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Preface

The Department of Health (DOH) was created in 1989 to preserve and improve the public health, monitor health care costs, maintain standards of quality in health care facilities and professions, and to provide general oversight and planning for all the state’s activities as they relate to the health of its citizens.  Department of Health’s mission statement is “The Department of Health works to protect and improve the health of people in Washington State”.

The department strives to protect and improve the health of people in Washington State by identifying significant factors which enhance or threaten health, developing policies and promising combinations of activities to address them, and assuring that actions are taken and evaluated.

This report is the product of a collaborative effort by many interested groups and individuals.  It is in keeping with this department’s purpose and represents our initial work in a continuing process.  It is my hope that this report provides the Legislature with useful information as it considers action relating to medication errors.

Mary C. Selecky

Secretary of Health

Executive Summary

The 2000 Washington State Legislature enacted Engrossed Substitute House Bill 2798. This bill identified medical errors and more specifically, medication errors, as a cause of death and injury and thus an issue that should be addressed.  The legislature acknowledged the need for a comprehensive strategy by government, industry, consumers, and health care providers to reduce medical errors.

ESHB 2798 directed the Department of Health, in consultation with the Board of Pharmacy and professional licensing boards of providers with prescribing authority, to develop and submit recommendations on methods for reducing medication errors, specifically:

1. Increasing prescription legibility;

2. Minimizing confusion in prescription drug labeling and packaging;

3. Developing medication error reporting plans;

4. Encouraging hospitals and health care organizations to implement proven medication safety practices, including the use of automated drug-ordering systems;

5. Reducing confusion created by similar-sounding drug names; and

6. Increasing patient education on prescribed medications.

In beginning work for this report, the department utilized the December 1999 Institute of Medicine (IOM) report entitled, “To Err is Human:  Building a Safer Health System.”  The IOM analyzed the causes of medical errors.  It reached the conclusion that the systems that deliver health care are complex and prone to accidents.  Most errors occur when more than one factor within a system breaks down.  Instead of blaming individuals, IOM recommended that systems delivering care must be changed so they are safer and more reliable. The goal of the IOM was to develop a comprehensive strategy to improve the quality of health care in the United States. The IOM report estimates national costs (lost income, lost household production, disability, health care costs) of preventable medical errors to be between $17 billion and $29 billion.

Based on this and other research discussed in the report, the department launched a focused effort to work with consumers, industry, health profession organizations, and experts in the field to develop a set of recommendations.  Analysis and discussions revealed several roadblocks to addressing medication errors. Examples include a culture that demands perfection, a belief that people, not systems produce error, and a medical climate that reinforces individual responsibility for injury and error.  It became clear that creation of a non-punitive environment is very important.  Such a culture shift would value the individuals in the system while recognizing and learning from errors and near misses.

Most of the following recommendations can be implemented under current public and private efforts.  Some may require legislation and or funding.  No one proposal is pivotal, but all can contribute to error reduction.

Recommendations:

Increase prescription legibility.

1. Eliminate all handwritten prescriptions by 2005.  Legislation is required.

2. Encourage the use of standard prescription preparation practices in the education and continuing education of prescribers.

3. Encourage the use of electronic entry, hand-held computer, or other similar technology to increase prescription legibility.

4. Establish and encourage the use of standard terminology elements, e.g., units, abbreviations, etc.

5. Support federal efforts to increase prescription legibility.

Minimize confusion in prescription drug labeling and packaging.

1. Require prescribers to include a notation of purpose (not necessarily diagnosis) on all prescriptions.  Legislation is required.

2. Require prescribers to include a notation on the prescription when the patient is a child, and record the precise age of children under 14 years of age.  Legislation required.

3. Encourage the use of a notation of purpose on the prescription label.

4. Support federal efforts to reduce look-alike labeling and packaging.

5. Send a legislative memorial requesting Congress to take action to reduce confusion in drug labeling and packaging.

Develop medication error reporting plans.  At this time, the department does not believe there is a need for a centralized state medication error reporting system.  The department does recommend the following:

1. Coordinate the development of a common language for all health care providers to facilitate meaningful exchange of information.

2. Sites with established quality improvement programs should have a mandatory component to evaluate and reduce the incidence of medication errors.

