Time for Regulators and
Accreditors to Adopt Similar Initiatives

Published Date: November 3, 2022

gﬂ%mn REQUIREMENT
ARTICLE 3 BASIC SERVICES
Health & | Regulation can be found under “Resources,” entitled “GACH HSC Requirements®
Safety
Code Guidance to Surveyors: If the nurse surveyor is required to review compliance for this regulation, use
(HSC) GACH HSC Requirement documents for regulation language.
§ 1339.63
Survey procedures:
Medication |« Review the hospital's MERP activity records. Does the facility have a method to address each of the
Error "procedures and systems" listed under subdivision (d) of H&SC 1339.63 to identify weaknesses or
Reduction deficiencies that could contribute to errors in the administration of medication? [Note: Procedures
::‘é%';bm and systems listed under subdivision (d) include, but are not limited to, prescribing, prescription order

communications, product labeling, packaging and nomenclature, compounding, dispensing,
distribution, administration, education, monitoring, and use.] See 1339.63(e)(1)

« Did the facility, on an annual basis, assess the effectiveness of the implementation of the plan for
each of the procedures and systems listed under subdivision (d) of H&SC 1339.637 [Note:
Procedures and systems listed under subdivision (d) include, but are not limited to, prescribing,
prescription order communications, product labeling, packaging and nomenclature, compounding,
dispensing, distribution, administration, education, monitoring, and use.]

+ Has the plan been modified when weakness or deficiencies are noted to achieve the reduction of
medication errors? See 1339.63 (e)(3)

+ Are the systems or processes utilized by the hospital for identifying actual or potential medication-
related errors: a.)proactively, b.) concurrently, and c.) retrospectively? See 1339.63 (e)(5)

« s the committee responsible for the MERP process of the hospital multidisciplinary in nature; i.e.,
does it include representatives from administration, nursing, pharmacy and medical staffs? Does the
multidisciplinary process regularly analyze all identified actual and potential medication related errors?
Does the multidisciplinary group regularly analyze all identified actual or potential medication-related
errors? Can the facility demonstrate how its multidisciplinary analysis of medication-related events
has been utilized to change its procedures and/or systems to reduce medication-related errors?
1339.63 (e)(6)

« Does the plan include a process or systems incorporating external medication error alerts to modify
current processes and systems? See 1339.63 (e)(7)

CA MERP Requirements

Evaluate, assess, and include a method to address each of the 11 proce-
dures or systems associated with medication use toidentify weaknesses
or deficiencies that could contrbute to ermors.

11 procedures and systems

Prescribing

Prescription order communications

Product labeling

Packaging and nomenclature

Compounding

Dispensing

Distribution

Administration

Education

Monitaring

Usa

Examples of Self-Assessment Questions

W Were the implementation strategies used to address the system deficits effective in reducing

What committee/team oversees the MERP?

Have interventions to reduce medication emors been identified for each of the 11 proce-
dures/systams?

How does the hospital detenmine effectiveness and identify weaknesses or deficiencies in
the 11 procedures/systems?

Does the method include the use of metrics such as process measures? Aggregate trending
reports? Failure mode and effects analysis (FMEAJ? Self assessments? Root cause analysis
[RCAJ? Obsenvation? Robust reporting system?

Does the method include anatysis of all medication emor data to identify problems?

How has the assessment process been used to address system deficits and reduce
medication emors?

medication errors?

Include an annual review to assess the effectiveness of the implementa-
tion of each of the procedures and systems listed in the first requirement.

How do you know that a specific intervention is working to reduce ermors?

O an annual basis, did you assess the effectiveness of the plan for each of the 11 procedures
and systems?

Did the annual review identify intarventions that were ineffective?

Is the MERP effective in reducing errors?

Include modification as warranted when weaknesses or deficiencies are
noted, to achieve the reduction of medication emors.

What method is used to identify weaknesses or deficiencies that could contribute to
errars?

What weaknesses and/or deficiencies have the hospital noted upan review?

How was the plan modified to address the noted deficiencies?

Did the hospital reassess the MERP after it had been modified?

Was the revised plan or the modification effective in addressing the noted deficiencies?

Describe the technology to be implemented and how it is expected to
reduce medication-related errors associated with one or more of the
procedures and systems listed in the first requirement.

Does the MERP include an implementation plan for the technology?
Has the hospital implemented the technology specified in its plan?
How has the technology been effective in reducing medication emors?

Include a system or process to proactively identify actual or potential
medication-related errors. The system or process shall include concurrent
and retrospective review of clinical care_{The intent is for the hospital
to have a robust medication error reporting system, identify medication
system vulnerabilities, and develop corrective actions.)

What is the hospital's process to identify medication errors and risks?

Does the process include concument (e.g., observation) and retrospective (e.g., analysis of
emor reports, ACA) review of care?

Does the procass include a proactive component?

Does it include a variety of methods to identify risks, erors, and harmful events, such as
mor reporting, process/outcame metrics, FMEA, self assessments, RCA, capture of phamacy
or nursing interventions, triggers, obsenvation, chart review, and/or survey data?

Is the process effective? How do you know it’s effective?

Is there a culture of safety that encourages reporting? How is reporting encouraged?

