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Staff:
e 12,583 employees

Patient Services:
* 208,843 days of care

* 267,780 emergency, urgent care & trauma
* 1,200 volunteers are members of Cox visits

Auxiliaries

e 552 physicians

* 34,699 surgeries
e 4,137 babies born

Facilities: e 37,731 ambulance services

* 6 Hospitals across region

e 87clinics

* 26 county service area TCD Designations:

¢ 1,014 Licensed Beds — DNV GL Hospitals — Level I Trauma Center (MO & AR)
— Level | Stroke Center
— Level | STEMI Center

*7¢

OXHEALTH

Problems and Root Causes

IVPBs compounded for immediate use on
floor prepared with wrong fluid or wrong
size

Not being able to quickly identify drug
infusing if made for immediate use

Speed of compounding IVPB from
code carts

Vasopressin dexmedTOMIDine

Norepinephrine

Wrong Drug used

for immediate use

compounding of
IVPB

Vecuronium vs. Vancomyci

Tranexamic acid vs. local
anesthetic

Medications for
Infusion being given
IV Push

perational Workflow
for Urgent IVPBs

Nicardipine Cangrelor
dexmedTOMIDine

Look-Alike, Sound-Alike
medication names and
packaging

Immediate use IVPBs are often needed
at same time as multiple other

medications

Lack of standardize

label if outside of a

physical kit v FI.uid bags are
IV Fluid bags are often in wrong ADC
Items intended for immediately use often in different location
compounding not differentiated ADC ¢C‘

OXHEALTH
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Increase visibility of the root causes
Increase reliability of overall medication management process

PHYSICAL KITTING

: CoxHEALTH

So why not just use electronic kits for everything?

A safety MUE was performed on a medication that was being compounded on the
floor.

1-week chart review was performed on documented doses.
— About half were requested from the Pharmacy IV Room
— About a quarter of doses either had the wrong IV Fluid bag pulled or no bag

49 Doses
ute of IV, IVP, or IVPB

: CoxHEALTH
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Physical Kits: Components

Nicardipine Cangrelor

Components

* Medication

* Correct IV Fluid bag
* Adapter (if needed)
* Label

* Heat Sealed

pge

OXHEALTH

Physical Kit: Label

Identifies Standard Product in

Identifies Medication
Pump for RN to Program

tranexamic acid{1000mag/ 117m

NS V2B/MB + \
; Identifies Appropriate Fluid
| Total volume: 117 mL

o]
(=
|

=

Expiration of the kit
Tech: KH RPH:KH

| EXP: 03/31/22 \
2 1M

=/ DO NOT REFRIGERAT

| Barcode for only a single
scan for administration

pge

OXHEALTH

Standard
Warning Labels
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Physical Kit: Benefits Observed

Risk/Gap/OFI

Wrong medication infusing
Wrong fluid used
Giving IVP

Titrating wrong med

Not immediately recognizing
medication infusing

Operational inefficiencies with
compounding medications for
immediate use

—
=

Component/Benefit

Visually differentiated into what is
given IVPB and other routes

Assembled within Pharmacy

Physically separated from other
medications pulled at the same time

Label hardwired

Able to store in kits within ADCs and
Crash Carts

Safely increases speed of
preparation of IVPBs during codes

*7¢

OXHEALTH

Lessons Learned: Balancing Positive and Negative Effects

* Increases safety and operational efficiency for medication management overall at
expense of workflow in Pharmacy

— Opportunity for buy-in from hospital leadership for allocation of resources

* Balance which kits can be safely made electronically vs. physical kits based upon

safety

* Examine vial sizes, as smaller vial openings do not have available adapters

7%

OXHEALTH
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ASMP)

Institute for Safe Medication Practices

Specialty Pharmacy Medication
Safety Challenges

Jill Paslier, PharmD, CSP, FISMP
Pharmacy Consultant
Former ISMP International Safe Medication Management Fellow

11

Specialty Medications

— High cost — Treat specialty conditions
. . e HIV
— High complexity
i ) * Hepatitis C
» Biologics
e Oncology

— High touch « Multiple sclerosis

» Special storage and handing e Transplant

 Special administration « Cystic fibrosis

e Close clinical monitoring e Autoimmune conditions (e.g.,

rheumatoid arthritis)

m‘ ©20211SMP | www.ismp.org 12
A

n ECRI Affiliate
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Specialty Pharmacy Services

— Free medication delivery

— Free supplies

— Proactive refill reminders

— Financial assistance / benefit investigation

— 24-hour access to a pharmacist via phone

ASMP)

