High risk medicines — feeling the PINCH!
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Introduction P- Potassium Table 1: On-line survey results

HRMs have a heightened risk of causing serious or catastrophic harm when |- Insulin * 90 responses
used in error. « Responses predominantly from nurses (31%) and pharmacists (53%)

N: Narcotics « Responses were evenly distributed across the three alerts
The HRM WP was established in July 2006 to develop initiatives to increase
y P C: Chemotherapy - wrong route (35%)

awareness and assist Victorian healthcare professionals in reducing patient . o
, , H: Heparin - insulin (29%)
harm from’PINCH” HRMs and systems. .
- heparin (30%)
S: Systems

Aims * The alerts were considered to be

, , - useful for making changes to practice (86%)
Alerts, audit tools and an on-line survey were developed to: _ineressing awereress of MR fssues (57

* increase awareness of medicines that are ‘high risk’ - relevant to an area of concern (71%)

- decrease the potential risk of harm to patients prescribed high risk medicines * Changes made in response to the alerts:
- charts revised

- stocks revised

Meth0d0|0gy - policies and procedures amended

- orientation and education revised

« evaluate the impact of the alerts on HRM systems and processes

Through a ‘competitive tender’ process a project officer (pharmacist) was appointed.

: : , . « Perceived systemic barriers
The project officerand HRM WP developed the alerts, audit tools and an on-line survey through:

- resources

* [iterature review - processes for changing policies and procedures

- consultation with healthcare experts - availability of materials

- no governing body to influence change in gp practices

- formatting by communication expert - drug in focus rarely used

« endorsement by the Victorian Medicines Advisory Committee . Proposed areas for future safety information:

« dissemination to chief executive officers, quality managers, doctors, nurses and pharmacists - insulin infusions

- development of a website for the alerts, audit tools, support material and on-line survey - Cytotoxics

- oploids

Results - pumps

- allergy recording

- clinical handover

- labelling and packaging
- omission of medicines

* three alerts (illustrated), plus the on-line survey link, were
sent to 89 health services and via the Victorian Quality Use
of Medicines Network (250 members) WRONG ROUTE ADMINISTRATION OF

ORAL LIQUID MEDICINES

° 9 O re S p O n S e S tO th e S u rvey We re re C e ive d (Ta b | e ‘] ) Attention grr:;erfme;ggrstlve officers (CEOs), directors of medical services, doctors, nurses and

Alert ORAL LIQUID MEDICINES administered via the WRONG ROUTE can be FATAL or
cause SERIOUS HARM

Date February 2008 [ Issue [ Vol.1. No.1
Further information | www.health.vic.gov.au/vmac/projects/hrm.htm

« Will the alert improve patient safety in my organisation? - Yes (90%)

- The alert could be improved by making the following changes

Introduction

[ ] .
Case studies Critical incidents have occurred when oral liquid medicines have been administered via
u I H . both the intravenous (IV) and subcutaneous (SC) routes.
oooooooo dicines
administered via the

. .
wrong route can be Error — an example — | n C re a S | n awa re n e S S
fatal or cause serious A dose of a liquid medicine intended for oral administration was measured using an IV
harm syringe and inadvertently administered via the IV route.
° ° ° ° Australian case examples
The on-line survey indicated that, the HRM alerts increased anarsrorerd ot | Contributing factors r nition that thev don’t Iv to all h ital
9 was drawn up in a syringe | * Devices designed specifically for accurate measurement of doses of oral liquid e C O g I I O a ey O a p p y O a O S p I a S
to be given to a patient medicines may not be readily available on the ward.
i | feeding . Syringes used to prepare oral liquid medicines are easily connected to access
M M t‘:be'dlv medications were devices for other routes of administration, for example, IV cannulas, IV tubing. 3 oo o
awareness, were considered to be relevant and were used to IMProve |smee |- i i bl e - acknowledging that specific competencies are unworkable
b bedside in the same administration.
kidney dish. Two nurses - Interruptions may occur between preparing a dose and administering it to a
prepared and checke patient. . . . . ° *
M M e \l1c .. | thispatients me dication. = Patients may have nasogastric (NG) and IV lines running simultaneously.
Oral and IV medications are transported to the patient's bedside in th - tuming In relation to chart aevelopment (INsulin
called away. The nurse ral an medications are transported to the patient’s bedside in the same
9 T iMAY T v AAVITIe, VWiTY MY R ILRTALD TN Natten ding the patient contai
proceeded to gi
rough tl Recommen dations

