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ISMP Targeted Medication Safety

Best Practices for Hospitals

* Purpose: to identify, inspire, and mobilize
widespread, national adoption of consensus-
based best practices on specific medication
safety issues that continue to cause fatal and
harmful errors in patients, despite repeated
warnings in ISMP publications

— Realistic practices, already adopted by many
hospitals

— Reviewed by an external expert advisory panel

Find at:
https.//www.ismp.org/gutdelines/best-practices-hospitals




Recurrent Issues of Serious Harm
Examples:

 Intravenous vinca alkaloids (vinCRIStine) accidentally
administered intrathecally

 Oral methotrexate for non-oncological indications given daily
instead of weekly

« Confusion over measurement of patient’s weight in kg/g and
pounds resulting in dosing errors

« Unintended administration of oral products by the IV route

* Errors with measurement of liquid oral medications due to
confusion between metric and non-metric labeling

« Harm from direct application of glacial acetic acid on patients



2018-2019
Targeted Medication Safety
Best Practices for Hospitals

The purpose of the Targeted Medication Safety Best Practices for Hospitals is to identify, inspire, and
mobilize widespread, national adoption of consensus-based best practices for specific medication
safety issues that continue to cause fatal and harmful errors in patients, despite repeated warnings in
ISMP publications. Hospitals can focus their medication safety efforts over the next 2 years on these
best practices, which are realistic and have been successfully adopted by numerous organizations.
While targeted for the hospital-based setting, some best practices may be applicable to other
healthcare settings. The Targeted Medication Safety Best Practices for Hospitals have been reviewed
by an external expert advisory panel and approved by the ISMP Board of Trustees. Related issues of
the ISMP Medication Safety Alert! are referenced after each best practice.

ISMP encourages hospitals that have not implemented the 2016-2017 Targeted Medication Safety
Best Practices for Hospitals to do so as a priority, while implementing the 2018-2019 best practices.
Organizations need to focus on previous best practices 2, 3, 9 and 11 since these have the lowest
implementation rate. Two of the 2016-2017 Targeted Medication Safety Best Practices for Hospitals
(number 4 and 7) have been revised for 2018-2019. Best practices number 12 through 14 are new for
2018-2019.
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Best Practice 1

 Dispense vinCRIStine (and other vinca
alkaloids) in a minibag of a compatible
solution and not In a syringe.

"

ISMP strongly recommends against dispensing
and administering intravenous Vincristine in a
syringe.




Best Practice 1
(vinca alkaloids in minibag)

* Vinca alkaloids (vinBLAStine, vinorelbine, vinCRIStine, and
vinCRIStine liposomal) can cause fatal neurological effects if
given via the intrathecal route instead of intravenously.

« VinCRIStine is particularly problematic, and the most
frequently reported with accidental intrathecal
administration.

« Often ordered in conjunction with medications that are
administered intrathecally (e.g., methotrexate, cytarabine,
and/or hydrocortisone).

* When vinca alkaloids are injected intrathecally, destruction of
the central nervous system occurs, radiating out from the
Injection site.



Best Practice 1
(vinca alkaloids in minibag)

* |In over 135 reports, there have been no cases of
accidental administration of a vinca alkaloid by
the intrathecal route when dispensed in a
minibag.

* This best practice is supported by The Joint
Commission, the American Society of Clinical
Oncology (ASCO), the Oncology Nursing Society
(ONS), the National Comprehensive Cancer
Network, and the World Health Organization.
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ISMP calls on FDA—
No more syringes for vinca alkaloids!
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happenad, this practice had been widely implamented for children during tregtment
of leukemia, but not consistently fortreatment of other cancars wsing vinea alkaloids.
According to Andrew Seger, a pharmacist from Bostons Brigham and Women's
Hospital who tracks vinCRIStine errors from around the world, 5 years ago the
total number of fatalities and neuroclogical devastation from intrathecal vinca alka-
loid administration worddwide was 120 {44 in the U5 and Canada)—all involving
vinca alkaloids in syringss . Today, the total is 135, and as
far as wa know, nene of thess cases involved vinca alkaloids prepared in I'I'III'IIbEgEI

Most practiionars in the S diluts vinCRIStine (and other vinca alkaloids] in a minibag
pricr to administration. According to a 20017 ISMP survey of LS hospitals, 86% of 338
hospital respondents have fully adopted this practice, This repressnts a steady increase
in compliance since 214, when only half of respondents mported this practice. Also, in
our recant 2018 ISMP Meadication Sefety Self Assessmemt® for High-Alert
Maedications, 81% of almost 500 hospital respondents reported full adoption of this
practice. Although the latest tragic events have occumed intarnational by, the emor could
still happan in the LS given that 199 of our 2018 assessment respondents reported
thatthey still use syringes to administer vinca alkaloids. Furthermare, sven though the
LS official prescribing information indudes directions to dilute the drug in a fledble
plastic container to reduce the risk of wrong moute emors, the labsling still allows for
administration of vinca alkaloids via a syringe and even provides explicit directions for
this altemative yet unsafe method of administration.