3. Sites with established quality improvement programs should use root cause analysis, a process for identifying the most basic or causal factors that underlie variation in performance.

4. Encourage greater institutional use of the Health Care Services Quality Improvement Program (CQIP); see Appendix 10.  Modify state legislation to expand access to confidentiality provisions and allow institutions to share information.

5. Support reasonable federal efforts to develop a national system to collect and assess errors and near misses.

Encourage hospitals and health care organizations to implement proven medication safety practices, including the use of automated drug-ordering systems.

1. Convene a workgroup of representatives from all segments of the health care industry to review and identify “best practices”, set state focus, and develop a mechanism for sharing “best practices”.

2. Assume a leadership role in the education of health care providers through a variety of mechanisms such as website development, continuing education, and publication of useful information.

3. Encourage institutions to use multidisciplinary analysis teams to reduce medication errors.  Prescribers, nurses and pharmacists should all participate in the process.

Reduce confusion created by similar-sounding drug names.

1. Support and encourage federal efforts to minimize confusion caused by similar-sounding drug names.

2. Encourage prescribers to eliminate the use of abbreviations of drug names on all prescriptions and drug orders.

Increase patient education about their medications.

1. Allocate funding for patient education efforts by states, the federal government, and/or private organizations.

2. Encourage the expansion of private efforts, e.g., the Washington State Pharmacists Association Smart Rx program, or Spokane’s NSAIDS project, to educate patients.

3. Increase focus on the potential for interaction between prescribed medications and patient use of over-the-counter drugs and herbal supplements.

The department intends to continue efforts by expansion of the discussion into the broader realm of medical errors.  The concerns of the public and the interest of the health care industry should provide the energy necessary for formulation of plans for helping to minimize not only medication errors, but errors stemming from any aspect of health care. The department intends to broker discussion with other agencies, industry, and the public to capitalize on the energy generated by ESHB 2798, the reports of the Institute of Medicine, and the activities of the President’s Quality Interagency Coordination (QuIC) Task Force.  

Introduction

The issue of medication errors was brought to the attention of the 56th Washington State Legislature by a Representative whose husband received an incorrectly filled prescription. This event coincided with a national call to recognize and take action concerning medical errors, including medication errors.

Legislative Mandate

The legislature, in Engrossed Substitute House Bill 2798 (Chapter 8, Laws of 2000), recognized that medical errors have been identified as a cause of death and injury, and that these errors result from flaws in the way health care is organized rather than individual recklessness.  The legislature further acknowledged the need for a comprehensive strategy by government, the industry, consumers, and health care providers to reduce medical errors.  ESHB 2798 modified the Legend Drug Act, Chapter 69.41.100 RCW, to require that written prescriptions be legible.  A legible prescription was defined as:

“A prescription or medication order issued by a practitioner that is capable of being read and understood by the pharmacist filling the prescription, or the nurse or other practitioner implementing the medication order.”

ESHB 2798 directed the Department of Health, in consultation with the Board of Pharmacy and professional licensing boards of providers with prescribing authority, to develop and submit recommendations on methods for reducing medication errors by December 31, 2000.  Issues for consideration were to include:

1. Increasing prescription legibility;

2. Minimizing confusion in prescription drug labeling and packaging;

3. Developing medication error reporting plans;

4. Encouraging hospitals and health care organizations to implement proven medication safety practices, including the use of automated drug-ordering systems;

5. Reducing confusion created by similar-sounding drug names; and

6. Increasing patient education on prescribed medications.

Medication Dispensing Errors

In recent years, the Board of Pharmacy has received increasing numbers of medication dispensing error complaints.  The problem most frequently cited has been provision of the wrong drug.  The large number of look-alike packages and sound-alike drug names are major contributing factors.  For example, in 1999 Board of Pharmacy investigations identified 25 incidents where patients received Prilosec (a medication used to treat ulcers), or Prozac (an antidepressant), when the other was prescribed.  Other examples of medication errors include: dispensing the wrong medication strength, inaccurate directions for use, and wrong method of dose.  These mistakes were often attributed to system deficiencies, lack of staff, and prescription illegibility.