ECRI Affiliate

13

Clinical Therapy Management Services

— Clinical pharmacist reviews medications for:
e Indication
o Efficacy
 Safety

e Adherence
— Medication reconciliation
— Review charts and labs for appropriate therapy

— Similar to the Medication Therapy Management (MTM) model

ASMP)

n ECRI Affiliate
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ASMP)

Prescription Receipt

— Referral sources
 Specialty providers
e Primary Care Providers
e Emergency department (HIV post-
exposure prophylaxis)
— Prescription sources
 Electronic
* Verbal
e Transfer
e Fax

e Hard copy

Digital_Q4_2018_Update.pdf> [Accessed 13 August 2020].

An ECRI Affiliate

— Risk for error and harm
e Prescribing errors

e Hard to read prescriptions

Enrollment forms

 Verbal or transfer transcription
errors

Cosentyxhcp.com. 2020. [online] Available at: <https://www.cosentyxhcp.com/pdf/T-COS-1371669_COSENTYX_SRF-Annotated_Version-

©20211SMP | www.ismj porg | 15

15

Data Entry

— Electronic prescriptions

e May auto populate most fields

— All other prescriptions

e Technician manually types all data
points

Your Request

An ECRI Affiliate

— Risk for error and harm
* Patient
* Allergies
* Prescriber
* Drug Name
* Drug Strength
* Drug Dosage Form
« Sig
* Written date
* Quantity (written or dispensed)
« Refills
- Day supply
« Origin code
- DAW
» Copay

m Banner Health, 2016. Banner Family Pharmacy: Specialty Medications. [video] Available at: <https://www.youtube.com/watch?v=SB4vgurACCs>
[Accessed 14 August 2020].

©20211SMP | www.ismp.org | 16
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Delivery Set Up

— Confirm address, date and time
with patient

— Enter in software

An ECRI Affiliate

— Risk for error and harm

* Incorrect meds / supplies
- Old dose
- Discontinued medication

* Delivery or shipping method
* Ship date/time
* Shipping address

- Signature or no signature
required

* Payment options
* Delivery-related notes

©2021ISMP | wwwismp.org | 17

17

Pre-Verification

— Verifies everything from data entry
AND delivery set up

— Calls provider for clarifications and
recommendations if needed

— Verifies clinical information
e Appropriate therapy
« Dose/directions
¢ Allergies
¢ Drug interactions

* May complete patient counseling
PRIOR to verification

ASMP)

An ECRI Affiliate

— Risk for error and harm
e Any incorrect elements from data
entry or delivery set up
See previous slides
e Missing important clinical
information
Allergies
Drug interactions

Inappropriate or unsafe therapy

©20211SMP | www.ismp.org | 18
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— Technicians or automated
dispensing machines fill
medications

— Tote goes to stations to fill each
specific medication

Your Order

> ¥

\J/(ME Banner Health, 2016. Banner Family Pharmacy: Specialty Medications. [video] Available at: <https://www.youtube.com/watch?v=SB4vgurACCs>
[Accessed 14 August 2020]. ©20211SMP | www.ismp.org | 19

An ECRI Affiliate

Fulfillment / Production

— Risk for error and harm
*Wrong drug
* Wrong quantity
* Expiration date
* Non-safety cap
* Medication in wrong tote
* Order filled twice

* Hazardous medication and
cold chain medication special
handling

19

Final Verification

— Verifies final product

e Product Name, strength, dosage
form

 NDC

Quantity

Expiration date

Supplies needed

Directions / appropriateness

[Accessed 14 August 2020].

An ECRI Affiliate

— Risk for error and harm

e Any incorrect elements from
fulfillment

See previous slide

m Banner Health, 2016. Banner Family Pharmacy: Specialty Medications. [video] Available at: <https://www.youtube.com/watch?v=SB4vgurACCs>

©20211SMP | www.ismp.org | 20
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Packing

— Pack medication into pick up
bag

— Pack medication into shipping
box with appropriate stability
packing

An ECRI Affiliate

— Risk for error and harm

e Wrong patient in wrong bag/box

e Wrong address

¢ Incorrect shipping materials (e.g.,
cold chain box)

 Signature requirement

m Banner Health, 2016. Banner Family Pharmacy: Specialty Medications. [video] Available at: <https://www.youtube.com/watch?v=SB4vgurACCs>
[Accessed 14 August 2020].