Include a multidisciplinary process, including healthcare professionals
msponsible for pharmaceuticals, nursing, madical staff, and administra-
tion, to regularly analyze all identified actual or potential medication-
related emors and describe how the analysis will be utilized to change
cument procedures and systems to reduce medication-related ermors.

How does your hospital analyze reported medication errors? Are pharmacists, nurses,
physicians, and administrators part of the process?

Does the multidisciplinary group regularly analyze all identified actual or patential
medication-related errors?

How has this analysis been used to change cument procedures or systems?

\What examples can you provide to demonstrate such a change in procedures or systems?
Were the ch in the procedure or system effective in reducing medication emors?

SECTION TITLE

Include a process to incorporate extemal medication-related error alerts
to modify current processes and systems as appropriate.

Does the plan include a review of external medication error alerts to modify current
processes and systems?

What extemal sources does the hospital use for identification of potential/actual risks
related to medication emors?

How has the hospital used these extemal alerts to modify processes and systems?

Were changes in the procedure or system effective in reducing medication emors?
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Plan To Eliminate or Substantially Reduce
Medication-Related Errors
(SB 1875, HSC 1339.63)

Medication Error Reduction Plan (MERP)
Updated October, 2024

WORD = EXCEL FORMAT

ADDED COLUMNS TO MATCH MERP ASSESSMENT
QUESTIONS

UPDATED REPORTING SYSTEM TO CAPTURE CA
MERP CATEGORY FOR EACH EVENT

COVER PAGE

SUMMARY PAGE FOR A QUICK OVERVIEW OF
INTERVENTIONS

QUARTERLY ASSESSMENT
INTRODUCTION

11 PROCESSES AND SYSTEMS
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2024 MEDICATION ERROR REDUCTION PLAN (MERP) SUMMARY

Processes and Type af .
' count Definition INTERVENTION TYPE
1 prescribing E - Any process improwement strategy based on safety alerts provided by external resounoes. e, no safety
2 BX order commu 4 Proactive event has been reported st SVHMC yet, howewer it has been recognized = 3 safety recommendstion or
i alert by an extemal organization such 2= ISMP or ECRI
3 product Labeling 3
4 Fackagingsdor 4 Retroactive 1 FMMEA, MUE or RCA and any process improvement strategy &s an outoome of an MUE, RCA or FMEA
5 compounding g
& Dispensing 2 I :'"“"T_ '"'"IL_'" "t:f:::dm“:':w“mh::;:maﬂ;”“?" l"F ® Proactive  ® Retroactive  ® Concurrant
7 pistribution & any formulary changes
& administration 3
% Education 5
10 Monitoring 2024 MEDICATION ERROR REDUCTION
11 yse B

PLAN (MERP)
61 Use, & Prescribing, 8

Monitoring, 8

Packaging+
Nomendature, 4
Education, 5

Administration, 3 Compounding, 8

Distribution, &

Dispensing, 4

SECTION TITLE
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SECTION TITLE

2024 MEDICATION ERROR REDUCTION PLAN (MERP) : QUARTERLY ASSESSMENT

Response a1 a2 a3 a4 Comments

What committee/team oversees the MERP? Medication Safety Committee [subcommittee of P&T committee) NfA
Have interventions to reduce medication errors been identified for each of the | Documented weaknesses and interventions under all 11
11 procedures/systems? procedures/systems N/A
How does the hospital determine effectiveness and identify weaknesses or Proactive, retroactive, concurrent interventions (as defined in this
deficiencies in the 11 procedures/systems? document under the Tracker tab) NfA

Aggregate trending reports (Barcoding/scanning, Alaris Pump, Override).
Does the method include the use of metrics such as process measures? RCA (discover the root causes of problems in order to identify appropriate
Agzregate trending reports? Failure mode and effects analysis (FMEA)? solutions)
SeliEassessments? Root cause analysis (RCA)? Observation? Robust reporting | Direct Observation 1/2 TAB DOSING FMEA; PROTAMINE
system? Robust reporting system: RLG COSING ERROR RCA
Dioes the method include analysis of all medication error data to identify
problems? Yes Departmental reports via RLG
How has the assessment process been used to address system deficits and RCA- Chemo Error, Protamine error;
reduce medication errors? Med error trends, RCA, FMEA FMEA- half tab dosing

Afterhours TOC workflow- No fall

Were the implementation strategies used to address the system deficits outs since implementation of
effective in reducing medication errors? MUE, Process Improvement Audits workflow
INCLUDE AN ANNUAL REVIEW TO ASSESS THE EFFECTIVENESS OF THE
IMPLEMENTATION OF EACH OF THE PROCEDURES AND SYSTEMS BASED IM
THE FIRST REQUIREMENT.

