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- Objectives

¢ Define a Medication Error

¢ Incidence of Medication Errors

¢ Recognize different types of Medication
Errors

® Where do they occur?
¢ Why do they occur?

¢ How to prevent medication Errors



History

> 1961 - Dr William McBnide (Australia)( thalidomide 4000 cases)
» 1964 : UK started “yellow cards™ system

F A

for Intermational Drug Monitoring
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Dr William McBride was an Australian
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teratogenicity of thalidomide following the
findings of a midwife called Pat Sparrow, which
. resulted in the reduction of the number of drugs
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https://fa.wikipedia.org/wiki/%DA%AF%D8%B1%D9%88%D9%86%D9%86%D8%AA%D8%A7%D9%84
https://fa.wikipedia.org/wiki/%D8%AA%D9%87%D9%88%D8%B9_%D8%AD%D8%A7%D9%85%D9%84%DA%AF%DB%8C
https://fa.wikipedia.org/wiki/%D8%AF%D8%A7%D8%B1%D9%88
https://fa.wikipedia.org/wiki/%D8%A2%D8%B1%D8%A7%D9%85%E2%80%8C%D8%A8%D8%AE%D8%B4
https://fa.wikipedia.org/wiki/%DA%A9%D8%B1_(%D9%86%D8%A7%D8%B4%D9%86%D9%88%D8%A7)
https://fa.wikipedia.org/wiki/%D9%86%D8%A7%D8%A8%DB%8C%D9%86%D8%A7%DB%8C%DB%8C
https://fa.wikipedia.org/wiki/%D9%82%D9%84%D8%A8

% What is a Medication Error

“..any preventable event that may cause or lead
to inappropriate medication use or patient harm

, While the medication is in the confrol of health
care professional, patient, or consumer. Such
events may be related to professional practice,
health care products, procedures, and systems

LGB duls < medication error
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*A Few Shockers....

8.99 errors per 1,000 medication onrders

)6% ordering  34% administration 6% transcription 4% dispensing errors

3.7% of hospitalized patients suffer significant

iatrogenic injuries, typically from errors or negligence

Average of 1.7 mistakes per patient per day in ICU
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¥
1999 IOM Repor /

« Medication errors
result m 7.000 deaths

annually.

(compare with 6,000
deaths annually from
workplace mjuries).

« Hospital costs of
preventable

adverse drug events :
$ 2 billion.

w¥Llol, £, Vv--- Medication error

e SJ.-& 'I__‘t*’-‘l_-_u___?\ﬁ_.e e 4SS L2 al=l

1:_&.'- '__; ,l-_g._‘li_'l-*n 4_‘\4_:)..!.': 2 el _;:t_«_}'le_: __;S L____t;._-:
) — n_;,‘._‘l. :Ji_lhl_-\_‘l_r_:;.l'l ‘_)S| ANS s ._&1941

[ e

=

La o 5le LS Lo (Hs vl o ol (s

o0 2l dan e b s sl Rsels cend




¥ Medical error and the Medic
, Ji’t‘;kfl’\.g.fz error and [ne L\ittz‘/u’

Benton County News Tribune 11/99

¢ Number of physicians ¢ Number of gun owners
inthe US— 700000 ghe US 50,000,000

¢ Accidental deaths :
caused by physicians ¢ Number of accidental gun
per year — 120,000 death per year ----- 1.500

¢ Average accidental ¢ Average deaths per gun
death per physician per OWIer per year -------
year —-(.171 0.0000188

From these calculations, Doctors are approxmately 9,000 times
more dangerousthangunowners. 1. True 2. False
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¥

Errors reflect failure to Systematize Practice

Chances of death from error on entering hospital:
1/200

Chances of death from error on entering airplane:
1/2.000.000 l

-he difference isn't due to pilots being smarter or better tramed than doctors

# Anplane systems are designed to prevent error and to
recognize it early before harm is done.

(And, of course, patients are sickerthan passengers!)
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HOW MED ERRORS HAPPEN?