©20211SMP | www.ismp.org | 21
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Published
Error Tracking Safety

Literature

Drug
Utilization
Review

Proactive Risk
Assessment

ASMP)

An ECRI Affiliate

Inventory
Quality and
Safety

Quality and Safety Considerations

Adverse Drug LASA
Events Screening

Quality Patient
Improvement Educational
Projects (QIPs) Materials

Cold Chain
Dispensing

22
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Questions?

23

Parenteral Nutrition Safety:
Focus on Administration

Joseph Boullata, PharmD, RPh, CNS-S, FASPEN, FACN'
Phil Ayers, PharmD, BCNSP, FMSHP, FASHP?2
Andrew Mays, PharmD, BCNSP, CNSC?

1 Penn Medicine, Philadelphia, PA
2 Baptist Medical Center, Jackson, MS sk o gy SR
3 University of Mississippi Medical Center, Jackson, MS American Soclety for Parenteral and Enters! Nutriti

24
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PN-Use Process

Prescribe
PN

[ Verify/Review ]

Assess Patient PN Order

Monitor & Re-
Assess Patient

Procure yProduct

Prepare
Administer PN Order
PN (Compounded, Labeled,

and Dispensed)

25
PN-Use Process 1-8%
Prescribe
PN
Verify/Review | 20-397
Assess Patient PN Order
Monitor & Re-
Assess Patient 46% Procure WProduct
Prepare
Administer PN Order 24-42%
3 — 16 errors PN (Compounlded, Labeled,
. and Dispensed)
per 1000 PN scripts 28-35%
26
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Focus on ILE Administration

» Survey (n=895) and gap analysis
» 83% of nurses have access to the full PN order in MAR for verification
» 33% use bar-code and/or smart pump technology
» 65% have policy-procedure for separate ILE administration

* Survey (n=670) and gap anaIySIS Patients TNA Separate ILE
» Separate ILE administered as Adults 8%  43%
single container over max of 12 h il L
(72% adult, 41% peds/infant) : :
H Patients TNA Filtered ILE Filtered
* But infused over >12 h b_y some G e e
(25% adult, 50% peds/infant) Pediatrics  81% 90%

27

ILE Administration
ASPEN Guidance (Positions, Recommendations, Standardized Competencies)

* Policies-procedures to standardize nursing practices for each task

 Order verification, patient access, pump settings, monitoring
+ Verify PN label against original PN order; then independent double-check for infusion
pump settings; consider use of bar-coding and smart pump technology

« Administration sets
* Must be DEHP-free administration sets
* Change with each new container; attach immediately prior to use
Use in-line filter for all PN, including separate ILE, administration

* Infusion
* Maintain infusion at the prescribed rate; avoid interruptions
« Limit separate ILE hang time to max of 12 hours

28

14
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ILE Administration — Filtration

0
Lol

pump |oooc oo | | pump

If ILE is infused through a different vascular
access device from the PN, each will need
to be filtered through a 1.2 pm filter

Large volume Large volume

1.2-micron
filter

- Patient
29
Summary
* Medication errors around PN administration continue
* Best (safe) practices are available to mitigate risk
» Make sure PN is filtered during infusion (including
separate ILE)
Invited Review CISE)GI"I, R e
Parenteral Nutrition Safety: The Story Continues = -
Bl Bar i MSGE ST dogh i BRI BCGE, LR
30
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JISMP)

Institute for Safe Medication Practices
An ECRI Affiliate

ISMP Update
MSOS Briefing July 2021

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

©2021ISMP | www.ismp.org | 32
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ISMP Medication Safety Self Assessment® for
Perioperative Settings

— Launched May 18,

associated with medication use in

I
— Data submission extended to October 1, P
2021 Fatientsaety
Y ECRI
g)ét'zier{é;%pemtwe H Ln:;mf:
NAHQ
apg g SRE =
= V'hn.'olhrcummlnlan
2aorn 7
MP https://www.ismp.org/node/18027 oo | e | 5
33
Benefits to Organizations
. . ISMP Medication Safety
— Prowde a_standardlzed way for Self Assessment’
organizations to assess the safety for Perioperative
of systems and practices Settings

any phase of perioperative care

— Heighten awareness of best

practices

— Compare their results with

demographically similar
organizations

— Create organization-specific, safety

focused initiatives

ASMP)

An ECRI Affiliate

©20211SMP | www.

ismp.org | 34
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National Benefits

ISMP Medication Safety — Create a baseline of national
Self Assessment’ efforts
for Perioperative

Settings — Pinpoint how currently designed

systems, staff practices, an
emerging chal ené_es may impact
perioperative medication safety

