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“First do no harm.

Hippocratic Oath
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KEM horror: Patient dies after nurse gives her wrong

bhijit Sathe & Lata Mishra, Mumbai Mirror| Feb 16, 2013, 12.57 PM IST
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A 34-year-old woman died on Thursday aftera
nurse at KEM Hospital gave her the wrong injection.

Saira Salil Sheikh, a Bhiwandi resident, was
administered an intravenous dose of feryerylum, a

eatment.

clotting agent to be used only externally in dental

Sheikh, who was admitted to the hospital's
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= What Is medication Safety? :

Medication safety Is defined as the freedom
from accidental injury due to medical care or
medical errors during the medication-use
process, deserves the same prioritization, given
the scope of medication use in patient care and
the frequency and severity of potential harm.

Reference- Acency for healthcare research and guality
IDate—- 10.9_=21
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WHO's Flagship Global Patient Safety Challenges ceco

Medication Without Harm

GLOBAL PATIENT SAFETY CHALLENGE

2005 2006

First Challenge -2005 Second Challenge -2007 Third Challenge -2017
Clean care is safer care Safe Surgery Save Lives Medication without Harm
(Medication safety)




What i1s a Medication Error ? oo

Any PREVENTABLE event that may cause or
lead to inappropriate medication use or patient
harm while the medication is in the control of
the health care professional, patient, or
consumer.

ISMP 2001



Medication Errors 2

» QOver 770,000 patients injured every year.

» USFEDA - At least 1 death occurs per day and 1.3 million people injured
each year.

» For India the extrapolated figures would be:
400,000 deaths due to Adverse Drug Reaction and
720,000 Adverse Events per annum

» More people die then Motor Vehicle Accidents or AIDS

» Serious mistakes involving prescription drugs occur in 3% to 7% of
hospital inpatients.

» Considered worse than a crime

» Serious economic consequences like extended hospital stays, additional
treatment

» Malpractice Litigation.

Agency for Health Research and Quality, 2001
Food and Drug Administration (FDA) website, last accessed on 21t August,2018



http://www.fda.org/

Advancing the responsible
use of medicines

IMS INSTITUTE
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4. RIGHT MEDICINE TO THE RIGHT PATIENT:
PREVENT MEDICATION ERRORS

Medication errors cuntnbute 9% of the world’s total
avoidable cost d 1c]

total of 0.7% of global total health expenditure (THE),
42Bn USD worldwide, can be avoided 1f medication erro

are pre

Global

Calculations which
include

186 countries:

IMS MIDAS, 2009 and
2011,; World Bank
2009, WHO 2009;
USD in 2011




Medication Errors : Indian Experience | e

M Parihar, G PR Passi. Medical Errors in pediatric practice. Ind Pediatrics 45
2008; 586-89.

e Prospective study in a Teaching Hospital at Indore, MP -
1286 children in PICU

e Out of the total 457 errors identified, medication errors
313 (68.5%)

e Majority were dosing errors (45.5%)
e Morbidity was nil in 375 (82%), mild in 49 (10.7%),
moderate in 22 (4.8%) and severe in 11 (2.4%) errors.




Medication Errors : Indian Experience | e

Patel, Nrupal et al. “A Study of Medication Errors in a Tertiary Care
Hospital.” Perspectives in Clinical Research 7.4 (2016): 168-173.

e Prospective study in a Teaching Hospital in Ahmedabad Gujarat
e A total of 1109 patients (511 in Medicine and 598 in Pediatric ward)

e Total number of MEs was 403 (36%) of which, 195 (38%) were Iin
Medicine and 208 (35%) were in Pediatric wards.

e The most common ME was Prescribing errors : 262 (65%) followed
by administration errors 126 (31%).

e Majority of prescriptions were semirational 555 (53%) followed by

irrational 317 (30%), while 170 (17%) prescriptions were rational.