An aging population, individuals with greater need to use to health care, and the development of new treatments are reasons contributing to the dramatic rise of prescriptions issued each year.  More than 3 billion prescriptions were filled in the United States during 1999 with about 60 million of those filled in Washington State.  The trend is not expected to change.  By 2004, it is estimated that 4 billion prescriptions will be filled.

While there is little data relating to the frequency of dispensing errors outside hospital settings, even a small percentage of error places thousands of Washington patients at risk each year.  The increasing volume of prescriptions is presently taxing pharmacies to their limits.  Compounding the problem is the nationwide shortage of pharmacists.  It is expected that the number of available pharmacists will only increase 6% by 2004.

Currently, there is also a national and international shortage of nurses.  The average age of nurses in the State of Washington is 43.  Meanwhile, the complexity of care delivery has increased in all settings.  Care that was delivered on medical/surgical floors 10 years ago is now being delivered in the home setting, and care delivered in Intensive Care Units 10 years ago is now provided on the medical/surgical floors.  Ambulatory surgery centers have decreased hospital stays, but increased needs for nurses in community settings.  The Washington State Nursing Care Quality Assurance Commission is investigating ways to use licensing data to explore the relationship between the nursing shortage and complaint patterns.  A hypothesis under consideration is that the data may demonstrate an association between an increase in medical errors and nursing shortages.

Based on the prevalence of medication errors in health care today, a strategic focus on medication error is likely to make a large and positive impact on patient safety.
  Recently, the issue of medication errors, and their consequences, has been vividly highlighted in a number of reports that have attempted to focus public, professional and government attention on the problems of errors in the provision of patient care.

Although it is easy to point a finger at health care providers and institutions when things go wrong, there are other considerations.  It is important to recognize that not all bad outcomes for patients are due to medical errors.  Patients may not be cured of their disease or disability despite the fact that they are provided the very best of care.  Additionally, not all adverse events resulting from medical care are caused by errors.

Assumptions

A department workgroup was convened to assess the impact medication errors have on the delivery of health care in Washington and to prepare this report.  At the beginning of the process, the following assumptions were made:

1. The goal of the report is to recommend improvements in Washington.

2. A collaborative effort of government and the private sector is necessary to effect change.

3. Issues relating to medication errors will comprise the department’s initial focus.  A follow-up effort will address the broader issue of medical errors.

4. Medication errors in Washington are not unique; they are similar to those that occur in other states.

5. National research is sufficient justification for action.

6. Most medication errors are related to “system breakdowns”.  System errors lead to human errors such as: illegible prescriptions and medication orders; drugs that look alike and are packaged alike; adverse drug interactions; patients who take medications incorrectly; and patients who are given incorrect medications, or incorrect instructions for use.

7. Interventions require an evaluation component to be effective.

8. Some of the report recommendations may require state or federal legislation.

Stakeholders provided feedback to the department pointing out that the strategies used by various states to reduce medication errors vary, sufficient funding is essential for meaningful research to identify the nature and extent of the problem, and a change in the education of healthcare providers must be an integral part of the solution.

Definition
The workgroup agreed that a simple characterization would not properly describe medication error.  After much debate, it was decided that for the purpose of this project, the following definition would be used.

“A medication error is 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.  Such events may be related to professional practice; health care products; procedures and systems, including prescribing; order communications; product labeling, packaging, and nomenclature; compounding; dispensing; distribution; administration; education; monitoring; and use.”

National Research & Efforts

The Institute of Medicine (IOM) is an organization that was chartered in 1970 by the National Academy of Sciences to advise Congress and public policymakers on issues related to public health.  The goal of the IOM committee was to develop a very comprehensive strategy to improve the quality of health care in the United States.  In a December 1999 report entitled, “To Err is Human:  Building a Safer Health System”, the issue of patient safety was addressed.  The report grabbed national attention with this opening.

The knowledgeable health reporter for the Boston Globe, Betsy Lehman, died from an overdose during chemotherapy.  Willie King had the wrong leg amputated.  Ben Kolb was eight years old when he died during “minor” surgery due to a drug mix-up.

