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Hazards in the Perioperative Space

— Medication storage and organization

— Poor communication

— Tricky technology and transitions of care

— Unique situations
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Where are the medications stored?
Central 

Pharmacy

OR Pharmacy

Pre-op Operating 
room areas

Anesthesia 
Workroom

Sterile core

Post anesthesia 
care unit (PACU)

Other procedural areas (e.g. 
IR, endoscopy, cath lab)

©2020 ISMP    | www.ismp.org     | 5

 

Safe Practice Recommendations

— Have a conversation with perioperative practitioners to discuss their 
medication needs

— Make sure it is clear which medications are available and where

— Confirm supply is limited to the amount of medication needed to meet 
essential patient needs between replenishment 

— Confirm the variety of different medication concentrations and 
formulations is restricted
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How are the medications organized?
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Safe Practice Recommendations
— Storage is configured to allow practitioners to immediately view the label while selecting 

medications (i.e., label is facing up), instead of a “cap up” storage configuration which has 
only the top of the vial (e.g., cap) facing up

— Medications that have similar or confusing labels, packaging, and/or drug names, are stored 
separately in individual compartments in anesthesia trays/kits/carts and/or ADCs (e.g., 
locked-lidded compartments) 

— Auxiliary warnings and/or other label enhancements (e.g., tall man lettering to accentuate 
differences in look-alike drug name pairs) are used on packages and/or storage 
compartments of perioperative medications with look-alike names, packages, and/or labels

— Refrigerated and nonrefrigerated neuromuscular blocking agents are segregated from other 
medications or sequestered in a rapid sequence intubation kit or lidded box/drawer 
wherever they are stored in the facility (including ADCs, pharmacy, anesthesia supplies)
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How are anesthesia prepared medications labeled?
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Safe Practice Recommendations
— The facility has established standard concentrations for perioperative IV 

infusions of high-alert medications such as morphine, heparin, insulin, 
vasopressors, and neuromuscular blocking agents

— Preprinted labels, or blank labels and smudge-proof markers, are used for 
labeling medications/solutions 

— Syringes of medications prepared by anesthesia providers are labeled with the 
complete name and concentration/dose of the drug, and the expiration date 
and time, and are free of error-prone abbreviations.
• Exception: Labeling is not required if the syringe is prepared immediately 

before drug administration, never leaves the hand of the preparer before 
administration, and the entire dose in the syringe is administered or the 
remaining volume is immediately wasted or discarded before the syringe 
leaves the preparer’s hand

7

8

9



MSOS Member Briefing
May 2020

4

©2020 ISMP    | www.ismp.org     | 10

 

Poor Communication

— Pharmacist to Physician
• Anesthesia

• Surgery
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Safe Practice Recommendations

— Face-to-face verbal orders from prescribers who are onsite in the facility 
are never accepted, except in emergencies or during sterile procedures 
where ungloving would be impractical

— During a medical and/or surgical procedure, a medication order 
communicated verbally by the prescriber is read back (or repeated back 
under sterile conditions) to the prescriber and the verbal order is 
documented in the EHR or medical record
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Tricky Technology and Transitions of Care

— Are there multiple electronic medical record systems involved?

— Are they fully integrated?

— Are medications accessible outside of the pharmacy actually being
ordered and charted?

— How does this affect transitions of care?
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Safe Practice Recommendations

— Medications that the patient was taking at home before the medical 
and/or surgical procedure are reconciled with the list of medications 
prescribed at the time of admission/encounter, upon transfer within the 
facility, and upon discharge as appropriate; and any identified 
discrepancies (e.g., omissions, duplications, contraindications, unclear 
information) are resolved

Home Pre-op Operating 
Room

PACU/
Recovery

Discharge to 
home or 

transfer to 
inpatient 

care
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Unique Situations

— Where are the antidotes?!
• In perioperative settings, all appropriate antidotes, reversal agents, 

and rescue agents, with directions for preparation and use, are 
readily available and easily accessible; and protocols or coupled 
order sets permit their emergency administration to prevent patient 
harm

— And now….COVID-19
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Coming soon in September!