Our medication errors Research work | 222
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ABSTRACT

Background: Meodication crrors (MEs) can cause significant harm to paticnts. The MEs identified through reporting
processes currently report oaly a fraction of the actual number of MEs Data about MEs 1s mated in India, especially
from casternm and north-casterm parns of India The objective of this study was to analyse the vanous types of
Medicanon crmrors reported in a termiary care private hospital in Eastern India The sam was to determune the various
factors associated with these crrors and steps to be taken to reduece the MEs in thas healthcare setup.

Methods: We cammiced out a prospoctive passave surveillance ssudy over the course of 3 years (2016-2018) on 50,822
admitted patients aficr obtamning approval from the Insttutional Ethics Commatieoe. A detailed root-cause analysas was
performed for every reportad crmor by a team of healthcase gualnty professionals and climical pharmacests along with a
clmical pharmacologist followed by appropriate preventive and cormoctive actions.

Results: In our study, a toqal m-nbaofﬁmmmurmtw from a sample size of SO0,.822 (00017%).
61 of the reported MEs were administratson errors (69 3%60) Higher preponderance of moedication crrors was socn in
male patients (53_194) in comparnison 10 fermale paticnts (46 9%6)

Conclusions: In this stody gross under-reporting of MEs were observed which 1s im Iime with previously published
studies in India The reasons reported for gross under-reporting can function as an effective ool 1o ensure improved
reporting of MEs and implementation of muligation sIrslcgics




Who are affected ?

Medication errors are without doubt costly to

Patients
Patient Families
Patient employers
Hospitals
Healthcare providers

= Doctors

= Nurses

« Other Paramedic Staff
Insurance companies etc




Who are at greater risk ? eoo

Child < 16 Yrs

Aged > 65 Yrs

Physically Challenged

Patients receiving urgent, life-saving care

Patients undergoing high-risk surgeries

Patients on multiple medications

Patients with multiple medication allergies
Non-English speakers

Anyone being discharged from the hospital




Common causes of medication errors eoo

Human factors

Systems

Abbreviations

Oral orders

Look-alike and sound-alike drugs
Dosage calculation

At-risk population

At-risk drugs

Iommoower

Patel, Nrupal et al. “A Study of Medication Errors in a Tertiary Care Hospital.” Perspectives in Clinical Research 7.4 (2016): 168-173.




Medication Errors signify faulty systems and not faulty professionals

Hazards

Losses



Human factors that lead to medication

errors

e Mental Slip o

e Having the knowledge, but o

not using it

e Lack of knowledge ¢

e Poor handwriting o

e Lack of understanding .
e Stress

[

e Improper label reading, etc.
[

Fatigue/Lack of sleep
lliness

Drugs or alcohol
Boredom

Frustration

Fear

Conflicts

Patel, Nrupal et al. “A Study of Medication Errors in a Tertiary Care Hospital.” Perspectives in Clinical Research 7.4 (2016): 168-173.




Systems factors that lead to medication

e Distractions

e Noise

e Heat

o Clutter

e Motion

e Lighting

e Unnatural workflow

e Poorly designed
procedures or devices

errors

Lack of time

Too many customers
Shift Changing
Emergencies etc




Look-alike or sound-alike (LA/SA) drugs| ¢

e Tens of thousands of drugs currently in the market, the
potential for error due to confusing drug names is significant

e Look-alike or sound-alike (LA/SA) health products refer to
names of different drugs that have orthographic similarities
and/or similar phonetics (i.e. similar when written or
spoken).

e These similarities may pose a risk to health by contributing

to medical errors in prescribing, documenting, dispensing or
administering a product

e The increasing potential for LASA medication is recognized
by NABH and requires each accredited organization to
identify a list of look-alike or sound alike drugs.




Sound-alike drugs

Avanza Avandia
(Mirtazapine) (Rosiglitazone)
Diamox ZImox
(Acetazolamide) (Amoxycillin)
Glynase Zinase
(Glyburide) (Serratiopeptidase)
Incidal Inderal
(Cetrizine) (Propanolol)

Brand name in black
Non proprietary name in blue

Thousands more, some reported, Most not !!