The authors used the above headlines to emphasize the significance of medical errors.  Their report cites two studies that expand the focus.  The first, conducted in Colorado and Utah, implies that at least 44,000 Americans die each year because of medical errors.  The second, conducted in New York, suggests the number may be as high as 98,000.  In Colorado and Utah hospitals, 8.8 percent of adverse events led to death, as compared with 13.6 percent in New York hospitals.  In both of these studies, over half of these adverse events resulted from medical errors and could have been prevented.

Errors in health care are a serious public health problem.

The IOM report estimates total national costs (lost income, lost household production, disability and health care costs) of preventable medical errors to be between $17 billion and $29 billion.  Since most of the data comes from hospitals, the estimates are thought to be quite modest.  More and increasingly complex care is provided in ambulatory settings such as outpatient surgical centers, physician offices, clinics, home care services, and retail pharmacies.  A study of medication-related injuries in nursing homes found them to be common and preventable.

The IOM report notes that “silence” surrounds the issue.  A follow-up editorial notes that errors are not talked about because of the belief that individual diligence should prevent errors.
  While some errors are due to negligence, most are “waiting to happen” arising from poorly designed processes and systems of care.  When errors are talked about in conferences, conversations, or courtrooms, the current focus in our health care system is to attribute blame.  The blaming raises fear of lawsuits, humiliation, and job loss rather than channeling attention on error-prone health care systems.

The report also noted that the decentralized and fragmented delivery of health care contributes to errors.  Studies have shown that up to 18% of serious, preventable adverse drug events stem from practitioners having insufficient information about the patient before prescribing, dispensing and administering medications.

The work of federally sponsored researchers has demonstrated the importance of focusing on systems of health care delivery to reduce errors.  The IOM report defines safety as freedom from accidental injury.  In an effort to protect patients from accidental injury, the report analyzed the causes of medical errors.  It reached the conclusion that the systems which deliver health care are complex and prone to accidents.  Most errors occur when more than one factor within a system breaks down.  The traditional belief that errors can be addressed by assigning blame to a person is not effective in reducing medical errors.  Instead, systems that deliver care, must be changed so they are safer and more reliable. 

The task of ordering a prescription, and delivering the medication as intended, provides an excellent example of where system errors often occur.  This process requires five interdependent steps: ordering, transcription, dispensing, delivery and administration.  A breakdown in any part of this procedure greatly increases the likelihood of failure.  In fact, a 1995 study by Lucian Leape, M.D., an adjunct professor at the Harvard University School of Public Health, revealed that 78 percent of adverse medical events were due to system failures.

The IOM report noted there is no “magic bullet” to solve the problem of medical errors.  A comprehensive approach to improving patient safety is needed.  Such a large and complex problem needs a thoughtful and multifaceted response.  A combined response is suggested to both compel health care organizations and providers to take action and to enhance knowledge and tools to improve safety and break down legal and cultural barriers.  The authors urge healthcare providers to adopt strategies, processes and technology that other high-risk industries (e.g., aviation) have implemented to reduce error.

The Government Accounting Office (GAO) released a report on Adverse Drug Events to Congress
 in January 2000.  Numerous articles in healthcare literature have also been written, see references.  The following organizations and reports have identified specific recommendations for improving safety of the medication-use system:

1. The Institute of Medicine’s “To Err is Human” Report

2. Institute for Safe Medication Practices

3. The American Society of Health-System Pharmacists

4. Institute for Healthcare Improvement

5. National Patient Safety Foundation

6. Massachusetts Coalition for the Prevention of Medical Error

7. National Coordinating Committee for Medication Error Reporting (USP)

8. GAO Report “Adverse Drug Events”

President Clinton publicly acknowledged the IOM report in February 2000 and endorsed the recommendations his Quality Interagency Coordination Task Force (QuIC) developed in response to the report.
  Senators Arlen Specter (R-PA) and Edward Kennedy (D-MA) have introduced legislation in Congress to reduce medical errors.

The Institute for Safe Medication Practices (ISMP) has produced a Medication Safety Self Assessment( tool for hospitals and intends to provide a similar comprehensive assessment tool for community pharmacies by the end of 2000.