Medication errors can happen by anyone in any place, * Where Do Th ey Occur?
inclufiing your own home and at the doctor's office, ¢ Prescribing ¥
hospital, pisizet ¢ Order B SESSIONS 22- MEDICATION ERRORS [
Communication g K\
¢ Labeling
¢ Packaging
* The most common of medication ’ A(.lmlms'tranon
errors are: ¢ Dispensing
 Poor communication between doctors, nurses ¢ Distribution
3K ; ¢ Nomenclature
* Poor communication between patient and :
doctors ¢ Compounding
« Drug names that ¢ Educ.atu?n
¢ Monitoring

« Medical ¢ Use




Sl o s 95l DAL jo a5 K000 8 S s 0y s 2wl 550 L

PERFORMANCE

-
ZERO
ERRORS

Elimination
of Accidents

VWho to blame™?

KNOWLEDGE
DEFICIT

-A physician mistakes vinblastine for vincristine and writes an order for the
wrong drug.

-A pharmacist dispenses Pitocin (oxytocin) instead of Pitressin
(vasopressin).
-A nurse administers an incorrect product because of similar packaging
giving a patient

a KCI bolus instead of the furosemide bolus that was ordered.
-A pharmacy technician mislabels a methyldopa drip as metronidazole.
-A patient uses a drug improperly, such as putting ear drops in the eyes.




HAZARD
Prescriber's Knowledge /DTFENSES

_Computer Screening
) | Pharmacust s Knowledge

GAPS IN DEFENSE ? .
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Types of errors:
. Nomenclature
. Dispensing
. Packaging
and labeling 2 certain cases of deaths
- Prescribing One suspected death
. Transcription
. Guideline
. Reporting
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Wrong drug-preparation Evror

Ceftriaxone and calcium containing
solutions or products



Ceftriaxone

No. of Total Reports: 1500
* Death: 50
Anaphylactic reactions: 132

Cardiac arrest: 22
TEN: 4

SIS: 3
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x What type?

The four-years old child died

because of injection of oral Zinc
Sulfate



Lamotrigin

* Stevens Johnson Syndrome
S years old child
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3 Cases of Death
following Administration of Vials with Unusual Color
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 read it back:

* This is a process whereby a nurse reads back an order to the prescribing physician
to ensure the ordered medication is transcribed correctly. This process can also be
carried out from one nurse to the next whereby a nurse reads back an order
transcribed to the physician’s order form to another nurse as the MAR is reviewed to
ensure accuracy.



* 3. Double check—or even triple check—procedures.

* This is a process whereby another nurse on the same shift or an incoming shift
reviews all new orders to ensure each patient’s order is noted and transcribed
correctly on the physician’s order and the medication administration record (MAR) or
the treatment administration record. Some institutions have a chart flag process in
place to highlight charts with new orders that require order verification.



* Document everything properly:

» This includes proper medication labeling (drug name , patient name, exp date,...) ,
legible documentationor proper recording of administered medication.

» For example, a nurse forgetting to document an as needed medication can result in
another dosage being administered by another nurse since no documentation
denoting previous administration exists.



» Verify allergies and reactions.
* it is often a neglected step in the medication process.

 Make sure that you have cheked the patients medications, latex and food allergies.



* Highlight critical diagnoses and conditions.

* Four important diagnoses have a significant impact on medication selection, dosing
and frequency. They are diabetes mellitus, kidney disease, liver disease and
psychiatric disease.

* Make sure that you have noticed this conditions for the new patients.



* Pay attention to current medications.

* A current medication profile listed in a standard prominent location on each patient's
chart can be an important safety measure.

* This should be updated at each visit and should include a reminder to ask not only
about prescription drugs but also over-the-counter medications, herbal medicines,
supplements and vitamins.



 Make acces to Drug information databases easy!