Look-alike drugs

Domstal Alprax
(Domperidone) (Alprazolam)
Zyloric Buscopan
(Allopurinol) (Hyoscine)
Lasix Avil
(Fursemide) (Pheniramine )
Veltam Pantium

(Tamsulosin)

(Pantoprazole)

Brand name in black
Non proprietary name in blue

Thousands more, some reported, Most not !!




Ampoules of Bupivacaine (Sensovac Heavy) and Tranexamic acid (Nexamin) look alike



_ _ o cceos
High risk Medications cooc
:.
High Risk/High Alert Medication/ At
Risk Drugs Spurious drugs
Medications that bear heightened risk  Is a major concern with most of the
of causing patient harm when they small and medium-sized
are used In error. hospital.
e Neuromuscular Blockers To address this problem, the
e Insulins hospital pharmacy must have a
e Opiates system of regular periodic
e Anticoagulants physical audit of the products
e Chemotherapeutic agents that are most preferred brand
e Concentrated electrolytes and in the lowest priced brand
Opiates
e |V Adrenergic Antagonist
e |V Digoxin
e Theophyliine
e Concentrated Electrolytes




Medication Errors 2

Abbreviations

e Although widely used in prescription writing,
abbreviations can kill!!

e Most of the time, prescribers invent their own.

e Secondly, different individuals/pharmacists may
assume or interpret abbreviations differently.

e Please stick to standard abbreviations




Medication Errors soes

Some examples that illustrate the pit falls are-

HCT 250mg intended drug hydrocortisone but
dispensed hydrochlorthiazide.

CPZ — intended drug was chlorpromazine but
mistaken for carbamazepine

AZT — Intended drug was zidovidine but mistaken
for azathioprine.



Types of Medication Error -

Medication Error

1
l |

Intercepted Errors Actual Errors
Prescription Administration Transcription Dispensing
Errors Errors Errors Errors

Note:

1. The “intercepted errors” are the error which has ‘not reached the patient’ are documented
by preserving a copy of the indent

2. The “actual errors” or an “error of omission”, are the errors which ‘has reached the patient’
inspite of auditing, are reported on a proper format called as quality variance report




RCA of Medication Error eoos

Patient Response

Transcription Prescription

Improper Recording of Allergy not Documented on Order lllegible

Drug Changed without

Patient ADR Medication Adm Record Atk .
Order without Discontinuing Previous One
Improper Assessment Allergy goszogtdmented Time Interval Order with Dose
of Drug Efficacy on Order Sheet _ nappropriate
Order transcribed Order without .
Incorrectly Dose Order without
Patient not following the Order without Frequency
Physician Prescription, Order not at all an Indication Route not
Dose and Orders transcribed Specified _ _
Medication
W p fi Improper Storage leading to Drug Administered Errors
rog?sp;izzrda on mixing of Drugs without Physician Order Infusion
rate Error
Expired D Inappropriate or lllegible Drug Administered to
Xpired Drug Labeling of Containers a Wrong patient
Dispensed "o ! 9P Wrong Drug
Mixing of Bottles & Incorrect Entry of Order Administered
Diluted Drug Drugs that are similar in Pharmacy Module Dose missed because
Dispensed in appearance e
P PP Scheduled dose not of transcription
Wrong Drug Improper Review of documented as administered
Dispensed Instructions for use / Wrong Dose, Route, Frequency,
warnings/ precautions Dosage
Dispensing Storage, Packaging & Labeling Administration

Note: Errors are more frequent during “Prescription” and “Administration” stage




Medication error reporting format

Patsers naamwe . .
FiD o Werd

Ape ) Sex - Dugroses

Date of mecicsion emor

In which process oid the srfor occur 7

Prascritesg =} Acrviristiwacn (.
Oupensing .D Cttww (Piesse spectly) =}
What type of megication error?

rueg st 3 g e -
Yimsg medcation =) Wiong route i
Wrong tere = Exprret madicne ]
Cvriszion of medicne ) Ywong docomantaton =]
Which C3togory made the error 7