Finally, the IOM is preparing to release a second report on healthcare quality in early 2001, which has been in the works for more than one year.  Dr. Leape, who worked on both IOM reports, promises that the new report will be “equally radical” to its predecessor.  “We’re urging people to rethink how the healthcare system is designed and what it is we do,” Leape said in an interview.

Stakeholder Process

The department began initial outreach to stakeholders by consulting with those Boards & Commissions who credential practitioners with prescriptive authority.  From May through July 2000, information on the medication errors project was presented to the Medical Quality Assurance Commission, the Board of Pharmacy, the Board of Osteopathic Medicine and Surgery, the Dental Quality Assurance Commission, the Podiatry Board, and the Nursing Care Quality Assurance Commission.  The department introduced the topic of medication errors and recruited members.  Interested members were invited to join the department’s stakeholder group.

Additional involvement was sought through formal relationships and informal contacts.  It soon became clear that many public and private organizations in Washington had already begun to address issues related to medical errors within their institutions.  As department efforts began to generate interest, more people contacted the department to join the project.

Concurrently, the department completed a preliminary internal analysis of the issues included in the Legible Prescriptions legislation.  This analysis was sent to the growing list of stakeholders.  The department created an Internet web page and an e-mail address to improve communication with people throughout the state.

Hospitals and Associations

To help determine existing state initiatives related to medication errors, the department contacted targeted stakeholders for initial discussions.  Department staff met with representatives from the Washington State Hospital Association, the Washington State Medical Association, the Washington State Nurses Association, the Washington State Pharmacy Association, and the Washington Health Care Risk Management Society.  All associations were aware of the problem with medication errors and supported the department’s inquiry.

In July, Immunex Corporation sponsored a seminar by Michael Cohen, MS, FASHP, the founder and president of the Institute for Safe Medication Practices.  Department staff was invited to participate.  The role of pharmaceutical companies in reducing the potential for medication errors, the naming of new pharmaceutical products, and improving the safety and clarity of product labeling and packaging were discussed.

Department staff also met with the Northwest Medication Safety Council.  The council is a private, non-profit association created in 1996 by concerned pharmacists, physicians, and the University of Washington, School of Pharmacy.  The council’s purpose is to study and minimize errors in the prescribing, dispensing, and use of medications.  This group also researches and provides educational information to the public.

Numerous site visits were made around the state to view systems used to reduce medical errors.  Personnel from large urban medical centers to rural hospitals with limited resources were informed of the department’s legislative mandate, participated in frank discussion, and offered recommendations for inclusion in this report.  Visits were made at: Multicare Medical Center, Tacoma; Virginia Mason Medical Center, Seattle; Swedish Medical Center, Seattle; Group Health Cooperative, Seattle; Harborview Medical Center, Seattle; Southwest Medical Center, Vancouver; Cascade Valley Hospital, Arlington; Whitman County Hospital, Colfax; Othello Community Hospital, Othello; Valley General Hospital, Monroe; and Ferry County Hospital, Republic.  Insight into fundamental and high-tech ways to reduce medication errors was obtained from this wide range of hospitals.

Spotlight on Consumers

In Yakima, a Senior Medication Awareness and Training (SMART Rx) program was formed with the encouragement of Senator Alex Deccio and sponsored by the Southwest Washington Office of the Aging and Long Term Care’s Senior Information and Assistance Program.  SMART Rx is a volunteer group of individuals who educate senior citizens regarding medications.  Volunteers are trained to discuss issues with senior groups and are then paired with a volunteer pharmacist.  Training includes: questions to ask when visiting the practitioners and/or pharmacists, how to create a personalized list of prescription drugs, over-the-counter drugs and natural health products, and how to present all types of products to practitioners and pharmacists.  This information is captured in a SMART Rx card.  The SMART Rx card lists medications taken by the patient and easily fits in a wallet.  This system allows patients to maintain a medication list, which health providers can access and update.  The goal is to empower seniors to obtain and share information about their medications with health care providers.  Since the program’s inception in July 2000, over 250 Yakima seniors have received training.