Defined follow up dates and post-intervention audits, reviewing trends in
How do you know that a specific intervention is working to reduce errors? med errors reported N/A
On an annuzl basis, do you assess the effectiveness of the plan for each of the
11 procedures and systems? Annual review Annual MERP review due Oct-2024

. o o . . . Define threshold f.or ea::h ?ntewent?on to be cgnsid ered effective. Review .
Did the annual review identify interventions that were ineffective? follow-up data to identify interventions that did not meet threshold TBD- post 2024 Annual review.
Is the MERP effective in reducing errors? Yes post 2024 Annual review.
INCLUDE MODIFICATION AS WARRANTED WHEN WEAKMNESSES OR
DEFICIENCIES ARE NOTED, TO ACHIEVE THE REDUCTION OF MEDICATION
ERRORS.
What method is used to identify weaknesses or deficiencies that could Proactive, retroactive, concurrent methods (as defined in this document
contribute to errors? under the Tracker tab) N/A
What weaknesses and/or defidencies have the hospital noted upon review?  |ldentified under each process/systems tab N/A
_ - _ 5] 5] @ @
How was the plan modified to address the noted deficiencies? Identified under each process)systems tab N/A
= = = = Annual MERP review - October

Did the hospital reassess the MERP after it had been modified? Annual, ongoing review of identified processes,/systems 2024
Was the revised plan or the medification effective in addrassing the noted ) ) )
deficiencies? Yes ] [ ] 2]

N/A

DESCRIBE THE TECHNOLOGY TO BE IMPLEMENTED AND HOW IT 15 EXPECTED
TO REDUCE MEDICATION-RELATED ERRORS ASSOCIATED WITH ONE OR
MORE OF THE PROCEDURES AND SYSTEMS LISTED IN THE FIRST
REQUIREMENT.
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MERP CROSSWALK 2023-2024

Medication- Responsibl Cate of % Weakneszes ar Change in External Medication Related Error Alerts to Modify Current Process Technolog
Related Error e Parties Initiatio Compli deficiencies are Frocedureszy ¥
Category (HES n ance noted to achieve stems by PET Implement
1335,63 (d)) Anrsal the reduction of utilizing ation to
Review medication errors =nalysis to Reduce
PE1 reduce errors Errors
PE3
PE2
PE4
PES & PEG
PRESCRIBIMNG
Hypertonic Meadicatio Jan 20, 100% Revised guidelines, Treatment of 15MP
Sodium n Safety, 2023 sdded procedure; Hyponatremiz | https://weaw.ismp.org/resources/ prevent-errors-during-emergency-use-hypertonic-sedium-chloride- EHR -
Chloride PET & added mandatory : Acute solutions Meditech
Guidelines & MEC sodium checks; Hyponatremiz Drug
Procedure for Clinical Provides evidence- guidelines, ‘Various research articles Dictionary,
Treatment of Informatics bazed guidelines uszing Order
i Pharmacy for treatment of hypertonic 5trimgs,
|Replaces Education acube and chronic Mall 3% 50 Order
March 2021 hyponatremia mlL & 100 mL Sats;
guidelines) balus owver 10 Healthitre
Policy STAT min am-—
13807182 Chronic Education
Hyponatremiz for
guidelines, Pharmacis
using either t=
balus ar
continuous
infusion, with
mandatory
pre-built
sodium checks
establishing
standzrds for
safer use of IV
hypertonic
sodium
chloride
solutions
Surgical AP PET, Jan 20, TBD Mamy cefazolin and Updated Pre- ASHF, IDSA EHR —
Prophylaxis MIELC, 2023 VENoomyoin pre-op Op cefazolin Meditech
Antibiotic Order Clinical doses were and hitpz-fwwaw. ashp.org/pharmacy-praciice/pobicy-positons-and-guideinesbrowss-by-document-typeltherapeufic- Standing
St Review & Informatics subtherapeutic in vancomycin guidelines ZloginretumUd=550CheckOnly Order etz
Update existing order sets pre-op doses