ISMP calls upon the US Food and Drug Administration {FOWA) to lead theway intemationally
by requiring the removal of administration by syrings from the prescribing information
continued on page 1—No more syringes] =
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_Since January 2019, FISMP has lsamed about 4 childr

Figure 1. Ursafe siorege of vecuroniom and
ancamyin next 10 aach othar: Also, warnings an
thevacuronium canteiner anawam and hard 1o read
and a new lidded container was ordared.
In areas where they are neaded, neuro-
muscular blockers should be sagregated
and sequesterad from other madications,
such as plengthem in a lidded bin or rapid
sequencaintubetion (RS kit Alsa, the bar-
coda on drugs used for [V admbdture should
be scanned using W workflewe techrology
to ansure comect product selaction.
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noda/1453). If warning labels are used, in-
spactthem regularly and replace them as
=00n as signs ofwear sra recognized. We
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Best Practice 1

Dispense Vincristine And Other Vinca
Alkaloids In A Minibag Only
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2019 Survey Results

VinCRIStine in a VinCRIStine in a Other vinca alkaloids
minibag for adult minibag for pediatric In @ minibag and not
patients patients a syringe
* None 4.5% * None 4.9% * None 6.4%
« Partial 4.9% « Partial 3.4% « Partial 5.6%
« Full 60.7% « Full 34.5%  Full 59.4%

Not applicable Not applicable Not applicable
30% SlESyo 28.6%
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Best Practice 2a

« Use a weekly dosage regimen default for oral
methotrexate. If overridden to daily, require a
hard stop verification of an appropriate
oncologic indication.

! METHOtrexate should usually be administered once weekly (unless indication is cancer chemotherapy). You are signing

an order with a frequency OTHER THAN weekly. Please make sure this frequency is appropriate. (Alert # 1775)

Test,TestM.D Q PG EGRO
e D 00000000 (BWH) 0510511947 (55 yrs) F | [ BIMA
I Select lDeskluu l Patient Chart: Medications ‘_Onculoqv ]Cusl Reports | Admin S ign IR
ER] ALLERGIES
Bas Nuts - Hives
i i
Medication: CAPTOPRIL  Route: PO
AERT [ATERSES)
- Variable Dose l Alternating Dose] ALLERGIES
StrengthiForm I12 SMG TABLET
Dose Tablet(s) Frequency. TID hd I~ Prescription
o Duration day(s) PRN [ o] ™ Patient Educa
Dispense | [Tablet(s) ~| startDate 1 [05/07/2003 2 i ™ No Substituteg
T
e . Refills [ == 4 End Date L,— s iy ¥ DontExpire
2 AW
Additional Directio
s&?«cephotouaRAm{
Comments (This will not print on prescription)




Best Practice 2a: Oral methotrexate

 Since 1996, fatalities have been reported involving
accidental daily dosing of oral methotrexate intended
for weekly administration in immune-related disorders
such as rheumatoid arthritis, psoriasis.

 Prescribers or pharmacists used to daily administration
for many other medications, erroneously type daily
instead of weekly.

12



Best practice 2a:
Oral methotrexate

« Use a weekly dosage regimen default for oral
methotrexate in electronic systems (BP 2)

« Require a hard stop verification of an
appropriate oncologic indication for all daily
oral methotrexate orders (BP 2)

 Provide specific patient and/or family education
for all oral methotrexate discharge prescriptions

(BP 2)



est Practice 2

Read this important information before taking:

o L]

* Provide patlent
(B crei e s et i e eaucation by a

have been proven to be safe and effective. But these medicines can cause serious injury if 2 mistake happens |
Mhhomlhnuu!Mlhsmynpcmlllllmbhwahmhxmﬂmuﬂ&ndun:ﬂynﬁndm har acist f r all

1@ Look for the reason. Ask your doctor to put the reason for your medicine on all prescriptions. You

might take a medicine ke methotrexate daily for a week at a time if you have cancer, but just once or
twice a week if you have arthritis or psoriasis (or certain other conditions). If the pharmacist knows your
condition, he or she will make sure the directions for taking your medicine are comrect.

1© Ask for special packaging. Ask your doctor if the medicine comes in a special package designed
for weekly use. For example, Rheumatrex, one brand of methotrexate, comes in a weekly dose pack.