The “NSAIDS Project” sponsored by the “City-Wide Pharmacy and Therapeutics Committee in Spokane was also created for consumers.  Several eastern Washington institutions collaboratively created the brochure, “NSAIDs: Non-Steroidal Anti-Inflammatory Drugs - Important things to remember when taking pain medications.”  The group is also in the final stages of a video production that describes the prevention of gastrointestinal complications due to the indiscriminate use of over-the-counter (OTC) NSAIDS.  Health care practitioners who identified adverse drug reactions in emergency room patients, and some inpatients, inspired this consumer education effort.

National Academy for State Health Policy Survey

Washington State participated in a survey done by the National Academy for State Health Policy (NASHP) for its study of State Reporting of Medical Errors and Adverse Events.  Washington was selected because it was one of only 15 states with reporting requirements in place.  Surveyors from NASHP visited Washington in July to find out how this state identifies medical errors.  The survey was focused on the role of mandatory reporting requirements for hospitals and health professions in the reduction of medication errors.

Washington State was also identified in a subsequent academy publication, How States are Responding to Medical Errors.  Washington’s recent Hospital Disclosure law as well as ESHB 2798, Legibility of Prescriptions were mentioned.

Large Group Stakeholder Meetings

In September, interested stakeholders were invited to participate in meetings to discuss medication errors.  Over 50 people attended a meeting held in SeaTac and over 20 people attended a meeting held in Spokane.  These meetings provided an excellent forum for frank discussions on why medication errors occur and produced many ideas for reducing medication errors.

In October, prescribing board and commission members were given an update on the work of the medication errors work group at DOH’s annual Boards, Commissions, and Committees Conference.

Perspectives on the draft recommendations were solicited from the public and private participants in the department’s medication errors project.

Responses from the Community

The department received numerous comments from various entities that have taken steps to reduce medication errors, or had suggestions on ways to diminish their occurrence.  A theme heard loud and clear from many stakeholders was the desire to participate in non-punitive quality improvement programs that focus on learning and where data can be shared without fear of liability.

Another frequently heard suggestion was the importance of educating patients to inform their health care providers about all medications they take, including over-the-counter drugs and natural health products, to avoid adverse drug events.

Other recurrent suggestions included:

1. A requirement that prescribers include a notation of purpose on each prescription and label;

2. Handwritten prescriptions should be eliminated within the next two to five years; 

3. Confidentiality provisions, authorized under the Coordinated Quality Improvement Plan (CQIP), for sharing quality improvement information should be expanded, and

4. It is very important to identify and obtain adequate funding to research and gather data on medication errors in all practice settings, and to develop practical and cost-effective prevention strategies.

A complete list of “Responses and Suggestions from the Community” may be found in Appendix 9.

Existing State Framework

The department’s ability to identify the extent and frequency of medication errors is limited.  A description of the programs currently in place follows.

Nursing Quality Assurance Commission

WAC 246-840-730 (Mandatory Reporting) requires nurses, health care facilities and government agencies to notify the nursing commission when the conduct of a nurse appears to be a contributing factor in the death of a patient or in the harm of a patient, which requires medication intervention.  The commission has experienced some increase in the number of reports related to medication errors, but the volume is small.

Facilities and Services Licensing

WAC 246-320 010 (Acute Care Hospitals) requires hospitals to report serious events to Facilities and Services Licensing.  Since the criteria are very general, little information is submitted.  To date, 75 reports have been submitted.   Resource constraints limit the capacity for analysis.

Medical Quality Assurance Commission

RCW 18.71.0193 and WAC 246-919-700 (Mandatory Reporting) require license holders and a number of organizations (medical societies or associations, health care institutions, and professional standards review organizations) to report incidents when a physician has demonstrated an inability to practice safely.  All malpractice settlements over $20,000, for example, must be reported to the commission.  A recent analysis of approximately 407 complaints against physicians, revealed a 5% incident of medication prescribing errors.

Board of Pharmacy

The Board of Pharmacy receives complaints from patients about problems they experience with pharmacies.  The number of these complaints categorized as medication errors rose sequentially from 1996 through 1999.  (See Appendix 8)  It should be noted, however, that the spike above the trend line in 1999 was attributable to one particular pharmacy chain new to the state.  This organization’s increasing rate of medication dispensing errors drew extensive media attention that, in turn, generated the filing of more complaints.  Investigation substantiated the system problems of the organization and the Pharmacy Board issued administrative sanctions.

