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BACKGROUND: Kaiser Permanente (KP)

Kaiser Permanente exists to provide high-quality, affordable health care services and
to improve the health of our members and the communities we serve.
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BACKGROUND: Dispense Prep and Check (DPC)

9% Success: Regions Over Time
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Q Increase use of DPC for ALL pharmacy dispenses = Increase DPC data

Background

Sodium Chloride Oral Solution
» Population: NICU and Peds

* Product: Sodium Chloride 23.4% (4 mEq/mL) IV
solution

* Routes:
* Intravenous (IV)
* Must be diluted
* Oral
* Non-diluted
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SAFETY STORY - Close Call Event

* Dispense Prep
» Order for Sodium Chloride 2.5 mEqg/mL oral solution

« Pharmacist verified order, but pharmacy does not carry 2.5 mEg/mL, only —
4 mEg/mL

» Technician compounded the Sodium Chloride 2.5 mEqg/mL label with 4
mEqg/mL product

* Order was dispensed with dispense prep and warnings were overridden

/) 163323- 30mL Yes 0.45 mL

< package not part| 6332318730 Acknowledge/Override

of order Warning
part M\ Unabletocheck 6332318730 Inline Alert Warning
quantities
Full Preparation History
SAFETY STORY - Close Call Event
* Dispense Check
* Volume on label, 7.1 mL was filled T
CHLORIDE
* Pharmacist checked the dispense and the ‘
dispense check warning was also over-
ridden
. . V) [63323- 30mL Yes 045 mL
* Medication sent to floor but was caught by
another pharmacist from warnings on order
history and taken back to pharmacy before © Package notpart| 6332318730 el SChesaril
H H of order Warnin,
glven to patlent part M\ Unable tocheck 6332318730 \nh'\et«?ert Warning

quantities

* Order was filled with appropriate volume but
wrong concentration, which would lead to
overdose of drug
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Proactive Risk Detection

In conjunction with reviewing close call medication events, the KP National Medication
Safety team is proactively reviewing DPC wrong med alerts.

. DPC Wrong Med Alerts Review

PROACTIVE
RISK DETECTION

Reported Close Call Review

Proactive Risk Detection: DPC Wrong Med Alerts

10
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Proactive Risk Detection: DPC Wrong Med Alerts

Total Wrong Med Alert Count:

A 574

11

Assessment: System Gaps

* Why is Sodium Chloride 4 mEg/mL oral solution causing so many wrong med
alerts?

Dispense Preparation Details
repare 1 03/09/2023 1054

* Orders entered for:
<+ SODIUM CHLORIDE 4 o — ) e
MEQ/ML ORAL SOLN ::‘a(:umm‘made.'meq,‘mlﬂnl @?if:nm](Nnuda.‘mEq-mLUvnesszs— 30mL s 045 mL
PED (UW)

Ingredient Information

» But dispense prepped with:
% SODIUM CHLORIDE 4

MEQ/ML (IV) Review Actions
Th Mar 16,2023 0737 ™ 0
[V 23 0955 ™

12
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Assessment: System Gaps

* Why is Sodium Chloride 4 mEg/mL causing so many wrong med alerts?

* Orders entered for:

Dispense Preparation Details

103/09/2023 1054

% SODIUM CHLORIDE 4
MEQ/ML ORAL SOLN
PED (UW)

Ingredient Information

ngredient Medication Used Scanned?  Amount
Sodium Chlaride 4 meq/mi Cral < Sodium Chioride 4 mEq/mL (V) (63323- 30 mL Yes 045 mL

Warnings

Sodium Chioride 4 mEG/ML (V) & ot a part of this order,

187-30) /
4
ar

action Taken Jif
Acknowledge/Override

» But dispense prepped with:
% SODIUM CHLORIDE 4
MEQ/ML (1V)

of the order)