T S e T methotrexate discharge

] © Disclose all medicines. Tell your doctor about all prescription, nonprescription, and herbal products
you take, particularly ibuprofen (Motrin, Advil), aspirin, echinacea, and vitamins.

) © Avoid during pregnancy or breastfeeding. Tell your doctor if you are pregnant or trying to get
pregnant. Methotrexate may cause birth defects or death of the unbom fetus if taken during pregnancy. -
Avod prognancy for at least 3 months foll with moth Do not take this medicine
while breastieeding, as it may reduce your m!anl 's ability to fight infections.

When dropping off a prescription

ST e e * Goal: Prevent errors

When picking up your prescription
0 O Ask for education. Ask the pharmacist to go over the directions for taking the medicine. Be sure it

Sl involving daily dosing of

When taking your medicine
1@ Take weekly, not daily. Never take the medicine daily for more than 1 consecutive week.

S R AT oral methotrexate for

ual and begins in 3 to 6 weeks after starting the medicine. Continued improvement occurs during
the first 12 weeks of taking the medicine.

0 O Avoid direct sunlight. Methotrexate causes an abnormal skin reaction if you are exposed to sunlight. non_oncolo
You could develop severe redness, pain, and peeling of the skin. if you are in the sun, use sunscreen on
your skin and wear eye protection and a hat.

L Indications by patients
after discharge.

When receiving a prescription

s for Methotrexate

Ti

Top 10 List of Safe

Fatal errors have happened when methotrexate was prescribed, dispensed, and/or taken daily instead
of once or twice a week. Treatment for rheumatoid arthritis and psoriasis (or other certain conditions)

@ DO NOT TAKE THIS MEDICINE EVERY DAY!
requires just one to three doses (12 hours apart) taken each week.

For more information to help keep you safe, visit: www.consumermedsafety




> .  wmme

Metotrexato METOTRE)I?giT%)eV\;Y?TEEé 3854 COMP|
Wyeth 2,5 mg C.N. 707424
comprimidos  JUUREARARD
24 comprimidos L 470007 074243

ADVERTENCIA: Para el tratamiento de ARTRITIS,
PSORIASIS Y SINDROME DE REITER debe TOMARSE
UNA VEZ A LA SEMANA. Ver prospecto.

Anote el dia de la semana elegido para la toma del
medicaMIBIRe .. . o it e et B e
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Area of Focus: Methotrexate

Use a weekly dosage default for oral methotrexate in

electronic systems
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Area of Focus: Methotrexate

Provide patient/family education for all oral
methotrexate discharge orders
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Best Practice 3

* Measure and express patient weights in metric
units only. Ensure that scales used for weighing
patients are set and measure only in metric
units.




Best Practice 3
Metric weights

» Weigh patients as soon as possible upon

admission or outpatient encounter. Avoid use of
stated, estimated, or historical weight.

* Measure and document patient weights in
metric units only.

19



Best Practice 3
Metric weights

e As much as possible, the patient’s actual weight
IS obtained upon each admission or appropriate
encounter.

 Stated, estimated, or historical weights can
cause Inaccurate dosing (both under- and
overdosing).

« Conversion errors are common.

« Official product labeling for medications
provides weight-based dosing using only the
metric system (e.g., mg/kg).



e
Best Practice 3

Metric weights

* If purchasing or replacing scales, buy new scales that
measure in, or can be locked to measure in, metric units
only.

« Have conversion charts that convert from kilograms (or
grams for pediatrics) to pounds available near all scales, so
that patients/guardians can be told the weight in pounds, if
requested.

« Ensure computer screens, device screens (e.g., infusion
pumps), printouts, and preprinted order forms list or prompt
for the patient’s weight in metric units.

* Document the patient’s weight in metric units only in all
electronic and written formats.



Area of Focus: Weight

Weigh each patient on admission. Avoid stated, estimated,

or historical weights
60 55 54

50 44 43
40 37

36
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Area of Focus: Weight

Document and measure weight
in metric only
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Best Practice 4
Oral/ENFit syringe

* Ensure that all oral liquid medications that are
not commercially available in unit dose
packaging are dispensed by the pharmacy in an
oral or ENFit syringe.

OK Not OK May be OK

mmmmmmmm T o
‘ L 7 L L e e T
R = E ~ 8 HIF B e

Oral/ENFit
Syringe




Best Practice 4
Oral/ENFit syringes

Do not stock bulk oral solutions of medications on
patient care units.

« Use only oral syringes that are distinctly marked “Oral
Use Only."

* Ensure that the oral syringes used do not connect to any
type of parenteral tubing used within the organization.

« When ENFit syringes used for oral liquids, highlight on
the label, or affix an auxiliary label, “For Oral Use Only”
on the syringe or highlight the statement if it is on the

label.