Doctor 1=} Fharrasst =
Mt 1 Oher [Ploss= soeckyy 17l
Error outcome 7

e D = Cormes o e =
Caused amporacy hases @ Cowes parmusent harm 1
Near Gealh awernl D Deah D

Describe comactive scticon taken:

SupervEsT rarme




Relationship among medication errors, adverse 5552
drug events, and potential adverse drug events | ¢e

Adverse Drug Nonpreventable

Adverse Drug Events

Medication (Adverse Drug Reactions)

Errors

Potential
Adverse Drug
Events

Preventable
Adverse Drug
Events




e Safety data from pre clinical studies not reliable

e Insufficient safety data from clinical trials

narrow population studied

Specific indications only

Shorter duration

e To promote rational use of medicines




~ Need for Pharmacovigilance |

e Clinical and economic burden of ADRSs

Economic burden

o $US 2262 per ADR /patient, 30.1 billion dollars annually

e Cost due to ADRs in EU is 79 billion euros/year

e InIndia, Rs 6197/patient

Sultana J, Cutroneo P, Trifird G. Clinical and economic burden of adverse drug reactions. Journal of Pharmacology and Pharmacotherapeutics.
2013;4(5):73.
Patel K, Kedia M, Bajpai D, Mehta S, Kshirsagar N, Gogtay N. Evaluation of the prevalence and economic burden of adverse drug reactions presenting
to the medical emergency department of a tertiary referral centre: a prospective study. BMC Clinical Pharmacology. 2007;7(1):8.




) |

e Most case reports concern suspected adverse
drug reactions

e |In practice few adverse reactions are ‘certain’ or
‘unlikely’

> WHO - UMC Causality Assessment
» Naranjo scale




ki

e Developed in consultation with the National
Centres

e Causality categories
e Certain
e Probable/likely
e Possible
o Unlikely
e Conditional/ Unclassified
e Unassessable/ Unclassifiable

The use of the WHO-UMC system for standardised case causality assessment [Internet]. Uppsala Monitoring Centre; [cited 15 April 2016]. Available
from: http://who-umc.org/Graphics/24734.pdf




Naranjo CA. Clin Pharmacol
Ther 1981;30:239-45

To assess the adverse drug reaction, please answer the following questionnaire and give the p ertingnt sgor,
\ Yes ] No | Do Not ore
1. Are there previous conclusive reports on +1 0 Y XY s
this reaction? Y X )
2. Did the adve rse event appe ar after the +2 -1 0 ®®
suspected drug wa s administered? ®
3. Did the adve rse reaction improve when the +1 0 0 »
drugwa s discontinued o r a specific
antagonist was administered?
4. Did the adve rse reactions app ear when the +2 -1 0 L
drug wa s readministered?
5. Are there alternative causes (other than the -1 +2 0 o
drug) that could on their own have caused
the reaction?
6. Did the reaction reappear when a placebo -1 +1 0 L
was given ?
7. Was the drug de tected in the blood (or +1 0 0 -
other fluids) in concentrations known to be
toxic?
8. Was the reaction more severe when the +1 0 0 L
dose was increased, or less severe when the
dose was decreased?
9. Did the patient have a similar reaction to +1 0 0 L
the same or similar drugs in any previous
exposure?
10. Was the adve rse event confirmed by any +1 0 0 o
objective evidence?
Total Score L
Total Score ADR Probability Classification
9 Highly Probable
5-8 Probable
1-4 Possible
0 Doubtful
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A study on adverse drug reactions to non-ionic contrast medium in an
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ABSTEACT

Background: To the best of our understandmg. very few studies focusing on the
adverse drug reaction (ADER) profile of non-1omic contrast medium (NITCK) has been
carmed oot untl date among the Indian populaton. Hence, thas study was planned.
We sincerely believe that the knowledge gathered from this study can improve
safer usage of these agents among the patents of Indian ongin. The cbjective was
to evaluate the incidence and severtty of ADEs of non-ionic radio contrast media
(CM) used m tertiary care hospital in Eastern Indha_