SECTION TITLE
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PRESCRIBING

ication-Relsted % Wenknesses or deficencies Methods used to identify Technology el
Medication-| Proactiv
Error Cat HES |m ibie Parti Date of | Dwteof | Complismoe noted to schieve the weakness or deficiency [safety | Change in Procedures/ sopstems by Process measures to Extermal Medication Related Emor Alerts | imipl ementatio Ongaing/ Additional
B Initintion |follow up| Annual reduction of medication report, external reports, wtilizing analysis to reduce srrors mssess change to Modify Current Process n to Reducs N Comments
133963 (d}) N - Retroactive
Rewiew EITors guideline changes) Errors
PE1 PEZ PE3 PE5S & PE6 PE7 PES
Treatment of Hyponatremia: Aorbe
) ) Hyponatremia guidelines, using o . EHE -
Hypertonic Sedium . Revised guidelines, sdded hypertonic NaCl 3% 50 mL & 100 my | /Hliz3t0n report: Slow Medizch Drug
Chioride Guidefines & | Mediction Safety, ) conitnuous infusion for tx .
procedure; added mandztory baluz ower 10 min . . s L . o Dictionary,
Procedure for Treatment P&T & MEC sodium fes- Provides Chranic ntresmia muidelin of chronic hyponatremia | https fwww. ismp.ongre sownpes  preve - Order Stri
1 of Hyponatremiz Clinical Informatics | 1/1/3023 | 61,3024 [ /MY ) o External resource : H’Ipq E i == was ordered] T8 times, and | grocs-gurne-smersence-yse-hyperionic- e proctive
evidence-based guidelines for using either bolus or continuows . . N T Order Sets;
[Replzoes March 2021 Pharmacy . : . B rapid infusion bolus for tx sodium-chloride-solutions
e Educati treatment of acute and infusion, with mandatory pre-built of = . - HealthStream
. guidelines) uEatian chronic hyponatremia sodium checks establishing standards ) .I'r,'p-un _Mm':' s — Education for
Policy STAT 13807182 ) . wtilized 24 times. .
for safer use of IV hyperbonic sodium Pharmeaosts
chloride solutions
Reports of hypoghyo=mia Revision of adult h‘g‘p::l'kih:fnli.ﬂ'dlff Number of hypoghycemiz
. - set removal of 10 unit regular insulfin . . -
L following use of regular insulin . ) events in patients that EN, Tobin G5. Weirht-based insulin dosing
Rescizion of Adult Mediction Safety, 10 Unit=] to treat entry; addition of weight-based silized th wed EHER -
2 Hm:::;:ii I]n:l:rfu:'t PET. Pharmacy, | B/1/2023 |8/12004  msa mpﬂlhleslﬁmn e External respurce insulin; sddition of mandatory K and m:ﬂ:‘altmi: x;um r— S — Maditarh | prosctive
Clinical Imfarmatics additional BE checks or resoue hfjﬁ;;‘:‘f | ‘d"'“"'r‘:m";‘ [efare and after Mz-11[5):355 7. doi: 10,1000 jhm. 2545, | Order Sets
dextrose mediction orders § 5. € implemenation of change) E Pt} v A0TEISEE
medicztions
i "I . i
Lows wtilization sinoe X
' E Lkilization Report ower 1, 3, Peviewsd at Mad
Opizte Withdrawal Order|  PET, Pharmacy implernentztion of Opizte Meditech Utilization of Opizte | 5 . - i i )
3 Set Clinical Informatics | 12/2083 | 720231 WA | il Order set in Dec Withcrawal Order Set ey Bmenths post strategy M/R EHR-Mecitech, | - ongaing | Safety Committee
e B implementation Meseting [Sug 2024)
2023 —
.
[ i 1 1
Educstion disseminzted to
.Furmular?l =|:|-dil:iurf: Medicztion Safety, pharmecy and nur.singmﬂ'ln . Adied Vivitral 4o the viary for o . . .
4 | ¥ivitrol Use in Outpatient| P&T, Pharmacy, | 2/1/2024 | 2/1/2025 TBD support appropriate use of Provider request R L Annual utilization review Mfa EHR-Meditech, | ongoing
. . .. - - - use in the outpatient infusion center
Infussicn Clinic Clinical Informatics Wivitrol in the outpatient
infusion clinic
Doan W, Liu'f, Teeter EG, Smeltz Al
Vawzlle IR, Kumar PA, Kolarezygk L.
B ; Bt 15 —
L Medicztion Safety, . : Transcatheter Aortic Valve Replacement &
5| Formulanyaddition: | pharmacy, | z/uz02s |27yz0es|  TED Evidence based practice Provider request Added remifentanil to formulare. | ) tilization review | Sinzle Acsdemic Center Experience ) | EHR-Meditech, | ongoing
remifentanil . : restricted o Of use n
Clinical Informatics Cardiothorac Vasc Anesth. 2032
Jan:36[1}:103-108. dos:
e
3. PMID: 34074554 PMCID: PMCES634RT.
Arntibiotic Stewardship; L=k of required § . EHR -
Pharmacy Protocols: dooumentation in the PHA | Intermnal, retrospective review of | Cﬂ:i‘tm Df:timlirdm?d Medizech
Stardardized interventions or within EMR |  Pipracilin/Tazshactam and | 7o w=ntions that pharmacists can Order Sets;
[ i ASp 451,024 TBD TBD . . e to dooumrent indication, current WIUE IDSA i retrosciive
docurmentztion of EIBL for pharmacy protoco] consult | Meropenem extended infusion renal function. chozen loadine and HeealthStrezm
Pharmacy Protocol requested for EIBL protocols sinoe Mov 3022 rbe g e Education for
Consult [Adults) sdministration. fralmmenanee doas Pharmacists
Crezte 2 protocol that would | Lack of ist protocod to
o Medication Safety, 3 pret v 3 pharmacist pratocs . ) . o ) Protocnl and order
7 Pharmacist driven PET, Pharmacy 51172024 18D T80 allow pharmacists to perform drive mlculations in a Aligning 5VH protoool with Stanford Utilization analysis Stanford: Ludlle Padcnd Childrens EHR-Meditech, P e setap
Pediztric DE& protocol L i 2 bag system loulations for | standandized way to support 2 Lucile Packard Hospital Dosing Guidelines Omniced|
Clinical informatics undersay

Pediztric DKA orders

pediatric DKA order




"Medication safety is like spinach....
it helps you flex your patient care muscles”

National Spinach Day March 26, 2025
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1. MERP overview / goal 2. Healthcare system

SB1875, approved in September 2000, makes it a Since 1958, Washington Health has been serving the San
condition of licensure that general acute care hospitals Francisco East Bay Area. Our healthcare system is
implement a formal plan to eliminate or substantially affiliated with UCSF and includes a 415-bed acute care
reduce medication related errors in the facility. hospital, Level |l trauma, 24-hour emergency care and
pharmacy services, Birthing Center, Special Care Nursery,
Cancer Center, certified stroke & spine surgery programs,
cardiac and neuro surgery/interventions, Institute for Joint
Replacement and Research, outpatient surgery and
rehabilitation services, diabetes management program,
respiratory care, and medical imaging.