* Inadequate drug information, such as outdated or limited references, is one of the
most common causes of medication errors, with of adverse
drug events caused by

* according to one study. More than these events occurred because of a lack of
drug information at the time of prescribing.*


https://www.aafp.org/fpm/2007/0200/p41.html#fpm20070200p41-b4

* Review new guidelines.

« Written medication guidelines that outline the correct dosages, contraindications,
precautions and other critical information for frequently prescribed medications can
be invaluable



* Is this drug an high-alert med?

» Practices should identify a list of “high-alert” medications that require extra
precautions when administered, prescribed, dispensed or refilled.



HIGH-ALERT MEDS

* The Institute for Safe
Medication Practices
has compiled a list of
“high-alert” drugs.
These medications
require extra
precaution because
they can

when used in error.

amiodarone, IV
colchicine injection

heparin, low molecular
weight, injection

heparin, unfractionated, IV
insulin, subcutaneous and IV
lidocaine, IV

magnesium sulfate injection

methotrexate, oral, non-oncologic use

nitroprusside sodium for injection
potassium chloride for injection
concentrate

potassium phosphates injection
sodium chloride injection, hypertonic

(more than 0.9% concentration)

warfarin



 Make it easy to learn from errors.

®* Your staff should feel comfortable disclosing information on errors that have occurred, discussing unsafe

practices and sharing external reports on medication errors.

« Make sure you have a system in place for reporting errors, and make it clear to your staff that errors will be
considered opportunities for education, not punishment.

* Avoid problematic abbreviations.

 The FDA and ISMP in July 2006 embarked on a joint campaig I s M P

SymbO].S a.nd dose deSi Institute for Safe Medication Practices»

An ECRI Affiliate

of medical communication.



View/Print Table

ERROR-PRONE ABBREVIATIONS

Abbreviation Alternatlve
U (unit) Mistaken for , number four  Write “unit”

or cc
IU (international unit) Mistaken for  or number ten Write “international unit
QD (daily) Mistaken for Write “daily
QOD (every other day) Mistaken for and QD Write “every other day”
Trailing zero ( X.0 mq) Decimal point is missed Write X mg



REDUCEING LOOK-ALIKE, SOUND-ALIKE ERRORS

- CLO epam and clo am

e Metformin and metronidazole and methocarbamol

* Digoxin and digestive

* proGRAF and proZAC

* fluOXETine and fluvoxamine

* Clotrimazole and clindamycine vaginal cream
* Methimazole and metronidazole

¢ Demitron amp and dexametazone amp

* Demitron tab and dimeticon tab

e Adult cold tab and acetaminophen codein tab




IMPROVE YOUR HANDWRITING:

A 1979 study estimated that 'handwriting was
illegible.® Presumably little has changed over the years

 Handwritten prescriptions can be difficult to decipher. For example, in the following
prescription the drug name Avandia(Rosiglitazone ) was incorrectly interpreted as



https://www.aafp.org/fpm/2007/0200/p41.html#fpm20070200p41-b6

*using electronic systems:

» Electronic prescribing systems can produce computer-generated prescriptions or
can electronically transmit the prescription directly to the pharmacy.

* These systems not only eliminate illegible handwriting but also can automate
screening for allergies, drug-drug interactions, duplication of therapy, etc.



PATIENT EDUCATION

* One study found that 42 percent of patients could not understand simple instructions
on a prescription bottle. To help improve patients' understanding, follow these tips:

1-Evaluate patients' medical literacy.

2-Do not rush medication counseling:

» Patients should be instructions on the use of their
medications, and they or their caregivers should be asked to repeat back the
information to demonstrate complete understanding.


https://www.aafp.org/fpm/2007/0200/p41.html#fpm20070200p41-b7

CONCLUSION

» Safe medication use in physician practices can be achieved with

* The key concepts in all of these strategies are to simplify and to standardize your
systems related to medications.

* While it does take effort, it doesn't necessarily involve a large financial investment,
and it will improve the way your practice functions and the level of safety you can
offer your patients.



THANK YOU