— Determine challenges many
healthcare providers face in
keeping patients safe during all
perioperative phases of care

HERE

— Develop tools/resources
associated with preventing harm
S from medication use

©20211SMP | www.ismp.org | 35

An ECRI Affiliate
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Acute Care :

__ISMPMedication SafetyAlert]-
tyAlert

Screening for dihydropyrimidine dehydrogenase i —
(DPD) deficiency mn fl il patients: Why not? rSAFETYbrlefs -
ot saveral ot () Inproed sy ndd o o

or even death from the drugs,

fluorouracil and capacitabine (XELODA), an oral prodrug that s | erorreportsinvolving pediatic petients who
metabolized to fiuorouracil aftar ingestion. These patients had s genatic are recening njsctable medications ssout-
condition called dihyaropyrimidin dehydrogenasa (DPD) deficiency, 3 | petents and requira tha removal o “partal

diagnosis that naithor tha pationts nor their doctors waro awara of until | dasas” fromaprafiled sytinga. Foraxampla,
it was 100 lat. Tha DPD anzyma is critical for tha motabolism of | Amgan': NEULASTA (pogfirastim, which
fluoropyrimidine drugs. With deficient anzyme function, patiants can experience | is used primarly for the pravention of
severs toxlcities with standard doses of i 1While the hemathe i, isonly
incidenca of DPD deficiency is relativaly low, Fanging from 1 to 7 percent of the available in 3 & mg prefilled syrings, the
population dapanding on ancasiry,? tha consaquancas are potantially fatal. intandoddosaoradu. Sinea Amgon stha
o B zmmw“jul;ﬁ'um-mfgrm»

A recantly reported casa involved a patient with breast cancer who was prescribed | UDENYCA
capecitabine, Within the first week of traatment, she began to devalop mild drug- {pegfigrastim-bmez) (Figure 1), and
related symptoms including fatigue, weight loss, loss of appatite, and diarrhea. By NYVEPRIA (pegfigrastim-apgf). Yet the
itis, hand. nsart ateblo for dosing

0

of the hands and solss of tha fest], extrema weight loss, fatigus, diarrhes, and a | volumes lass than 08 mL (5 mg) Further-
cough. Ater completing her first 2 weeks of therapy, she had become soweak that | mor, despie the weight-based pediatric
dosing, confounddly, the product labaling
W , dry i also statos, “Noto: Tha Noulsta praflld
toars, dalirium, and prolongad leukopania. Her mouth, lips, throat, and esophagus | syings is not dasignod o alow for diract
Eventually she became | administraion of doses less than 05 mL

Only Y. y
unabls to clear the capecitabine. She died just one month after starting tharapy.

prior to starting i
Having this information beforshand allows providars 1o preamptivaly reducs the
dosa of the patients therapy and mitigata potantial toxicities, of not give therapy at [l b e
ailf the patiant s totally daficlant, as no fluorouracil dosa has baan provan safa for
patients with completo absanca of DPD activity. {6mg). Tha syringa doss not baar graduation
continued on page 2 — DPD deficiancy > ‘marks, which are necessary o accurately

‘measuradosss of Newlasia less than 05 il
18 mg} or direct administration to patiarts.
= Thus, tha diract administration to patients
m. n i (Bmglis
> i 1,201 fyouars nat racommendad dus to tha potantial for
aUS hospial fraaston gery dosing errors.”
(ASC),or anathor e
= i i Ao, faciites can
prans

e S
solf assassmart,subit yourinings 0 ISMP enonymoush, promote
engagement o complets the asssssment, and use the assessment reports to make
perioperative meication safety mprovements in ther oraization. Vst our peraperative

using an smpty sterile syringa and
nasdls. Whils thisis cartainly nota riskfree
‘opion, parerts of children who nead this

continuad on paga 2 — SAFETY bk >

ASMP)

An ECRI Affiliate

©20211SMP | www.ismporg | 36
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FOR IMMEDIATE RELEASE CONTACT
July 20,2021 Renee Brehio, ISMP Public and Media Relations
- 614-376-0212

ISMP Calls for Manufacturers to Stop Printing
Medication Barcodes Across Round Surfaces

Horsham, Pa. ~Despite ongoing advocacy by the Institute for Safe Medication Practices (SMP), some pharmaceutical
manufacturers continue to place barcodes on rounded medication container surfaces, which can lead to scanning
failures that can compromise patient safety and create billing issues.