Overview & Background
3. MAC Committee

This committee is responsible for executing the MERP.

MAC maintains multidisciplinary representation from medical staff, frontline nurses and pharmacists, information
services, diabetes and patient safety programs, laboratory, respiratory therapy, patient relation and risk management,
department management, and nursing leadership.

The committee is co-chaired by the medication safety officer and a physician champion with extensive knowledge of
medication safety improvement.

The committee analyzes identified actual and potential medication errors and uses these findings to change current
systems and procedures to reduce medication errors. (.‘

The committee works in collaboration with Nursing Councils and reports to Pharmacy, Nutrition, &
Therapeutics Committee, Medical Executive Committee, Patient Safety Committee, and Quality Steering Council.




1. Medication Error Reporting Rates

Dec Jan Feb Mar Apr May Jun

Jul Aug Sep 0]

ct Nov

l===d Total Inpatient Days ==Ld4=FY 2024 Reporting (per 1000 pt-d) «=@==FY 2023 Reporting (per 1000 pt-d)

FY‘18 FY'19 FY'20 FY'21 FY'22 FY'23 FY'24

Total Number of Reports
Average Reporting Rate per 1000 Pt-Days

3. Top Reported Medications

Top 10 Drugs
Number of Reports in FY 2024

Ilil_lL_IE-uDi:

2.

Reported Errors by Severity

NCC MERP Severity Categorization

Mo Harm Errors

A

CIRCUMSTAMCES OR EVENTS HAVE THE CAPACITY TO CALISE ERROR

B

ERROR DID NOT REACH PT (ERROR OF OMISSION DOES REACH PT)

C

AN ERROR REACHED THE PT BUT DID NOT CAUISE PT HARM

D

ERROR REACHED PT & REC MONITORING/INTERVENTION TO CONFIRM NO HARM

Harm Errors

ERROR CONTRIBUTED/RESULTED IN TEMP HARM & REQUIRED INTERVENTION

ERROR CONTRIBUTED/RESULTED IN TEMP HARM & REQYD HOSPITALIZATION

ERROR CONTRIBUTED/RESULTED IN PERMANENT PATIENT HARM

ERROR REQUIRED INTERVENTION NECESSARY TO SUSTAIM LIFE

—|=|&Hm | |m

ERROR CONTRIBUTED/RESULTED IN PATIENT DEATH

Total number of case reports with Severity A-l

Measuring Medication Safety

https://www.nccmerp.org/sites/default/files/indexColor2001-06-

Data is captured by electronic reporting system that allows
categorizing events by severity, process, and type of event.
Consistency is the key in categorizations.

MERP emphasizes that error reporting trends
o are notfor benchmarking with other organizations;
o reflect number of voluntary reports, not all errors;
o reflect culture of safety (i.e., staff feel safe to report concerns and
see reporting as a helpful toolin improvements);
o helpidentify and address existing system weaknesses

Significant events or events with potentially significant outcom
trigger a more intense root cause analysis by subcommittee.

~
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https://www.nccmerp.org/sites/default/files/indexColor2001-06-12.pdf
https://www.nccmerp.org/sites/default/files/indexColor2001-06-12.pdf

Identify Deficiencies to Reduce Medication Errors

Error Reporting Trends by Medication Process
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A breakdown of the 11 processes with details of cases and actions in
each category are documented in subsequent sections.
Those sections comprise the main body of the MERP document.

Target areas in each process section:

- Proactive, concurrent, and retrospective assessments with actions.

- Use of external resources.
- Use of technology to reduce medication errors.

General Structure for Each Process Section

Title [e.g., Use: X of XX (X%) of cases in FY 2024]

Assessment & Actions

A. Event(s) summary
(note if category = E, top 10 drug, new or recurrent, trends)

ACTIONS: ...
B. Event(s) summary
ACTIONS: ...
Completed Actions from FY 2024 / Proactive Project
A.
B.

ISMP/ ECRI/ FDA/ TJC Alert: Summary of alert

o Assessment: ...
o ACTIONS: ...

Graphs / References to the Appendix

o Compare effectiveness with previous years, trends in focus areas

FY 2025 Plan

o Additional actions and/or monitoring of actions from prior ev‘e&.
o New actions based on identified trends. (
o New audits or projects. d



Administration Administration
* Quarterly administration event trends in the last 2 years
« Administration event trends by event type and drug g ;
. . : O E
 Actions for top administration event types s g
= [
* Metrics with trends and actions: I : 1 | t
+» Bar code medication administration e . - . - . —
< Smart pump pre-population Jul-Sep Oct-Dec Jan-Mar Apr-Jun
s Smart pump pre-population failed attempts WM EY 2024 1FEY 2023
% Smart pump DERS use
« Expanding scanning and/or pump Identify Deficiencies to
interoperability to other areas - .
P y Reduce Medication Errors
* Related ECRI/ ISMP alerts
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-
Administration (examples of metrics)