25



2020-2021 Changes

 Best Practice #4

* Current: Ensure that all oral liquid medications that
are not commercially available in unit dose
packaging are dispensed by the pharmacy in an oral
or ENFit syringe.

* Change: Ensure that all oral liquid medications that
are not commercially available in unit dose
packaging are dispensed by the pharmacy in an oral
syringe or an enteral syringe that meets the

International Organization for Standardization
(1ISO) 80369 such as ENFit.



Oral/ENFit syringes

80
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Best Practice 5

* Purchase oral liquid dosing devices (oral syringes/
cups/droppers) that only display the metric scale.

* In addition, if patients are taking an oral liquid
medication after discharge, supply them with (or
provide a prescription for) oral syringes, to enable them
to measure oral liquid volumes in milliliters (mL).

FOR ORAL USE - USAGE ORAL - PARA USO ORAL

=
£
©w

NN D =D
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Drug Facts
e I o) e e ) @G 5 ML)

30 mg dextromethorphan hydrobromide.....

Uses  temporarily relieves I] TEI 'E"[]U I".u'EIlEI'It !':'
m cough due to minor throat and bronchial irritation as may occur with z
the common cold or inhaled irritants rn hidrsrhrnmmdes

m the impulse to cough to help you get o sleep

Eﬁﬁﬂgﬁ you are now taking a prescription monoamine oxidase An OTC d ru g th at | iStS m L O n |y

inhibitor (MACI) (certain drugs for depression, psychiatric or emotional
conditions, or Parkinson's disease), or for 2 weeks after stopping the
MAOI drug. If you do not know if your prescription drug contains an
MAOI, ask a doctor or pharmacist before taking this product.

Ask a doctor before use if you have

m chronic cough that lasts as occurs with smoking, asthma or emphysema ﬂf.fﬂ'ﬂ'ﬂﬂ'ﬂs m shake bottle well before use
m cough that occurs with too much phlagm (mucus) - . . . .
m measure only with dosing cup provided. Do not use dosing cup with

Stop use and ask a doctor if cough lasts more than 7 days, cough comes

back, D; peeurs with fedye_r. rash or headache that lasts. These could be other Fll[lljl..lﬂtﬂ. _
slans ofa serlous concifion. : m dose as follows or as directed by a doctor
If pregnant or breast-feeding, ask a health professional before use. g
Keep out gi !eanIEnfnhilldGmn. In.n::ﬁse of overdose, get medical help or m mL = milliliter
contact a Poison Control Center right away. -
—— adults and children 10 mL every 12 hours,
Directions  w shake bottle well before use 12 f d tt 'lrd 2[] |_ ; 24 I'I
[ | mﬁasure gnl',rwilh dosing cup provided. Do mot use dosing cup with yedrs oI age anad over NoL 10 excee mL in ours
other products. =
m dose as follows or as directed by a doctor children & to under 5 mL every 12 hDIJFE._
-mr”mﬂ“l[lltez_m S 12 years of age not to exceed 10 mL in 24 hours
adults and children mL every 12 hours, :
12 years of age and over not to exceed 20 mL in 24 hours Chl'dlﬂ'ﬂ ‘1 to |J|'||:| er 25 m |— envery 1 2 hE'IJ s,
children & to under 5 mL every 12 hours, b years of age not to exceed 5 mL in 24 hours
12 years of age not to exceed 10 mL in 24 hours -
children 4 o under 2.5 mL every 12 hours, children under 4 years of age do not use
6 vears of age not to exceed 5 mL in 24 hours
children under 4 years of age do not use
Other information m each 5 mL contains: sodium 7 mg

m store at 20-25°C (68-77*F) m dosing cup provided

Inactive ingredients citric acid, edetate disodium, sthylcalluloss,
FDAC Yellow No. 6, flavor, high fructose com syrup, methylparaben,
polyethylene glycol 3350, polysorbate 80, propylene glycol, propylparaben,
punfied water, sucrose, tragacanth, vegetable oil, xanthan gum

Questions? 1-888-963-3382

You may also report side effects to this phone number.

29



Best Practice #5
2020-2021 Changes

» Change: Purchase oral liquid dosing devices
(oral syringes/cups/droppers) that only display
the metric scale. In addition, if patients are
taking an oral liquid medication after discharge,
educate patients to request appropriate oral
dosing devices to measure oral liquid volumes
iIn milliliters (mL) only.
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Oral Liquid Dosing Devices

44

Oral liquid dosing devices only display metric

17

2014

89

11

36

2016

53

H None M Partial

i 78

17 17

] —
2017 2019

Full



Best Practices 6

« Remove glacial acetic acid to prevent accidental
topical application

ALERT

3 dting
zute for Safe Medication F

lanuary 23, 2013

WARNING! Severe burns and permanent
scarring after glacial acetic acid (> 99.5%)
mistakenly applied topically

should toke i

steps to ensure that only diluted acetic ocid

solutions are used in patient care. Eiminate the use ond purchose of glocial ocetic ocid.