While the number of reported medication errors is small relative to the approximately 60 million prescriptions dispensed annually in Washington State (less than one-thousandth of 1%), the board is very concerned about medication errors because even one places an individual at risk.  The number of medications dispensed is rising much faster in relationship to the number of practicing pharmacists.  

Although pharmacies are inspected, very few of these site visits result in the detection of medication errors.  Reporting is not mandatory.  Most medication dispensing errors are resolved between the patient and pharmacist when discovered.

Findings

Throughout the stakeholder meetings, there was general support for system analysis and implementation of error reduction strategies.  Some of these strategies have been implemented with paper and pen while other systems have been automated.  Stakeholders agreed this is a multi-faceted problem.

Fundamental Roadblocks

It was determined that several fundamental roadblocks stand in the way of efforts to reduce medication error rates.  They include:

· A culture that demands perfection

· A belief that people, not systems produce error

· A medical climate that reinforces individual responsibility for injury and error

Observations and Comments

Creation of a non-punitive environment is very important to the stakeholders.  Such a culture shift would value the individuals in the system while recognizing and learning from errors and near misses.  It would also improve the rate of reporting.  Additionally, it was recognized that the ambulatory arena and long term care systems should also be addressed.

Business as usual is no longer acceptable.  Typically when errors occur, guilt, fear, remorse, shame, and pain must be overcome just to get to the facts.  Most of the time, actions that are taken foster a false sense of security with improvements lasting only as long as monitoring is in place.  To adequately tackle the issue, systems must change.

The premise of learning from mistakes is a difficult concept for many health care providers and organizations to embrace.  After all, how can there be mistakes without negligence?  Health care providers often view errors as a failure; lessons learned are shared privately, if at all.  This finding again suggests that change in error reporting systems must occur before meaningful reductions of medication errors can be achieved. 

While some Washington State regulatory entities have implemented mandatory reporting mechanisms, the IOM report suggests that this type of system is ineffective and actually decreases learning from error.

Stakeholders identified a strong desire to have access to a voluntary and confidential reporting system developed by a central agency.  The system would allow for a broad sharing of data and could provide numerous strategies for improvement.  Rural and large metropolitan hospitals would be able to tailor improvements to their resources.

Root Cause Analysis

Several hospital quality improvement programs are successfully using root cause analysis to evaluate medical errors. Root cause analysis, a process for identifying the most basic or causal factors that underlie variation in performance, including the occurrence, or possible occurrence of a sentinel event is not commonly employed in most practice settings.  It is a process especially helpful in identifying and correcting harmful and potentially harmful events.

Root cause analysis focuses on systems and processes, not on individual performance.  After identifying the human factors most directly associated with the variance, the analysis digs deeper by repeatedly asking “Why?” questions to determine the system failures that allowed the variance to occur.  This process identifies risk points and their potential contribution to the variance, and changes that can be made.

What is known about medication errors?

1. Dispensing error complaints are increasing.

2. Pharmacy complaints due to poor prescription legibility are increasing.

3. The number of medications and prescriptions filled has increased dramatically in recent years, a trend that shows no sign of slowing.

4. A high percentage of complaints against nurses involve impairment due to unauthorized medication use.

5. With the exception of the Pharmacy Board, the department receives very few complaints relating to facilities or providers involving medication errors.

6. Inspections of pharmacies rarely identify situations where a medication error occurred.

7. Patients usually report medication errors committed by pharmacists only when the situation was not satisfactorily resolved.

8. Unexpected death due to a medication error that occurs in a hospital is reported.

9. The department presently does not have a system for cataloging information relating to medication errors.

10. Incident reports are only the tip of the iceberg.  Such reports are often not made in “punitive” environments.

11. Data is lacking from all practice settings; research is required to further define the problem.

Recommendations

The challenge of dealing with medication errors is both complex and broadly based.  There are temptations to advance ideas that have not been fully evaluated.

The use of medications cuts across the entire spectrum of health care.  It includes ambulatory care settings, in-home provided care, nursing homes, and hospitals.  Most information available today comes from institutional settings.  Very little data are available from the ambulatory arena, or from care provided in non-residential institutional settings.  The use of medications in so many different settings, coupled with extremely limited data, argues against making significant changes.  The cost and risk involved of an ill-considered decision is too great.