Review Actions.
Th Mar 16, 2023 0737

Thu Mar 9, 2023 0955

Unable to determine quantity (Sodium Chicride 4 mEa/mL (V) isnotapart A

Warning
Inline Alert Warning

chy
quantities

Full Preparat

Thy Mar 16, 2023 0749 Pharmacy Discontinue Review

Thu Mar §, 2023 1036 Pharmacy New Order Review

13

Assessment: System Gaps

» Commercial product for Sodium Chloride
4 mEg/mL oral solution is available

Description Form
SOD CHL CCNTRD ORAL SOL SOLUTION
473 ML SAFECOR
(EIY 10259941 | 48433-0215-01 | 732894 23
&5 SAFECOR HEALTH LLC 26 |

Unit Size

473

SAFECER
HEALTH

48433-215-01

SODIUM
CHLORIDE

14
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Assessment: System Gaps

» Compounding and repackaging (CNR) record was for repackaging the
commercial Sodium Chloride oral solution product

Compounding and Repackaging

Sodium Chloride 234 mg/mL (4 mEqg/mL) Oral Soln
Select Opti
ount t

Phamacy: DMC 2ND FLR IP RX MAIN
Sheifife: 14 Days # Edt
Beyond-use date: 06/2912023 2359

Quantity needed
ui od

Sodium Chloride 234 mg/m. (4 mEq/mL) Oral So!nR i

Pharmacy Shelf Lifs
DMC 2ND FLR 1P RX MAIN "

15

Actions and Recommendations

U KP National Pharmacy Informatics
> Reviewed Sodium Chloride oral solution ERX records
v'Retired 3 ERX records to eliminate risk for wrong orders

> Created a new CNR record that will allow users to repackage Sodium
Chloride 4 mEg/mL IV solution into a 120 ml bottle for ORAL use

U4 Inpatient Pharmacy

» Order the Sodium Chloride 4 mEqg/mL oral solution commercial product

16
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Best Practice

Dispensing Sodium Chloride 4 mEqg/mL Oral Solution

If commercial product is
not available, utilize new
CNR record to repackage
Sodium Chloride 4

Use preferred order
entry:

Fill using the
SODIUM CHLORIDE TR
234 MG/ML (4 MEQ/ML) commercial prodf’™
ORAL SOLN =]

mEqg/mL IV solution into a
120 ml bottle for ORAL
use

Compounding and Repackaging
& Medications A
Name Start a New Batch or Open an Existing Batch
- Sodium Chloride 4 meq/ml Oral Soln Medication to Produce Control Number
5 - sod| O or
- Sodium Chloride 234 mg/mL (4 meg/ml) Oral Soln
- | Recent

SODIUM CHLORIDE 234 MG/ML (4 MEQ/ML) ORAL SOLN [184655]

I SODIUM CHLORIDE 4 MEQ/ML ORAL SOLN (REPACK FROM IV SOLN) (STOCK SOLN) (CNR) [190833]

17

Proactive Risk Detection: Results

ROPivacaine (PF) InNS 0.2 % Premix T
Date Range
(include Tst of month) ROPivacaine (PF) In NS 2!
Jul 012023

Sodium Hypochlorite

Sedium Hypochlorits

(CIN— Wrong Med Alert g
o Count in July-Aug:
0!

()
[] Day Shife

obramycin 13.6 mg/m| Eye Soln 1 Drop (NEBCIN;

0 mg in Sedium Chioride 0.9%2

gin Sodium Ch

Vancemyein § mg in Diluent, Manufacture 1 mL Syg

Night Shift
PM Shift

User Response

[Acknowizagerov

18
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AdventHealth

Everyone Loves a Competition!

Stacy L. Carson, PharmD, BCPS, FISMP
Medication Safety Officer
AdventHealth

20
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AdventHealth Hospitals
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51 campuses in nine states
9,000+ licensed beds

Central Florida Division South
covers the greater Orlando
area & contains the flagship
Orlando campus

Orlando campus precepts
pharmacy students from 5+
pharmacy schools within and
outside of FL

]
AdventHealth

21

What and Why

« Describe a collaboration with local medication safety leaders
and a local pharmacy school student organization to put

together a Medication Safety Competition

« Help students understand medication errors and systems

thinking

« Promote medication safety careers with the next generation

of pharmacists

]
AdventHealth

22
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UF College of Pharmacy

UNIVERSITY of FLORIDA

UF College of Pharmacy —
Orlando Campus Medication Safety Competition

« Sponsored by the local SSHP Student Chapter
« Held in Spring of each year
« Teams of 2 students (from any year)