The Institute for Safe Medic
Practices (I5MP), which cperates
the National Medication Errors
Reporting Program, i waming
healthcare providers about repeated
incidents of acridental appliation of
“glacial” acetic acid (= 99.5%) to skin

greater unds. An
experierced pharmacist, yet new
to the institution, placed glacial
acetic acid at the window for
pidiup. This was used for 2 days
instead of a diluted form. The
undiluted solution resuited in

patient required extensive treat-
ment and prolonged hospitalim-
‘tion due to tissue damage caused
bry the undiluted solution.

Giluted forms of acetic acid are wsed
o treat cerfain infections of the

or mucous membranes instead of a burns to the extent that the outer ear and ear @nal (2% solu-
much mare diuted form. Glacial wounds would not heal, necess-  tion), or to identify cervical dysplasia
‘acetic acid is the most concentrated ‘tating dizart ibulation at the hips. during colposcopy or dysplasia of

form of aceticacid available.
Iredvertent appliation of this cormo-
sive chemical hasled to severe
burns, scarring, and other perma-
nent damage to skin or mumus.
membranes. The followingare
among the cases reported to ISMP:

M A patient sustained severe bumns
and permanent scarring after
glacial acetic acid [z 99.5%) was
applied to her skin instead of a
5% acetic acid solution during a
surgical procedure. The pharma-
cist was initially uncertain about
dispensing the solution given that
the label stated “"Acetic Acid LISP
(Glacial),” but he later dispensed it
without further dilution.

W A nurse called the pharmacy for
“acetic acid for imgation” for a
‘young woman with paraplegia,
osteomyelitis, and bibteral

M A physician in an ambulatory
surgial center requested 4%
acetic acid for use during
anoscopy fsimilar to acetic acid
use during 3 cervical colposcopy ).
Unit staff inadh y

other mucous membranes [3-5%
solution; e g., tableviregar is often
used). A0.25% sterile solution is
mmmercially available ard wsed for
its antimicrobial propertiesas a
premixed irrigation, primarity for
bladder or wounds.

abottle of glacial acetic acid
directly from a medical supplier
instead of the 4% solution.
Although labsled “glacial acetic
acid;” the solution was not further
diluted. The patient suffered
severeanal burms.

W Anurse received glacal acetic
acid from a pharmacy techni-
cian and poured the undiluted
solution into a bowl on the sterile
field in the operating room (OR).
The surgeon was using acetic acid
to identify rectal condyloma. He
soaked 3 gauze pad and placed i
in the patient’s rectum. The

Acommon factor in each case has
been staff unfamiliarity with the
term “glacial.” which refers to the
fact that, at its freezing point, pure
acetic acid forms crystals that look
like a glacier. Unfamiliarity with
“glacial” has led staff to arder the
wrong product from a supplier or
use the product without knowledge
that further dilution is required

Glacial acetic acid is achemical,
‘which means it is not regulated by
the US Food and Drug Adminis-
tration (FDA). Thus, Bbel warnings

comtinued an page 7—Gacial acefic acd »
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Best Practice 6

Remove glacial acetic acid

« Patient harm has occurred when hazardous/toxic
chemicals have been misidentified as oral products, or
when a very concentrated form of a chemical has been
erroneously used in treating patients.

« “Glacial” acetic acid has repeatedly been confused with
3-5% used for colposcopy and other procedures,
resulting in serious tissue damage, third-degree burns.

« Often this item was either accidentally purchased or used
in place of a much more diluted form of acetic acid, such
as vinegar or a commercially available 0.25% acetic acid
solution.



Best Practice 6

Eliminate Glacial Acetic Acid From All Areas Of The

Hospital
100% 942 942
80% 74 .
60%
40% .
20% 201 % 139 0 0 .
— P e
0%
Feb 2014 Feb 2016 Oct 2016 July 2017

™ None ™ Partial Full
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2020-2021 Changes — New
classification for Best Practice #6

e Current: Eliminate glacial acetic acid from all areas of
the hospital.