Methods: For the durafion of 1-vear from July 2011 to Fuly 2012 we prospectively
recorded all the ATYR = asseciated with the admainsstration of MICK {(1chexol and
wwersol) m 3708 patnents of Indian cngm undergoing computed tomopraphy scam at
the hosprtzl. The average median age, weight, doze u=ed; tvpes of ADE =, concomitant
medication, final diagnosis, reasons for use were recorded and amalyzed with
appropriate stabstical fools. Cansality assessment was performed wsing Naranjo scale.
Results: Eleven of 3708 patients who recerved either ioversol or iohexol developed
ADFEs {1e. 0.3% of pahents}. The mo=t common ADE was ngor. The mmcidences of
mild, mvoderate and severe reactions were 535%, 386% and 9%, respectively. Average
median age, welght, and dose used were 35 years. 66 kg and 70 ml, respectriely. All
the ATDVE = were early {(ocomred withim 1 by of Chd admansstration). Due to logical
constraints, the follow-up of these patients was not possible and hence late ADES
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Research Article
|
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department of an Indian teaching hospital

Qalrlk Sangupta, Subhre|yet]l Rhowrmick, Avi]ilt Hazra, Ananya Datea, Musflkur Rahaman

Drepartment of Fharmacology,
Institute of Postgraduate Medical
Education & Ressarch (IPGMESE),
242B, Acharya . C. Bose Road,
Kolkata - 700 0zZ0, India

Received: 07-04-2010
Revisad: 0r-0r-2010

Accepied: z1-10-2010
Comespondence to:

Dr. Avijit Hazra,
E-mail: blowfans@yvahoo.oo.in

Introduction

Feychotropic drmogs are plentifal in nomber and their ass

ABSTRACT

Objectives: Adverse drug reactions (ADRs) to pswvchotropic agents are common and can
lead to noncompliance or even discontinuation of therapy. There is paucity of such data
in the Indian contaxt. We deamead it worthwhile to assess the suspected ADR profile of
psychotropic drugs in an ambulatory setting in a public teaching hospital in Kolkata.
Manerials and Methods A longitnudinal obsenvational study was conducted im the cutpatisne
depariment (OPDY} of the concerned peyvchixtny unit. Twenkby consecutive patients per day,
imespective of their psychiatric diagmosis, were screened for suspected ADRs, Z days in
a week, owver 15 monthe. Adverse event history, medication history and other relevant
details were captured in a format as adopted in the Indian Mational Phamacovigilance
Programme. Causality was assessed by criteria of World Health Organization-Uppsala
Monitoring Center WMHO-UPC)L

Results: \We screened 2000 patients (68.69%: males, median age 34.4 vears), of whom
420 were suspectad of having at least one ADR; 82 cases had insufiicient evidence
about causality WHO-LIMC causality status “unlikehy™) and were excluded from further
analysiz. Thas, 17.25%: (95% confidence imterval: 15.59-18.91 %) of cur shudy population
reported ADRs with at least “possibla™ causalitg. OF 352 events recorded, 327 (92_00%)
were “probable” and the rest “possible”. Mone was labeled “certain™ as rechallenge was
not performed. Patients received a median of 3_2 psychotropic drugs each. Thirty-three
different kinds of ADRs were noted, including tremer (19.&0%), weight gain (15.34%)
and constipation (14.499%). Among the incriminated drugs, antipsychotics represemtad
the majority (57.10%:], with olanzapine topping the list.

Conclusions: This study offers a representative profile of AIDR: to be expected im psychiatry
cut-patients in an Indian public hospital. Establizhment of a psychotropic drug ADR
database can be a worthy long-term goal in the Indian context.

KEY WORDS: Adverse drug reactions, pharmacovigilance, psychiatry, psychotropic druegs
peschotropic agents in particolar. This prompted os to evaloate

the ADE profle of peschotropic drogs used by ambuolabory
patients im a tesching hospikal.