Z Unit BCMA FY2023 - FY2024 Healthcare System Guardrails Use FY2023 - FY2024

avg 99.9% 1 avg 98.8%
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L) Total Admins e \edication Scanning Compliance s s e e e Goal =l Guardrails Use  ++ =+« Goal (95%)
Identify Deficiencies to
Reduce Medication Errors
X Unit Pump Programming FY2023 - FY2024 Guardrails Use by Profile FY2023 - FY2024
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Use
Use of devices, protocols, developed tools, etc.
Smart pump events (see table)
Smart pump patient ID usage
Automated Dispensing Cabinet use (e.g., overrides)
ECRI Top 10 Health Technology Hazards
ECRI Top 10 Patient Safety Concerns
ISMP Best Practices & Guidelines
TJC standards, ECRI/ FDA recalls
Extravasation management
Follow-up on consults (e.g., pump vendor, ISMP)

Alaris Pump Events FY 2024 | #

Out-of-scope medications/areas

XX |

Manual programming (in-scope medications/areas)

XX (interoperability not used)

XX (changes at the pump — e.g., after pause)

XX (titration order)

XX (adjusting VTBI after sending order)

Techmnical

XX (IV limes mix-up)

XX (pump battery died)

Total events

Prescribing / Order Communication

Implementation of electronic medication documentation
for anesthesiologists

Development of new and revision of existing order
panels and order sets

Concurrent pharmacy review of prescribing practices for
select high-alert medications (e.g., Fentanyl patches)

Proactive and retrospective assessment and actions for
holding anticoagulants

Identify Deficiencies to

Reduce Medication Errors

Product Labeling

TJC National Patient Safety Goal on labeling
medications/ solutions on and off the sterile field

Audits of medication/ solution labeling in OR

Review of options for improved medication labeling for
anesthesiologists

ISMP alerts related to commercial product labels

(&




Monitoring
Critical drug level processing time

Coordination of drug level draws with dose
administration (e.g., Vancomycin peak and trough)

Timely entry of patient weight and height
on admission

Baseline labs for Heparin

Ensuring existing and newly-purchased gurney/beds’
weight scales locked to kilograms

Regular software upgrades to
prevent issues with blood glucose
monitors connectivity

Hyper- and hypoglycemia monitoring

Pharmacy dashboard on monitoring medications
(e.g., antimicrobials, anticoagulants)

Drug utilization evaluations

Distribution

» Medications in unsecured location (reports, audits)

« Patient’s own medications not returned on discharge
» Medications not transferred with patient

« Controlled substance diversion prevention projects

Identify Deficiencies to
Reduce Medication Errors

Unsecured Medications Found
FY2023 - FY2024

.1 Controlled Meds I -1 Non-Controlled Meds




Dispensing
» Medication dispensing events (see graph)

« Events and metrics related to pharmacy activities:
o Order entry per pharmacy protocol
o Medication reconciliation

e |ISMP alerts

 Make sure as many medications as possible are in the
most ready-to-administer, commercially available forms

Education

» Patient’s own medication(s) found at bedside or were
reported as taken
« Patient education metrics:
o Education for oral anticoagulant therapies
o Pre-discharge medication education for patients
= 75 years of age with a risk of readmission

« Staff education: annual education, new staff orientation
(hazardous drugs, diabetes management)

Identify Deficiencies to
Reduce Medication Errors

¥ of events

¥ of events

Packaging & Nomenclature
» Look-alike / sound-alike (LASA) medication events

« Annual review and update of LASA medication list

Compounding

» Sterile IV preparation barcode scanning

N

» Explore options for incorporating technology in (
sterile product compounding (e.g., image capturin




Evaluate Effectiveness of MERP FY 2024

Targets Met for FY 2024

* Met goals

« Completed projects

* Improvements in target areas
« Positive trends

Emphasize values and approaches

» Support culture of safety and collaboration
(good catch awards, ‘Thank You’ letters for self-reports,
involving stakeholders in decision making, and sharing
completed projects in response to reports)

» Foster spirit of active listening, respect for unique
perspectives, and celebration of accomplishments

 Incorporate error reports, patient grievances, and data

« Utilize ISMP’s hierarchy of risk-reduction strategies

Strategize MERP FY 2025

Room for Improvement

* Not met goals

* Incomplete projects

* Negative trends

* New medications on top 10 medication list

Set goals and outline significant projects
« Determine new metric goals, as applicable

Outline areas of focus for targeted actions

Outline priority actions

Determine a new proactive risk assessment

Decide on metrics/ audits for monitoring medicatiou\
safety with initiation of new services/ devices/ etc(

o/




Top Medication in Reports

Medication X Cases FY2023 - FY2024

FY2023 total X

FY2024 total ¥

Trends Before & After Project Implementation

10075

Goal = 90%

0% Before
2% implementation
5 L | _— 50%
IE - 40%
N l 3056
o | s 0] [
A nt Ayl AP PP AR AL et | | | -~
888 SR SR80 8012882883333 3 T e e a s s s s s e s T e o o e o e e o
Appendices (examples)
Medication X Event Breakdown - FY 2024 Proactive Assessment Actions
Type of Dose Event Type # of Events* Action Item Status
Event descripti X [y completed
vent description (Y) completed
completed
K DUSE‘S pending
ongoing
Total X Dose Events | X (Y) completed
Event description X(Y) in progress
pending
Y Doses EUECHE
completed
in progress
Total Y Dose Events | Y [Y) comploted
*In parenthesis - # of events in prior FY (FY 2023)