« Change: moving to an archived state

 Rationale:

— Still important as a Best Practice, but due to level of
compliance we are decreasing focus

— Will remain in the list; appear at the end
— The Best Practice number will remain #6

— Directs focus towards new and existing Best Practices with
lower adoption rates



Best Practice 7

 Prevent inadvertent administration of
neuromuscular blocking agents to patients not
receiving proper ventilator assistance

36
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Edwcating the Healthcare Community Abowt Safe Medication Practices

Safety enhancements every hospital must consider in

wake of another tragic neuromuscular blocker event

ProsLEM: National news recently sxposed details about 2 2017 fatal med-
ication emorthat happened at a large, prestigious hospital after the Cantars
for Medicare & Medicaid Services (CMS) briefly placed its Madicare reim-
bursemant status in jeopardy. The hospitals status was quickly restored
n following submission of a plan of comection to CMS. Upon ISMFs aware-

o

ness of the event, it became imperative toshare the lessons leamed from

the fatal event so other healthcare providers can avoid a similar tragedy.

The details of the amor that follow are from a CMS report. As the story unfolds, we hope
ol will see that this type of emoreould happen ampwhers given current systern vulner-
abilities frequently found in hospitals, particulary when using autormated dispensing
cabinets (ADCE). In fact, ISMP has observed many of the same systemn vulnerabilities in
other hospitals, and they ans frequanty at the root of a variety of medication emors re-
ported to the ISMP National Medication Emors Reporting Program (ISMP MERF). Malks
no mistake—this type of amor could happen in your hospital, and it is crucial to take
staps now to reducs the risk of a similady tragic event

continued on page 2—MNeuromussular blocker pyvent =

Table 1. 800 saiery festures 1o mdwethe gk of emors when remoding medications from cabinets®

lGeneral Safety Features
Optimize profiled ADCe

Description
Optimize the uss of profiled ADCe that alows dg selection after pham-
gcy verification of amers in inpatient and outpatient esttings (=4g.,
emerency department [ED] pre- and post-procedurel locations|

Finalized guidelines for
electronic communication

Manage overide listz

Limit the variety of medications that can be removed from an ADC via
owamide far dafined urgent/emengant gitustions

Block staff from loading
inapproprista medications

Activate ADC saftware that prevents clinically inepproprists medications
from baing lpaded into specific cabinets withow: priar approvel

LHil 2= wamings during
medication removal

Corfigure mteractive alerts that require users to ener or selact clinically
relevant imfamation |e.g., purposs for drug removal, whether the patient is
wertiated [for newromuscular blodkers] pror to removel

Witnesz overide medicatian
remioval

PBequire & second individual 1o verily the comact patient, medication,
strength, routs, &nd indication upon ceride emovel of 8 select list of
medications or from certain ADCs; document the verification process

m:mlhr Blocker

Allow simultaneous searching | Configurs ADCs to seerch simultansously by brand and generic

by brand ard generic names names; if s=arches are limited to either brand or generic names,
educats staff how 1o foggle between thesa tao functions

Support distractionfres ADC | Awvnid distractions and talking at the ADC while searching for and

medication removal ramoving medications

Deacription

Strictty limit availability in ADC3 1o perioperative, labor and delivery,
critical care, and ED sattings; in thass anaas, store in @ s2aled bax,
rapid saquance imtubation (REN kit, or locked-lidded ADC pockets

Adffix wamings ta ADC pocksts

Place auziliary |sbelz an ADC pockets /drawers lids that nlaa'liﬁjaha.
“WARNING: CAUSES R ARREST—PATIENT MUST
BE VENTILATED;" the warning should be visible when ADC

pocketsdrawerslids are open

“Azsisiane with impemening these recommendations i welcomed by rendos.

I3MP has finalized a set of Gudelnes for
Safe Electronic Communicaton of Med-
ication [nformation (see pages 7-14), which
sre now posted on our website at:
i We published
the first draft of these guidelines in our
February 20, 2003 nawsl etter, whan imp le-
mentation of electronic health records
{EHRs), elactreonic prescribing (s-prescrib-
ing], and other haalth information tachnal-
ogy [HIT }-related tools began to evolve in
both inpatient and outpatient settings.
These technologies are now a mainstay
in healthcare, and their introduction has
brought about significant changes in how
medications ara prescribed, dispensed,
snd administarad. [fthe corventions used
to communicats medication infarmation
alectronically are not carefully considerad,
thesatechnologies may contribute to med-
ication errors rather than mitigate nisks.