Strategies for preventing Medication Errors




Preventing Medication Errors ccoc

At Doctor level
e Ensuring prescription legibility through “Write in Capital Letters”
policy
e Medication orders and prescription to include both generic and
brand name along with dose, strength, directions for use

e Implementation of “Verbal order policy” for oral orders
e Protocols for High risk Medication ( e.g Anticoagulant) usage

e Usage of standardized abbreviations & acronyms through out the
organization

e Introduction of Hospital Formulary

e “Tall man” (mixed case) lettering to emphasize drug name
differences (example RABEprazole and ARIPiprazole)

e Regular Prescription audit followed by appropriate corrective and
preventive actions




m Prescription audit improves prescribing habits

Prescription Audit Study from a Tertiary Care Private Hospital
in Kolkata, India

Subhrojyoti Bhowmick, Shubham Jana', Saksham Parolia®, Anupam Das®, Protim Saren*
Departments of Academics, Quality and Research, 'Ciinical Research and Academics, *Medical Administraion and Quality Assurance and “Quality Assurance, Peerless
Hospitex Hospital and Research Center Ltd., Kolkata, West Bengal, “Department of Pharmacy Pracfice, Manipal College of Pharmacy, Manipal, Karnataka, india

Introduction: Prescription writing 1s an important aspect of safe medication practices. Prescriptions should adhere to best practices mentioned in the
World Health Organization guidelines and the National Accreditation Board for Hospitals and Healthcare Providers guidelines. Aim: Evidence about
prescription audit study conducted in developing countnies like India is scarce, especially from the Eastem part of the country. Hence, the current
prescription audit study was conducted in a tertiary care private hospital in Eastem India in the city of Kolkata. Materiaks and Methods: This study
presents an assessment of the quality of prescribing practice in a tertiary care private hospital in Kolkata. Six thousand four hundred and six medicine
cards (6406) of inpatients were prospectively analyzed for the duration of 6 months. Results: The audit revealed that only 69.24% of medicine cards
had captured drug allergy, 99.53% had mentioned the route of administration, 99.85% had dose strength, 99.89% had mentioned the frequency of
dose, and only 75. 35°ohadmemm‘dﬂtemdmlmdmgmss of Surprisingly, 90.75% of medicine cardshadancrmt-ptom abbrewmnon
which was an jssueo 7 T . "

bing practices, vdnch unpm\ed lhe quaht) of prescribing practice. Regular prescniption audit followed by dednca(td Lhmcal ;ﬂwm*ologv
team along with constant communication with clinicians can improve the quality of prescriptions i long run.

Keywords: Medicine cards, National Accrediialion Board 107 TTOSPITars and ficaimncare Providers guidelines, prescribing indicators,
prescription audit, World Health Organization guidelines




OXYTOCIN INFUSION REGIME

INFUSION PUMP OR DIAL FLOW MICRODRIP SET

ORDINARY SET

TIME |mu/mt ml per hour microdrops per minute drops per minute
O hrs 1 5 6 1
0.5 hrs 2 10 12 3
1 hrs 4 25 24 6
1.5 hrs 6 35 36 9
2 hrs 8 50 48 12
2.5 hrs 10 60 60 15
3 hrs 12 70 72 18
WAIT FOR ONE HOUR BEFORE INCREASING

4 hrs 14 85 84 21
4.5 hrs 16 95 96 24
5 hrs 18 110 96 24
5.5 hrs 20 120 120 30




Preventing Medication Errors oo
]

At Nursing Level
e Labeling all medications before preparing

e All medicines and labels to be verified by two qualified
nursing professionals before administration

e Not more than one medication is labeled at one time

e All medications found unlabeled should be discarded
Immediately

e Continuous training and updation on LASA and High risk
medication and Medication Error reporting

e Separate storing of LASA and High risk medication




= Checking by 2 nurses

REGULAR MEDICATION Name MANo: (0499 Wegh: 624y
Drug Form : | Drug Name : Dose: T' = »
0 Tab. 0 mg Day= | TUES |WED |7HUB |FR) |SAT |Sed (Mo
[J Cap. CFFA%DL‘N [] Units [ E" 2 :