To volunteer as a 
potential pilot site 
please email: 
ismpinfo@ismp.org

ISMP Medication Safety Self Assessment® for Perioperative Settings
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Questions?
Allison Hanson, PharmD, BCPS
2019-2020 International Medication Safety 
Management Fellow
ahanson@ismp.org
MSOS Member Briefing May 2020

Training on Just Culture and
Responding to Events Using 
a Decision Tree
Rabih Dabliz, Pharm.D., FISMP

Senior Manager, Quality & Medication Safety Practices

Department of Pharmacy Services

Cleveland Clinic Abu Dhabi
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Learning Objectives

1. Recognize the importance of Just Culture 
as part of establishing a Safety Culture

2. Describe strategies implemented at 
Cleveland Clinic Abu Dhabi for developing 
a Just Culture within an organization

Why the focus on Just Culture?

LEADERSHIP
PERCEPTION

CAREGIVER
PERCEPTION
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What is Just Culture?

“An atmosphere of trust in which people 
are encouraged (even rewarded) for 
providing essential safety-related 
information, but in which they are also 
clear about where the line must be 
drawn between acceptable and 
unacceptable behavior”.

-James Reason

Leadership Expected Behaviors

Shared
Accountability

Encourage 
Open 

Reporting

Recognize Safety
Champions

No Tolerance for
Disruptive Behavior

Value 
Diversity

& Fairness

Learning 
from

Events

JUST CULTURE
TRAINING WORKSHOP
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Developing the Guide

Participant Guide Clinical & Non-Clinical
Scenarios

Developing the Guide

Decision Tree Introduction Decision Tree

Just Culture Decision Tree

• Helps leaders decide on 
the culpability of an unsafe 
act

• There are likely a number 
of unsafe acts that 
contributed to the incident

• The decision tree should 
be applied separately to 
each decision
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Q.1 Deliberate Harm Test
• Helps the manager identify at the earliest possible stage those rare 

cases where harm was intended. 

• Asks the manager to consider whether the individual’s actions were 
as intended and whether the outcome was as intended 

Image Source: https://www.mycentraljersey.com/picture-gallery/news/crime/jersey-mayhem/2020/02/25/charles-cullen-killer-nurse-over-years/4870123002/

Q.2 Health Test

• Helps to identify whether ill health or substance abuse caused 
or contributed to the patient safety incident.
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Q.3 Foresight Test
• Examines whether protocols and safe working practices were 

adhered to.

Q.4 Substitution Test
• Helps to assess how a peer would have been likely to deal 

with the situation

Q.5 Mitigating Circumstances

• Considers exceptional, unforeseen and unpreventable events.
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Questions?

DablizR@ClevelandClinicAbuDhabi.ae
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Michael R. Cohen, RPh, MS, ScD (hon.), DPS (hon.), FASHP
President, Institute for Safe Medication Practices 

ISMP Update 
MSOS Briefing  May 21, 2020
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www.ismp.org
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www.ismp.org/covid-19-resources
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https://ismp.org/acute-care/special-edition-medication-safety-alert-may-14-2020/covid-19
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Remdesivir Product labeling for EUA:

Remdesivir Product labeling for Clinical Trials:
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https://ismp.org/node/17670
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Webinar Recording (May 15, 2020) | Medication 
Safety During COVID-19: What Have We 
Learned?:

Webinar Recording (April 8, 2020) Infusion 
Therapy - Conserving Supplies in the Age of 
COVID-19

https://www.ecri.org/coronavirus-covid-19-outbreak-preparedness-center
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Questions?

Questions?

48

• A copy of today’s slides will be posted on our website
• Next MSOS Briefing date – July 23, 2020.
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