« Have 1 hour to review case(s), identify medication errors,
causes of errors, and prevention strategies

« Teams present their analysis of the cases to judges
« Judges use grading rubric & determine the winners

a®
e
SSHP = Student Society of Health System Pharmacy AdventHealth

23

Goals and Benefits of the Competition

1. Raise awareness of how culture, processes, and systems can
lead to medication errors

2. Utilize critical thinking skills and root cause analysis
techniques to identify cause of medication errors

3. Create and effectively communicate strategies to prevent
future medication errors

]
AdventHealth

24
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cases with Team

Logistics of Case Presentation

« Teams given 10 mins to present and walk through cases

« Then 10 minutes for Judges to ask questions and review

« Judges’ scores are tallied, and the top 3 teams chosen

ad
ve
AdventHealth
25
Total
Category Scoring Criteria Points Score
- - H H
Medlcatlczn Error Identification of errors. 25
rading Rubrig "=
Identification of causal factors. 5
Underlying Causes Identification of root causes. 5
Appropriate use of root cause and 5
(15 points) other techniques.
Prevention Strategies |Strategy is realistic and attainable. 5
& Potential Barriers |Strategy contains a follow up plan. 5
(20 points) Anticipation of short-term barriers. 5
Anticipation of long-term barriers. 5
Information is presented in a logical 5
Presentation Skills order.
Speaker uses a clear, audible voice. 5
(20 points) Non-verbal behaviors — Free of 5
distraction
Length of presentation is within the 5
assigned time limits.
Information was well communicated. 5
Overall Evaluation of 15
Participants
Score Total Points| 100 .g=
AdventHealth

26
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AdventHealth’s Participation in the Competition
« Approached by UF students to participate in the competition

« Agreed to be a judge and to create the case in 2021 & 2023
* Included our MUSP* resident

« Pulled a small team of AdventHealth MUSP preceptors
together to create the case + answer key

ad
e
*MUSP = Medication Use Safety & Policy PGY2 Pharmacy Resident AdventHealth

27

The Cases

« Instead of one monster case, broke up into 3 smaller cases:
Community/Retail pharmacy focused
Hospital pharmacy focused
« Ambulatory care pharmacy focused

« Goal to have one main error for each case and then other
smaller errors

« By having cases from different areas of pharmacy, younger
students likely to be familiar with at least one of the pharmacy
settings

]
AdventHealth

28
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2021 Cases:

« Hospital = compounding error of norepinephrine bags (no
drug in bag)

« Retail = intern misheard 50 vs. 15 pounds and therefore
recommended wrong dose of children’s ibuprofen liquid
verbally to mom over phone

« Ambulatory = patient recently discharged from hospital;
discrepancies of discharge med list versus bag of pill bottles

]
AdventHealth

29

2023 Cases:

Same patient progressed through all 3 settings
« Ambulatory = Vaccine errors (Covid & Flu); drug interactions

» Hospital = levothyroxine error (mcg vs mg); wrong medication
pulled out from ADC Override (typed in “FLU"; flumazenil vs
fluphenazine)

« Retail = oral methotrexate daily vs. weekly; duplicate warfarin;
polypharmacy

]
AdventHealth

30
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2023 Example Case — Retail Case

* MM recently diagnosed with Rheumatoid Arthritis and started on methotrexate oral.

» A few weeks after being discharged from the hospital, MM walks to her neighborhood pharmacy with a bag of
medication bottles, some empty and others near empty asking for refills. The pharmacy intern recognizes MM as a
regular patient and asks her if she has been to the beach as she has a golden hue. MM tells her about her recent RA
diagnosis and now she is contending with frequent nose bleeds. MM asks to fill the following medications:

o Amiodarone 200 mg tabs = Take 1 tablet by mouth daily

Lisinopril 10 mg tabs = Take 1 tablet by mouth daily

Methotrexate 2.5 mg tabs = Take 5 tablets by mouth weekly

Metoprolol tartrate 25 mg tabs = Take 1 tablet by mouth twice daily

Warfarin 3 mg tabs = Take 1 tablet by mouth daily

O O O O

The intern starts processing her refills and realizes there are new medications filled by a mail-order pharmacy and will
need to have the prescriptions transferred.