0 E:‘Tps (‘DNE Gka) B x:crograms Dato= 3015' /] i/j’ .
, O Symp B Gams  [Ting T
[J Drops Q ﬂ/ M : W\ ‘
Frequency: “T'W\ (£ |Additional Instruction If any : T “é/l' {i\w o
Route: |.\/ . 8;;;& ; w&}b ~
Start: THE5 Date :30’5' Stop:,ll‘ I Date: 2/[9/ Time 7
Sign: g7 Time 080 b Sign /@w Time: £
Name of the Doctor : Name of the Doctor : Time
K .RAD -4




I Proper labeling of all infusions
]




Drugs Labeled in Medication Racks




Preventing Medication Errors oo
]

At Pharmacist level

e Ensuring dispensing in carried out by competent individuals
e Separate storing of LASA and High risk medication
e Implementation of Medication error reporting culture

e Continuous training and updation on LASA and High risk
medication

e Training on Hospital Formulary and Good Pharmacy Practices




Preventing Medication Errors oo

At Management level

Development of a blame free & punishment free culture of
medication error reporting

Punitive action is not an effective way to prevent recurrence
Medication error does not signify faulty personnel
It signifies faulty systems that need to be made safer

Establishment of a voluntary reporting system which does
not lead to blaming and shaming of the individual care
provider

Dedicated personnel (Clinical Pharmacologist)/ Team to
collect and analyze Medication errors & device strategy for
process improvement




MEDICATION ERROR REPORTI NG FORM

IDALE 2 cecicessssccsecssasncseasassanes
Patient Name :

PIRIN:

Consultant:
Bed / Ward :

Prescription Error
Nursing:

Indenting Error
Report on Medication error

Administering Error

Near Miss

L

i |

—» Dispatching Error [:
1

E—1

..................... Date & time
Action Taken :

Signature : GM Nursing

Dispensing Error
PHARMACY :
__Indenting Error
Issue of wrong drug /wrong dosage: o

; Near MViss
Action takemn:

1

— 1

A , i
Medication Storage Error

1

1

Signature:Pharmacy

Comments of Clinical Pharmacologist

PDate / tiNe: ..ccccceccenecnecccasnasnsmscescscmasonn- SISNATUYE ccvrereacacacacaneesesececesssomeacaooc s
Comments OEIVES csvvrseinaeevmnmsnnes s atsiesm ssssimussmmasssssssammremmemessseinsiznonaonsonssoemnommmmmmm
Date / tilMe: .coccccccacscaccaccccssaseaemecacsnsacanns Signature

Sent to Quality Assurance Department.



Role of IT In Reducing Errors cco

Computerized Physician Order Entry
e Reduce errors / adverse drug events 55-80%;

e Produce legible and complete orders;
e Flag laboratory results that affect prescribing;

e Inform ordering Doctors of drug interactions, allergies,
and duplication;

e Transmit orders to pharmacy when written;
e Minimize dosing errors; and

e Automatically calculate total doses.

CPOE cant eliminate “All Medication Errors especially

,3 prescribing errors”




= Summary e

e Medication safety in healthcare Is a very important
patient safety challenge

e Medication errors are common entity in health care

e It results from poorly designed health care systems
rather than negligence of healthcare providers

e Safety improvement activities include identification,
reporting and analysis of the errors by dedicated team

e Goal is to develop a culture of patient safety and “fault
tolerant” health care system

e Health care professionals should be encouraged to
participate in blame free environment and initiate I

voluntary reporting systems as a commitment to patient
safety



To conclude...

We must always remember that “‘there
are no biologically safe drugs;
there are only safe physicians,

nurses and pharmacists’.




Join us in achieving...
Medication Without Harm

MEDICATIZN - ‘ 77 World Health

WITHOUT HARM &S Organization

Global Patient Safety Challenge a3




drsubhro@gmail.com
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