e the ol
KCl e IV line . . . .
. : .
m tube. The patient required | 1. Identify devices for measuring oral liquid doses as ‘oral dispensers’ not oral _— exte n d | n g t h e d | S S e I I I I n a t I O n n etWO rk
p a | e n a r ° resuscitation and spent syringes.
five days in the intensive i
it.2 2. Oral dispensers should:

= be clearly distinguished from IV syringes by colour and shape

A woman with a medical = be clearly labelled for ORAL/ENTERAL USE ONLY

history of epilepsy was = not be able to be connected to IV access devices

SSSSSSSSSSSSSSS = be able to be connected to all enteral tubing (if not, an adaptor may be

- focusing on neonatal ng feeds

required. Ensure the adaptor cannot be connected to IV tubing)

uids
for gastrointestinal
ccccc ications. A = be readily available on wards, preferably near oral liquids and away from
jejunostomy was intravenous syringes.
fi d to facilitat .
?:erd?r:;n:ndo aciiitate 3. Oral dispensers should be used for:

The HRM WP is using the feedback
around barriers and desired focus
to develop future HRM initiatives.

- providing a draft hypoglycaemic management policy
- enabling on-line completion of the audit tool

is too small to be measure

administration of oral = All oral liquid doses w|

+ The audit tool was useful for identifying areas for improvement in our
organisation - Yes (86%)

« The audit tool could be improved by making the following changes:
- recognition that small units may use HRM infrequently

The Victorian QUM program
. . . . UNFRACTIONATED HEPARIN
Is collaborating with the Australian