Forcing functions

Barriers and fail-safes

Automation and
computerization

Standardization
and protocols

Redundancies
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Warnings, alerts,
_mmm&ers. checklists

Rules and policies
Educational programs

Available information
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Suggestions to “be

more careful”

E2022 Institute for Safe Medication Practices (ISMP)

-

Most
Effective

Hardest to
Implement

Least
Effective

Easiest to
Implement




MAC ACTION ITEMS — MARCH 2025

DATE ACTION ITEMS RESPONSIBLE STATUS

Issue [ Action Title . =IN PROGRESS
2/13/25 - Brief event/ issue summary o CIPENDING APPROVAL
- Actions LICLOSED

MERP ACTION ITEMS — MARCH 2025

DATE ACTION ITEMS RESPONSIBLE STATUS

Issue / Action Title

- Brief event/ issue summary YY
- Actions XX
- Progress notes with actions in-progress, communication with dates, screenshots

XIIN PROGRESS
LJPENDING APPROVAL
[ICLOSED

1/13/25

CLOSED ACTION ITEMS FY 2025

|
DATE
INITIATED ACTION ITEM RESPONSIBLE STATUS

Issue /Action Title
- Brief event/ issue summary
- Completed actions

- Screenshots / Inserted document PACLOSED (3/8/25) ‘

L1IN PROGRESS

12/13/24 AA CIPENDING APPROVAL
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MERP Panel Discussion

Loriann DeMartini, PharmD, MPH,

BCGP
Chief Executive Officer

California Society of Health
System Pharmacists

Abhi Mehta, PharmD, MS, MBA
Medication Safety Officer
Salinas Valley Health

Viktoriya Ingram, Pharm D, FISMP
Medication Safety Officer
Washington Health

Mara Miller, PharmD, BCPS

Medication Safety Coordinator
Kaweah Health

Shannon Bertagnoli, PharmD
Medication Safety Specialist ISMP

Former Medication Safety &
Quality Specialist, Children's
Hospital of Orange County
(CHOCQ)

Rita K. Jew, PharmD, MBA, FASHP
President ISMP

Former Director of Pharmacy,
University of California San
Francisco and former Executive
Director, CHOC

MSOS

MEDICATION SAFETY OFFICERS SOCIETY




ISMP)

Institute for Safe Medication Practices
ECRI Affiliate

ISMP Update
MSOS Briefing March 2025

Rita K. Jew, PharmD, MBA, BCPPS, FASHP
President
Institute for Safe Medication Practices



Another Case of Nursing Criminalization

February 13, 2025 | Molume 30 = Issue 3 m

Acute Care ooy

_ISMPMedication SafetyAlert]:

Educating the Healthcare Community About Safe Medication Practices /,'f‘—___—
Another case of nursing criminalization—LTC  Feoruary 27 2025 | votume 204 issue 4 J—s/M_P)
must improve systems, not blame nurses—Partl  Acute Care Ao A

Prosiem: We recently heard about & series of latent and zctive system failures,

which contributed to a licensed practical nurse [LPN] administering another I MP M d t f t AI rt ,
resident’s opioid infusion fo a patient in a long-term care (LTC} facility instead of e I ca Ion a e y e
the prescribed antibiotic infusion. The patient died. and first and foremaost, our

heartfelt condolences go out to the patient's family for their tragic loss. This event

rred in 2017, at which time th I i desed her i b .
et o oo fogs ks meneitior vzt e mese: A deeper dive into active failures and accuunt- ~SAFETY brief ——

conviction of Aalonda Vavaht for criminally negligent homicide and gross neglect of an impaired =y = - - Maanesiom almost administered instead
adult following the 2017 death of Charlene Murphey, this event did not gain national attention. a hll “? |.|5|“g JHSt [: u Itu re P"“mPIES_Paﬂ I I i@' nfah?tparin.Anurseuhtainedabagulﬁdlatme

Educating the Healthcare Community About Safe Medication Practices

Proguest: In our last newsletter, in the main article, Another case of nursing thought was hepanin sodm injection (25,000
criminalization — Long-temm care facilifies must improve systems, not blame nurses units/Z50 ml) from an automated dispensing

- Fart | we discussed how a senies of organizetional latent system failures and cabinet [ADC). Right before the nurse hung the
practitioners” active failures contnbuted to a patient in a long-term care [LTC) facility bap on the patient’s miravenous |V} pole, she

recenving an opioid infusion instead of the prescribed antibiotic infusion. & nurse identified it was actually a bag of magnesium
attempted to place 3 HYDROmomhone infusion bag for a hospice patient in the sulfate injection (20 g/500 ml). A pharmacy
lncked compartment of a medication refrigerator. When it would not fit, the nursing technician mistakenly stocked the magnesium
supervisor instructed her to place it on a refrigerator shelf. The only other patient on the unit receiving bag in the heparn b in the ADC. Both
a medication infusion was a post-operative |post-op) patient who was prescrbed cefTAZidime. The: products by Hospira are suppled in clear bags