While the pharmacy intern contacts the mail order pharmacy, the pharmacist takes MM to the consultation window
to discuss nose bleeds. The intern interrupts the consultation to notify the pharmacist that the methotrexate
prescription is being flagged as “refill too soon”. The pharmacist returns to MM and asks how she is taking her
medications. MM states she diligently takes warfarin from each bottle daily and complains about the handful of g4

. : I : oe
methotrexate tablets daily along with the medications she has been taking for years. AdventHealth

31

2023 Example Case — Retail Case Answers

1. Patient taking methotrexate incorrectly: daily versus weekly
a) No patient counseling because mail order?
b) Golden hue could be indicator of hepatotoxicity

2. Duplicate warfarin
a) Nose bleeds
b) Lack of monitoring for warfarin
c) Drug interaction with methotrexate

3. Multiple pharmacies filling prescriptions unable to see whole
clinical picture

]
AdventHealth

32
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2023 Competition Highlight

June 2023, Issue 10 | FLORXIDA Times

FSHP STUDENT CHAPTER HIGHLIGHT

University of Florida College of Pharmacy - Orlando

Diligent leaders committed to bringing back in-person student engagement with
variety of fun-filled experiences that enriches their knowledge.

(left) Sierra Parsons and Danielle Wilson presenting their cases
during the Medication Safety Competition to judges: Dr. Haley
Evans, Dr. Emily Repella, and Dr. Stacy Carson.

The SSHP student chapter at the University of Florida (Orlando campus) was committed to
bring back live student engagement as restrictions for COVID-19 gradually became lifted.

In addition, they also held a Medication Safety Competition in the month of March. During
this competition, students worked in pairs reviewing and working up cases to identify
medication errors. They also found potential ways to mitigate these errors from reoccurring | FSHP. FLORxIDA Times Newsletter. June 2023.

in the future. The student pairs then presented their findings to a panelist of Medication https://cdn.ymaws.com/www.fshp.org/resource/re
Safety pharmacists. smgr/newsletter/FSHP Newsletter-10-Jun2023.pdf

]
AdventHealth

33

AdventHealth

Thank youl!
Questions?

Stacy L. Carson, PharmD, BCPS, FISMP
Medication Safety Officer
Stacy.Carson@AdventHealth.com

34

34
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L Corewell Health

Eliminating Inadvertent
Exposure with Patient Specific
Scanning of Multi-Use
Medications

Steve Mogridge, PA-C- Director of Safety

Megan Fletcher, PharmD- Vice President of Pharmacy Services
Shane Wehler- Epic Application Analyst

35

(_ Corewell Health

Corewell Health System

@ 15,000+ @ $100 Million
Mursas Health Equity Funding

mmmmmmmmmmmmmmm
rrrrrrrrrrrr

Epic Electronic Health Record

36
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(_ Corewell Health

Learning Objectives

+ Identify gaps that can lead to inadvertent patient to patient exposure.

* Discuss risk mitigation strategies to reduce and eliminate patient
harm from wrong patient exposures.

37

(_ Corewell Health

Situation

Problem: 36 known patient-to-patient exposures over a 24-month period
from insulin pens
— Self-reported through event reporting system

Situational Awareness didn’t make an impact

Gap Analysis revealed multifactorial Issue > Widlical
edication
- Storage Use Cycle
—  Technological Complacency
— BCMA dependence
— Culture

38
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Risk Mitigation Gap/Solution

Problem:

— Medications kept in wooden locked drawer
inconsistently removed at patient discharge

— Multiple Pens with different patients in one
drawer

Solution:

— Transparent locking orange box mounted on
wall

— Standard work changed for Nursing and
Environmental Services to stop the line and
suspend the room for cleaning affecting
throughput.