- making less labour intensive

Attention Chief executive officers, directors of medical services, directors of nursing, doctors, Attention CE;er';fangtuuve officers, directors of medical services, doctors, nurses and
M M i . nurses and pharmacists Alert ZUBCUTANEOUS INSULIN can be FATAL SERIOUS HARM if 0 0 : . . :
1 Alert UNFRACTIONATED HEPARIN can cause DEATH or MAJOR BLEEDING EVENTS if © o h . can be FPATAL or cause !
Al R . administered inappropriately. —
L administered inappropriately
Date December 2008 Issue | Vol.1.No.2
Date March 2009 Issue | Vol.1.No.3 - - -
- - . Further information | www.health.vic.gov.au/vmac
o Further information | www.health.vic.gov.au/vmac . . . .
in Healthcare (ACSQHC) on the - providing an on-line audit tool
Case studies Critical incidents have occurred during the prescription and administration
Critical incidents have occurred when unfractionated heparin (UFH) has been u cat ubcut insuli
inappropriately prescribed and administered. ofo:" cc;?:‘m::;a fon Erro .
L] -
heparin (OFH) con. pause siopifce ncorrec dose prescrive. - conducting a staff surve
eveliopment Of a nationa By amger | ETOTS harmordeath. | | ncarectinsulin formulatin prescribec.
bleeding events if = Inappropriate dose prescribed for indication or condition. An Austra lian case Incorrect insulin formulation selected and administered.
ad“;:)"':;ef‘ed | = Incorrect dose of UFH administered: example = Incorrect dose administered.
I ri Y . . [ .
o incorrect formulation of UFH selected . o = Prescribed dose misinterpreted and incorrect dose administered. Y | t | d b f | f t b ' ' I t d t | Y 79 0/
a p p rO a C O e eve O p | I I e n An Australian case o  miscalculation of infusion concentration ﬁa%agsgn a('jtr?“(tjt':(tﬁtfsa Contributing factors WO u e U Se u O r U S O S u | a a O n I n e e S (0]
example o incorrect rate of infusion. hospital for stabilisation = Using the non-approved abbreviation ‘U’ for units. Doses prescribed using th
. : : : : . . of a cardiac condition. abbreviati U’ for units has led to staff misinterpreting the ‘U’ as a !
R . R A patient received a Delayed or |n§ppropr|ate dose adjustment in response to activated partial On the third day of resulted in a ten-fold increase in the dose administered.
combined lung/kidne: thromboplastin time (APTT) results. admission, the nurse
n I I ' l I n I n r ¢ oot A?—i' b Y, o0 o th b = Insulin product names can be confusing and be misinterpreted. For example, name| ° u r‘t e r C O r T] rrl e n tS
° ranspiant. A hickman s . B read =99 as the number that include numbers, such as ‘NovoMix 30’ can be misinterpreted and the '3
catheter was inserted to Contributing factors of units on the istaken for the d leading t R t d bei dministered
facilitate continued : : S o _ medication chart for the mistaken for the dose leading to an incorrect dose being administered.
antibiotic therapy. The = UFH is prescribed for multiple indications, which increases the risk of dosage patient’s insulin do = Insulin formulations, or their labels and packaging, may look alike and sound alik
catheter was locked errors: and administered the for example Humalog and Humalog Mix 25. M ° s
o 2 nepercprite prevention of venous thromboermbolism (VTE) dose, The doctor ad |+ Large and variable dose ranges may mean that erfors are less easly detected. F - Lallor to Sult large ana sma ed Services
rati ich i ; : i
heparin solution. o treatment of VTE chart instead of 9 units. exan_ﬁple, a large d_osg which is safe in one patient may be harmful in anf)ther._
Another procedure was o prevention and treatment in acute coronary syndrome The dose resulted in the = Ambiguous prescriptions or unusually large doses may not be queried prior t
C n OW e e | I l e n S performed and the S patient requiring urgent administration. .
patient was o to maintain catheter patency medical attention and Recommen dations — a u It to O Va u a e
z;:ln;;r:;sntﬁei;i? \L\g th to maintain extracorporeal circulation. hg:;itall’s intet:;ve care | 1. Actively increase awareness of insulin as a high risk medicine in your organisatio
Hickman’s line. Th = UFH has a narrow therapeutic range and can produce unpredictable adverse unit for further For definitions and further examples of high risk medicines see the link a
R . R patient suffered a reactions at therapeutic doses. For example, UFH can cause heparin induced treatment and www.health.vic.gov.au/vmac/projects/hrm.htm o
coughing episode, thrombocytopenia syndrome (HITS). Regular monitoring is important. This stabilisation. 2. Ensure the dose measure ‘Units’ is always written in full. A prescription using th — u S efu | a n d tl m e |
IC O n eS ISO n C I a n which precipitated involves: _ error-prone abbreviation ‘U’ should be considered inaccurate and should b
9 9 severe bleeding and a o Baseline and ongoing APTT, haemoglobin, and platelet counts. The patient was very questioned then re-wr itten by the prescriber. If the prescriber does not respon
cardi . She wi ) - . ) traumatise d, and her appropriately to this query, consider a process to escalate the concern. Consider
. . suscitated and given o Being i?ware of the rlfks and obserw_ng f_or bleedln_g. l;iy ;”ngoscf’;a'”’g:::dme separate prescription order form for insulin with ‘Units’ pre-printed. °
1V protamine to reverse o  Assessing renal function. UFH excretion is proportional to glomerular oa P 3. Ensure policies and culture support staff who question unclear or potentia -
the effects of heparin, filtration rate when it should have > anl
R but over the following : ) o o ) been a straight forward hazardous medication orders.
days she passed away.? . sing heparin in combination with admission. * 4. Develop blood glucose monitoring guidelines a
s), or when the patient has i is managed opti

- several alerts - took up med safety wp time
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