MI ©2025ISMP | www.ismp.org | 37
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Ochsner Children's & ISMP Safe Medication
Management Fellowship

— One-year program beginning in the
summer of 2025

— Unparalleled opportunity to learn
from and work with some of the
nation’s top experts in medication
safety, while supporting
medication safety initiatives and
error prevention strategies in
pediatrics

— This fellowship requires working
on site at Ochsner Health in New
Orleans, LA, with additional remote
work with ISMP

MI https://home.ecri.org/pages/safe-medication-management-fellowships ©2025ISMP | www.ismp.org | 38
An ECRI Affiliate



https://home.ecri.org/pages/safe-medication-management-fellowships

CA Board of Pharmacy Medication Error Reporting Program

STATE OF CALIFORNIA - STATE AND CONSUMER SERVICES AGENCY GOVERNOR Gavin Newsom.
CALIEORNIA DEPARTMENT OF Department of Consumer Affairs
* cu NS“MER Business Services Office - Contracts
1625 N Market Blvd_, Suite 5-103
AFFAIRES Sacramento, CA 95834

September 13, 2024

NOTICE OF INTENT TO AWARD

It is the intent of the Department of Consumer Affairs to award RFP No. PHARMACY-24-02
Medication Error Reporting to:

Institute for Safe Medication Practices dba ISMP
5200 Butler Pike, Plymouth Meeting, PA 19462

ISMP)

©2025ISMP | www.ismp.org | 39
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Membership Website Enhancement

o‘

My ECRI / General / ISMP Medication Safety Alert! Community/Ambulatory Care Newsletter Library

ISMP Medication Safety Alert! Community/Ambulatory Care Newsletter Library

Published Date: March 17, 2025

General ISMP

a
[Jumpw Section ¥ ] [(2 Share w I [@ Prim] [.L Download ] [E SauefurLaIer]

Full Text MyECRI / Article / Advise Patients to Beware of Desiccants in Cresemba Unit-Dose Blisters

Advise Patients to Beware of Desiccants in Cresemba Unit-Dose Blisters
p ISMP Publication

My Account

Recently Viewed

Saved ltems

Support Center ~

Community/Ambulatory Care P e 120
_— |SM PMedication Safety/ﬁle_’;t!l— IJumpw Section ¥ ] I{ Share v ] [@ Pviml [¢ Dowmmad] [E Save for La1er]

Advise Patients to Beware of Desiccants in CRESEMBA Unit-Dose Blisters

Problem: Astellas Pharma manufactures CRESEMBA (isavuconazonium sulfate) in blister packs containing 74.5 mg or 186 mg capsules. It is an antifungal agent indicated for the treatment of invasive asf
and mucormycosis in adults and pediatric patients 6 years of age and older who weigh at least 16 kg. The 74.5 mg strength is packaged in a carton of 7 blister packs. Each blister pack contains five capsul
sheet; each capsule is packaged with a correspending desiccant. The 186 mg strength is packaged in a carton of 2 blister packs. Each sheet contains seven capsules, and again, each capsule is packaged
corresponding desiccant (Figure 1)

Hazard: Unmet technology support needs for home care patients

Alert! InFLIXimab-dyyb is the nonproprietary name for both INFLECTRA and ZYMFENTRA

Each desiccant blister is labeled with “Contains desiccant to protect from moisture. Do not open. Do not eat.” However, this warning may be missed as it is only printed on one side of the blister and is in a s
Safety Brief: HIBERIX diluent syringe administered as vaccine size. The warning “DO NOT EAT" is also included on the desiccant itself but it may also be difficult to read and be missed. Because a desiccant-containing blister could be easily mistaken for a medication-¢
blister (Figure 2), there is a risk that a patient may accidentally ingest a desiccant.

Safety Brief: Look-alike amiodarone and traMADol bottles

Full issue PDF

©2025ISMP |  www.ismp.org
An ECRI Affiliate



LIVE ISMP Symposia at State Pharmacy Meetings

Applying Best Practices for Injection Safety: A “How To” Roadmap

— TSHP Seminar 2025 — NYSCHP 2025 Annual
» Thursday, April 3, 2025 Assembly
» 11:30 am - 1:00 pm  Saturday, April 5, 2025
« Irving Convention Center at Las * 12:30 pm - 2:00 pm
Colinas, Irving, TX - Saratoga Springs Hilton and City

Center, Saratoga Springs, NY

m‘ ©2025ISMP | www.ismp.org | 41
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Upcoming Educational Programs

https://home.ecri.org/products/medication-safety-intensive-workshop

— Medication Safety Intensive Workshops (Virtual)
May 8 & 9

August 14 & 15

October 16 & 17

December 4 &5

— Medication Safety Intensive Workshops for Community & Specialty
Pharmacies

e Apr 25 & May 2
e Sep 26 & Oct 3

VI{M—D ©2025ISMP | www.ismp.org | 42
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https://home.ecri.org/products/medication-safety-intensive-workshop

Questions?

2 Q
]

* A copy of today’s slides will be posted on our website.
* Next MSOS Briefing date — May 22"9, 2025.

MSOS

MEDICATION SAFETY OFFICERS SOCIETY
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