39

250

200

150

o

(_ Corewell Health

Medication Left in Room/Orange Box

|| ‘-|‘|‘|‘|II..IIII-- ann BN
ct Nov Dec Jan Jun

July  August  Sept o Feb Mar Apr May

W Total catches by ES W Misses W Total Meds Left Behind

Risk Mitigation Gap/Solution

route and right time)

them if something wasn't correct.

Solution:
— Reinforcement of the 5 Rights
— Visual management

Outcomes:

strong

40

Problem: Five Rights of Medication Administration
— 53% able to recall all 5 rights (right patient, right drug, right dose, right

— When asked, many stated they relied on barcode scanning to alert

— Behavior did not change with utilization and reliance on BCMA being

(_ Corewell Health

Medication
administration needs to
be a BCMA and the 5

—  Knowledge of 5 Rights of Medication Administration increased to 78%. rights, not BCMA or the

5 rights

20
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(_ Corewell Health

Hierarchy of Effectiveness

More Effective
System Oriented

L

Automation &

_— Simplification &
Standardization

Reminders, Checklists &

|~ Double Checks

Rules & Policies

e

Ref: www.cassiemcdaniel com/boghi erarchy-of-effectiveness-process

Less Effective
Human Oriented

41

(_ Corewell Health

Risk Mitigation Gap/Solution

* Installed patient specific label printers in each medication }
room

* Formulary short action and long action insulin pens moved to\
the ADC with appropriate BUD

J

* New Epic worksheet that prints a patient specific barcode to )
the new printer in the medication room

* Insulin pens removed from the ADC are labeled with patient |
specific barcode label before exiting the medication room
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(_ Corewell Health'

Multi-Use Labeling for Insulin

EPICPOC, SHANE

MRN: 30007833
DOB: 9/24/1992 (27 yrs)

43

(_ Corewell Health’

Administration Process

» Unique forcing function build within Epic

» Scan Patient wrist band, scan new bar code on . i
product, scan manufacturer bar code (triple scan) forcn‘]g fu nCtlon

» Ensures correct patient, correct patient’s device ) —
and correct product mechanisms built into the

workflow to prevent
specific errors or reduce
their impact

44

44
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Il Health
Patient Specific Scanning Best Practice Alerts (BPA’s) G Corewell Healt

*  Correct: GieSRIBaRREH
« Incorrect: RESISERISH

. Additional comment required to proceed and additional stop alert

Wrong Order: Orange Banner
. Additional comment required to proceed

Missing Scan BPA

[ et v Aver e L
Important (1) A
(T) Missing Scan

““If the SCAN button is nat currently avallable, plsase closa this session of Epic and start 0 naw session.*

Patient sbel on reusable medication has NOT been scanned on this adminisiration.

To scan label, cick CANCEL 1o relum o MAR Click SCAN REUSABLE MED LABEL button in MAR tookbar

f unable to scan, CONFIRM the patlent names on the medication and wiistband MATCH. Select an acknowledge reason an d
ek ACCEPT

@ Acknowledge Reason
Given During Downtime  Editing Documentatian  Other (Camment Required)

(_ Corewell Health

Outcome

Over 1.3 Million administrations, recorded 87 near misses

Tableau Report
- Ability to drill down to unit, patient and nurse level

ZERO known recorded exposures since go-live (November 2019)

Trifecta win for pharmacy, nursing, and patients

23
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Near Misses Per 1000 Medication Administrations Rate

Total Med Admins
1,310,490

Average Rate per Day Total Near Misses

0.06645 87

System Level Rate

0.1588

Near Miss Per 1000

0.0000 0.0000 0.0000 0.0000

0:

o
[

m

022 A

il August 2023

47

(_ Corewell Health

47

48

Near Miss Detail

Near Miss Time Fi 7 Location Unit User Alert_Reason MedicationAlertType MarResponse
6/19/2023 4:07:00 PM SestPractice Null Null
6/15/2023 8:21:00 P Be: Null Null
6/3/2023 9:25:00 PM MAR Off Schedule Warning - No Due Cons_. Null Null
5/18/2023 5:25:00 PM MAR Admin Null Null
5/13/2023 5:38:00 PM Pregnancy Null
5/9/2023 8:47:00 PM Dose Null
4/25/2023 2:05:00 AM Drug- Null
4/23/2023 8:59:00 AM Dose Null
4/11/2023 5:53:00 PM Null Null
3/26/2023 6:10:00 PM Drug-Drug Null
3/22/2023 9:16:00 Al Null