In 2015, we again examinad the itsrature
and ather credible sourcestoidentify po-
tantial confusion that is unique to elec-
tronic communic etion or that sffacts bath
paper and slactronic records. We than
updated the draft guidelines, whichwere
published in our August 27, 2015 nawslet-
tar fweseismp.om/node/384). We solicitad
and raceived detailed comments about
the updatad draft guidelines from dozens
of clinicians and more than 50 large
groups, including federal and state gow-
emment agencies; alectronic pharmacy
information, health infarmation, and pre-
scribing system vendors; and standards-
satting, professionsl, and intemational
orgenizations. Those who submitted com-
ments ware widely supportive; howevar,
befors we could publish the finalized
guidelines, changes wers made in the
standards associatad with the e-prescrb-
ing drug nema (EPN) fizld in e-prescnbing
systams, and the ISMP guidelines con-

confinued on pages 2— Guidalinas >
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BEIRUT -- At least 15 children died after receiving vaccinations in rebel-held
parts of northwestern Syria, while the death toll from two days of government
airstrikes on a central city climbed to nearly 50, a heavy toll even by the vicious
standards of the country's civil war, activists said.

The children, some just babies, all exhibited signs of "severe allergic shock” about
an hour after they were given a second round of measles vaccinations in Idlib
province on Tuesday, with many suffocating to death as their bodies swelled, said
physician Abdullah Ajaj. who administered the vaccinations in a medical center in
the town of Jarjanaz.

1171E0 VIEWs

Khorasan: Behind the group
“following bin Laden’s vision”
91113 views

The U.S. launches first
airstrikes against ISIS in Syria.
TOT16 Mews
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Best Practice 7
Neuromuscular blocking agents

* ISMP has received well over 100 reports
concerning accidental administration of NMBs
and has discussed the hazards of these agents

since 1996.

* Most errors with the use of these agents have
been the result of using or compounding a NMB
in error instead of the intended drug.

 |Inadequate labeling or unsafe storage has been
the root cause of most of these errors.



Best Practice 7
Neuromuscular blocking agents

Segregate, sequester, and differentiate all
neuromuscular blocking agents (NMBs) from
other medications, wherever they are stored in
the organization.

— Eliminate the storage of NMBs in areas of the
hospital where they are not routinely needed.

— In patient care areas where they are needed (e.g.,
Intensive care unit), place NMBs in a sealed box
or, preferably, in a rapid sequence intubation
(RSI) kit.
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Best Practice 7
Neuromuscular blocking agents

— Standardize storage throughout the organization and
keep in lock-lidded pockets in automated dispensing
cabinets.

— Segregate from all other medications in the pharmacy by
placing them in separate lidded containers in the
refrigerator or other secure, isolated storage area.

— Place auxiliary labels on all storage bins and/or ADC
pockets and drawers as well as final medication containers
of NMBs (e.g., syringes, IV bags) that state: “WARNING:
PARALYZING AGENT — CAUSES RESPIRATORY ARREST
— PATIENT MUST BE VENTILATED"”
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for Injection

For IV Use Only

*1 mg/mL when
reconstituted to 10 mL

B only

Usual Dosage/Storage: See Package Insert. STVEAAL  100xxxx

WARNING: Vecuronium Bromide may cause respiratory depression.

Facilities for artificial respiration must be immediately available.

CHECK APPROPRIATE BOX
[J Reconstituted with bacteriostatic Water for Injection: CONTAINS
BENZYL ALCOHOL, NOT FOR USE IN NEWBORNS. Use within 5 days of:

OR

Date prepared: Time:
(L] Reconstituted with Sterile Water for Injection or compatible 1V solutions
(per package insert): Single use only. Discard unused portion within 24 hours of:

Date prepared: Time: =
Protect from light. E
Mfg for: Akorn-Strides, LLC, Lake Forest, IL 60045  Made in India

LOT: EXP.:

Code No.: KR/DRUGS/

KTK/28/280/95
Rev: 08/08

(01)00323360160086

-

N


https://www.google.com/imgres?imgurl=https%3A%2F%2Fwww.pdchealthcare.com%2Fmedia%2Fcatalog%2Fproduct%2Fcache%2F1%2Fimage%2F1200x1200%2F9df78eab33525d08d6e5fb8d27136e95%2F5%2F9%2F59706688.jpg&imgrefurl=https%3A%2F%2Fwww.pdchealthcare.com%2Flabel-warning-paralyzing-2-1-4x7-8-fl-red-1000-rl-p-59706688.html&docid=RBvDGEdgv5R-9M&tbnid=5j5Gkk1ZLrHCRM%3A&vet=10ahUKEwip__nl4ojlAhXRmOAKHSFkCFMQMwhQKAwwDA..i&w=1200&h=1200&itg=1&bih=803&biw=1368&q=warning%20label%20warning%20paralyzing%20agent&ved=0ahUKEwip__nl4ojlAhXRmOAKHSFkCFMQMwhQKAwwDA&iact=mrc&uact=8

-
Neuromuscular Blocking Agents
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Best Practice 8
« Administer high-alert IV medication

iInfusions via a programmable infusion
pump using error reduction software

44
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Best Practice 8
Smart pump use

« Utilize this technology to prevent infusion-
related medication errors, especially when high-
alert medications are administered.