The July 15, 2021, issue of the ISMP Nedication Safefy Alert? Acute Care newsletter reports on a recent situation
where a hospital discovered while audiing their 3408 program that they were not receiving the correct contract price for
a rabies immune globulin product because it was not being not being charted to the medication administrafion record
The barcode was printed horizontally on the curve of the round vial and could not be completely read by the laser
scanner.

ISMP recommends that linear barcodes on round ampules, vials, inhaler canisters, and oral liquid boftles only be printed
perpendicular to the curve of the container, usually along the edge of the label on one side, rather than horizontally
around the curve. Purchasers are advised to avoid products with curved barcodes, when possible, i scar
technology is being used during product selection and administration.

Lex WT%HH
l'.nm.u B4t Lt

forthe U.S. Food and Drug Administration (FDA) to consider raising manufacturer awareness of this

probler|and addressing it in the finalized draft guidance on Safety Considerations for Gontainer Labels and Carfor
Labeling Design to Minimize Medication Errors.
For more information on this issue, see ISMP's previous newsletter coverage at
Jated-safety-briefs 812

About the Institute for Safe Medication Practices
Th o

ot A velunter sfor

MP.

©2021 ISMP X 37
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— ISMPMedication Safety Alert]

NRFit: A global “fit”" for neltraxml medication safety rSAFETYbrIefs ==
(Introduction ) C Use brand names to help differentiate
tacrolimus formulations. An order for
Pl e A Intemational Organization for | oral tacrolinus extended-elease (ASTA-
I i 13
ing func ree 1mg 12
| 4 ]  tubing used for each dose. However, the pharmacist 11
of delivry willnot fit for i | accidenall selected tacroimus 1 mg 10
cation entera, (PROGRAR) capsules
thusreducing it instead of Astagral XL. Al tacrolimus 9
i ‘minimizing the risk of products were in the same drop-down 8
menu because the hospitals computer 7
Implamontation of the naw 1SO standrds bogzn in 2016 with ontoral connoctors (SO | - system displayed al strenginsof an acive 8
‘80369.3), wich tho Global Entoral Dovico Supplor Association (GEDSA) named ENFit | ngredient n 2 ingl st Ao, mmediate- H
Mors i 0% of Cafonia bsphl v varSone 1 ENEi ecives o it 1 | roass an et eeaso ol >
Howaver,fawsr rostof | praducts are avalabie i simiar 05 mg,
theUS.Many araiin the planning stages, reaz- 5\1\ 1my, and 5 mg Strengths, which may
ksl o increase te potental for confusion

takes saveral m
approximataly 25% of iy smsmu:s have

the two dosage forms. In this
cass, the patent noticed a diference in

adoptod the ENFitsystom. GEDSAis a nonprofit e capsule appearance compared to :
trada association comprised rars, tefils and raported ittothe pharmacy. The ?
distributors, and suppliors worldwids, which error was then discovered.

wasfomodto hlp niroduca the IS0 standards

1SMP reviewed mulifactorial causes of
tacrolimus medication errors, including

izations fisted on ifs wabsits,inclucing ECRI The
Joint Comissicn, and the American Sociaty
for Parantaral and Entaral Nurition,in strongly
recommening widespread implarmentation of
ENFit, the only IS0.compliant option for entaral
administration.

4
3
2
1
ol
1
2
3
4

ernors, and more in our August 10, 2017
newsletter (wwwismp org/node/182). To
prevent erors similar o te one described
above, we recommended displaying the
brand name of tacroiimus extended-release
formuiatons (Lo, Astagrat XL, ENVARSUS
XR)on medication ordering andverifcaton
screens 1o help differentate them from
immediste-release taoroimus e, Progra,

The next phasa of implementtion of tha ISO
standards began last year with nauraxial con-

placo o transiton to tha naw nouraxial connoc-  Figuo 2 Luar syga ef tp oxergs iepnd | genencs). AS an asde, when prescribng
tors? is intended  the colla. NRFit
10 help you leam more sbout NRFit and howto 13- brand o generic name, without modifiers.
‘adopt this life-saving strategy in your organization. suchas "IR” for immediate-release.
(What Name confusion w||l| rapid annng
Medical S insulins.
it system, thus

praventing mis to ENFit, NRFit is
use for thesa ISO-compliant While the ISO 80369

NFL> >

ASMP)
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Questions?

* A copy of today’s slides will be posted on our website

* Next MSOS Briefing date — September 23, 2021.
Register:
https://ecri.zoom.us/webinar/register/WN 266jVUPfTeOaOXignK2AVA

2 MSOS

MEDICATION SAFETY OFFICERS SOCIETY

39

20