3/18/2023 9:47:00 PM1 Null

3/15/2023 11:30-00 AM Null

2/22/2023 1-57:00 PM Null

2/19/2023 6:34:00 PM Null

2[4{2023 12:03:00 AM Null

1/27/2023 9:50:00 PM Null

F Schedul

1/8/2023 9:55:00 AM
11/19/2022 3:00:00 PM

arning - No Due Cons.. Null

D ID Order |5 Not Active Warning  Null

11/18/2022 9-06:00 AM ication Not Scanned Warning Null
10/28/2022 8-:44-:00 AM Du; dicatio.
10/22/2022 1:56:00 PM Null
8/25/2022 8:21:00 PM edule Warning - No Due Cons.. Null
8/24/2022 10-54:00 AM Med Interaction Checking Pregnancy
7/23/2022 4:52:00 PM n Checki Dose
7/23/2022 4:51:00 PM Drug-Drug
7/12/2022 12:55-:00 PM Null
7/3/2022 8:56:00 AM Null
7/2/2022 2:09:00 P Dose
6/28/2022 3:00:00 AM -No Due Cons.. Null
6/13/2022 3:23:00 PM Drug-Drug
6/13/2022 2:45:00 P Null

(_ Corewell Health

48
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49

(_ Corewell Health
BPA Overridden by RN

Potential Exposure

ALERT_ACTION_DATE ¥  PAT_ENC_CSN_ID ALERT_CSN_ID LOC_NAME DEPARTMENT_NAME PROV_NAME BPA_DISPLAY_NAME
3/22/2023 8 REUSA ED SCAN IS WRONG MRN [114¢
2/15/2023 2
2/4/2023
1/27/2023 54198 A ED SCAN IS
ED SCAN IS
11/18/2022
10/22/2022
8/24/2022 54193 A ED SCANIS

ED SCAN IS WI

49

50

(_ Corewell Health

Lessons Learned

* Previous exposures were under reported. THINKING
* Fix the system, not the person.

* Expanded to inhalers and seeking additional
functionality.

« Multidisciplinary collaboration was essential to )
success. — '?_
« Change is difficult and storytelling is key (ADKAR) ~ RESULTS ACTIONS

+ System works when scanning is utilized

50
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Questions

| 35'11 i

HH
| !{.n\‘ \ 4 »'I ! AR
D, A1 ‘ L Y

'
bl \.n
{
)

Y
!I
D | Lon! 111 ]

Contact Info —
Steven.Mogridge@corewellhealth.org
Megan.Fletcher@corewellhealth.org
Shane.Wehler@corewellhealth.org

(_ Corewell Health

ISMP)

I‘ltthfMdt n Practic

ISMP Update
MSOS Briefing September 2023

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

www.ismp.org

52
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ISMP Updates

— Methotrexate medication errors

— Dialysate case, last week’s lead article in the ISMP newsletter.

— New legislation passed in California to address understaffing and
medication errors in chain pharmacies

— ISMP Cheers Event on December 5th, 2023

— ASTM standard for class color coding of user-applied labels in anesthesia

— Medication Safety Intensive Workshops

ISMP)

An ECRI Affiliate

©2023ISMP | wwwismporg | 53

53

ISMP)

An ECRI Affiliate

BECKER'S
ASC REVIEW

hannels Becker's Healthcare Websites Newsletters Events Virtual Events Webinars Partner Content

Oklahoma physician, pharmacist charged with
manslaughter in patient death

Hayley DeSilva - Tuesday, May 16th, 2023

fYinhb T EM

Save Post Tweet Share Listen Text Size Print Email

Alexander Frank, MD, and Justin Lee have been charged with second-degree manslaughter after
administering the wrong dose of medication to a patient, which resulted in death, KFOR reported May 16.