* Programmable infusion pumps with dose error-
reduction software (DERS) help to avert these
potentially harmful errors by “remembering” the
large number of “rules” and applying them
during pump programming to warn about
potentially unsafe drug therapy.



Best Practice 8
Smart pump use

* Although this technology has been available for
more than 10 years, many healthcare
organizations still do not utilize smart pumps in
all settings or DERS is not employed.

* Many organizations now moving to
interoperability with EHR, bar coding, etc.
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Best Practice 8
Smart pump use

Review new ISMP smart pump guidelines for 2020

Ensure drug libraries are built and installed on all smart
pumps and that staff are using the error reduction
software.

If smart pumps are not already in use in all areas, ensure
the capital equipment budget includes the purchase of
this technology as soon as possible.

Require periodic maintenance, updating, and testing of
the software and drug library for all smart pumps.

Evaluate alerts regularly and determine if staff are
responding to them appropriately
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Best Practice 9

« ldentify which antidotes, reversal agents, and rescue
agents should be administered immediately in
emergency situations to prevent patient harm.

gy, —_
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Best Practice 10

 Eliminate all 1,000 mL bags of sterile water (labeled for

1 Il°

“Iinjection,” “irrigation,” or “inhalation”) from all areas
outside of the pharmacy.

51
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Best Practice 11

« Use technology to assist in the verification process
(e.g., barcode scanning verification of ingredients,
gravimetric verification, robotics, IV workflow
software) to augment the manual processes.

 The technology is maintained, the software is
updated, and that the technology is always used in a
manner that maximizes its medication safety features.



Dangerous Wrong-Route Errors
with Tranexamic Acid

ISMP has received multiple reports
of accidental intraspinal injection of
tranexamic acid.

* In the US, tranexamic acid, bupivacaine
and ropivacaine have all been confused

« Though labels may look different, vials
are often stored upright and only the
blue cap is visible

« Barcoding is usually not
implemented in the
departments where these



Best Practice 12*

 Eliminate the prescribing of fentaNYL patches
for acute pain and in opioid-naive patients

— Ensure the organization has a process in place to
routinely document the patient’s opioid status (naive
vs. tolerant) and type of pain (acute vs. chronic) in the
health record or prescriber orders.

— Ensure there is an implemented process to prevent or verify orders for
fentaNYL patches in patients who are opioid-naive or with acute pain.

» Examples include: use of hard stops, alerts, automatic interchange, and
pharmacy interventions with prescribers.

* Now part of Best Practice 15



Best Practice 13

 Eliminate injectable promethazine from the
hospital.

Remove injectable promethazine from all areas of the hospital
including the pharmacy.

Classify injectable promethazine as a non-stocked, non-
formulary drug.

Implement a medical staff-approved automatic therapeutic
substitution policy to convert all injectable promethazine orders
to another antiemetic.

Remove injectable promethazine from all computerized
medication order screens and order sets and protocols.



e
Introduced for 2018-2019:

Promethazine

 Eliminate injectable promethazine from the hospital

— None 40.3%
— Partial 28.4%
— Full 31.3%

* |n process; use has been widespread, so taking time;
working through Pharmacy and Therapeutics; limit
to short infusion/intramuscular; many restrictions;
challenges with shortages; others non-stocked item
or removed; provider push back




Best Practice 14

» Seek out and use information about

medication safety risks and errors that
nave occurred in other organizations
pesides your own, and take action to
orevent similar errors.




New Best Practice #15

 Verify and document a patient’s opioid
status (naive versus tolerant) and type of
pain (acute versus chronic) before
prescribing and dispensing extended-
release and long-acting opioids.



New Best Practice #15

* Current Best Practice #12 (fentaNYL patches)
has been repositioned and made part of this
new Best Practice.

* None 14.4%
e Partial 33.3%
e Full 52.2%



New Best Practice #16

 16a: Limit the variety of medications that can be removed from
an automated dispensing cabinet (ADC) using the override
function.

» 16b: Require a medication order (e.g., electronic, written,
telephone, verbal) prior to removing any medication from an
ADC, including those removed using the override function.

« 16¢: Monitor automated dispensing cabinet overrides to verify
appropriateness, transcription of orders, and documentation of
administration.

« 16d: The list of medications available using the override function
is periodically reviewed for appropriateness.



e
New Best Practice #16

 Restrict medications available using override to
those that would be needed emergently (as
defined by the organization) such as antidotes,
rescue and reversal agents, life-sustaining drugs,
and comfort measure medications such as those
used to manage acute pain or intractable
nausea and vomiting.
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