They were also charged with second-degree neglect by a caretaker.

The patient died in 2020 after they were given 100 milligrams of methotrexate over a five-day period
instead of 20 milligrams over the span of the entire week. Methotrexate is meant to be administered
weekly instead of daily, per medical guidelines.

Dr. Frank signed off on the incorrect dose and said he did not review the patient's medical record to verify,
according to court documents obtained by the news outlet.

Mr. Lee allegedly disregarded a computer warning that the dosage was above the recommended daily
dose and did not follow the computer verification requirement.

The patient's family has also filed a wrongful death suit, according to the news outlet.

Subscribe to the following topics: ¥ EE=F 20 = @

©2023I1SMP | wwwismporg | 54

54
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ISMP)

AeeCare
__ISMPMedication SafetyAlert].
s | ———i®

Patient death tied to lack of proper escalation | Wareh repeating...

process for barcode scanning failures ) Fuzone packaging
<L loadstoa double dose

L5 A patient who in ertal
bleading was schedled 1o have a colonoscapy the nuw i oy A pvwnev In our September 7, 2023 newslt
ortered SUPREP BOWEL PREP KIT (sodium sulfate, potassiu we published a SAFETY brief about the

magnesium sulfate (Figure 1) to be agmin u rc nsmn e patential for dou g of FLUZONE
nas jonoscopy. ‘Jmnnunztew, instead of Suprep, the | (infuenza) highdose  vaceine. _ Sanof
i Fluzone i cartans of 10single-

Hicasbonate hemodialysis, used as a dialysate with hemodialyss equipmer
The p i e mecia cote the et i an pen s
of narsing that investigated the Situaton given a nLrseS involvement in

that failures that contributed fo tnis tagic

However, the packaging
cause ech carlon ho

proge dilutic
request o th

the enor ISMP
medication errr,

iy ki st
in a large plasic container, hat
e etn e CUbythe s
team for a different patient who
was _ndergoing _ hemedialysis
about 3 days before this nciden.
Ierge container was pizced in
ihe same medication area as are
other bulk items when delivered
from pharmacy. When it was

dd
a patent was given
he packaging. We n
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1st-in-nation pharmacy safety bill passes
California legislature

®CBSNEWS
BAYAREA

A bill seeking to address understaffing and medication errors in chain pharmacies in California is now headed to

Gov. Gavin Newsom's desk.

State lawmakers have recently passed Assembly Bill 1286 or the Stop Dangerous Pharmacies Act after months of
negotiations with chain pharmacies, labor groups and regulators, bill proponent Assemblymember Matt Haney, D-
San Francisco, announced Friday.

AB 1286 creates first-in-the-nation regulations to crack down on understaffed chain pharmacies making
medication errors, Haney's office said. They added that if the bill is signed into law, California will become "a

national leader in pharmacy safety."

"Shockingly, there's no centralized reporting mechanism for medication errors," Haney said in a statement Friday.
"There should be transparency, and the Board of Pharmacy should have the authority to respond to protect

patients. That's not happening right now."
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HIGH NOTES

ISMP 26 ANNUAL CHEERS AWARDS

Tuesday evening, December 5, 2023

House of Blues - Anaheim
400 Disney Way, #337
Anaheim, CA 92802

Keynote speaker, RaDonda Vought
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Medication Safety Intensive Workshops

Maximize your error prevention efforts with a two-day virtual workshop!

ACUTE CARE COMMUNITY & SPECIALTY

PHARMACY

— October 4 &5, 2023:
www.ismp.org/node/52891 — October 20 & 27, 2023:

www.ismp.org/node/75243

— November 30 & December 1,

2023;
WWW.ismp.org/node/76170

\/I/(M_D ©2023 ISMP www.ismp.org
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Questions?

* A copy of today’s slides will be posted on our website
* Next MSOS Briefing date — November 16, 2023.

2 MSOS

MEDICATION SAFETY OFFICERS SOCIETY
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