However, based on sufficient information, there are changes that seem to apply system wide and should be considered for implementation now.  There is also a long list of ideas, which have more focused applicability.  Therefore, the recommendations in this report will fall into two categories: those that should be considered applicable to the entire health care system, and those with a more narrow focus.

The latter category of recommendations is listed in Appendix 4.  This is actually a list of “ideas and suggestions” which should be considered by healthcare delivery systems, health care practitioners, and patients.  Some are best suited for particular parts of a system.  Others are better suited for certain sub-sets within a system.  For example, ideas that make good sense in a large hospital may not be practical in a smaller institution.  Proposals that make sense for a retail pharmacy may not contribute to reducing errors in a nursing home.  The list contained in Appendix 4 is supplied for consideration and adoption as appropriate.  The department urges continued exchange of information and experiences between providers in an attempt to identify the ideas that work well, and to refine them.

Most of the following recommendations are offered for immediate implementation and application.  Some may require legislation.  The department has evaluated all of these recommendations and has found they have a rational basis for inclusion as part of the medication error reduction strategy.  No one proposal is pivotal, but all can contribute to error reduction.

The state should continue to participate in nationwide efforts to gather and assess information on medication errors, and evaluate proposals to reduce them.  Where ideas are found to be useful, action should be taken at the appropriate level to implement them.

Increase prescription legibility.

1. Eliminate all handwritten prescriptions by 2005.  Legislation is required.

2. Encourage the use of standard prescription preparation practices in the education and continuing education of prescribers.

3. Encourage the use of electronic entry, hand-held computer, or other similar technology to increase prescription legibility.

4. Establish and encourage the use of standard terminology elements, e.g., units, abbreviations, etc.

5. Support federal efforts to increase prescription legibility.

Minimize confusion in prescription drug labeling and packaging.

1. Require prescribers to include a notation of purpose (not necessarily diagnosis) on all prescriptions.  Legislation is required.

2. Require prescribers to include a notation on the prescription when the patient is a child, and record the precise age of children under 14 years old.  Legislation also required.

3. Encourage the use of a notation of purpose on the prescription label.

4. Support federal efforts to reduce look-alike labeling and packaging.

5. Send a legislative memorial requesting that Congress take action to reduce confusion in drug labeling and packaging.

Develop medication error reporting plans.  At this time, the department does not believe there is a need for a centralized state medication error reporting system.  The department does recommend the following:

1. Coordinate the development of a common language for all health care providers to facilitate meaningful exchange of information.

2. Sites with established quality improvement programs should have a mandatory component to evaluate and reduce the incidence of medication errors.

3. Sites with established quality improvement programs should use root cause analysis, a process for identifying the most basic or causal factors that underlie variation in performance.

4. Encourage greater institutional use of the Health Care Services Quality Improvement Program (CQIP); see Appendix 10.  Modify state legislation to expand access to confidentiality provisions and allow institutions to share information.

5. Support reasonable federal efforts to develop a national system to collect and assess errors and near misses.

Encourage hospitals and health care organizations to implement proven medication safety practices, including the use of automated drug-ordering systems.

1. Convene a workgroup of representatives from all health care industry to review and identify “best practices”, set state focus, and develop a mechanism for sharing “best practices”.

2. Assume a leadership role in the education of health care providers through a variety of mechanisms such as website development, continuing education, and publication of useful information.

3. Encourage institutions to use multidisciplinary analysis teams to reduce medication errors.  Prescribers, nurses and pharmacists should all participate in the process.

Reduce confusion created by similar-sounding drug names.

1. Support and encourage federal efforts to minimize confusion caused by similar-sounding drug names.

2. Encourage prescribers to eliminate the use of abbreviations of drug names on all prescriptions and drug orders.

Increase patient education about their medications.

1. Allocate funding for patient education efforts by states, the federal government, and/or private organizations.

2. Encourage the expansion of private efforts, e.g., the Washington State Pharmacists Association Smart Rx program, or Spokane’s NSAIDS project, to educate patients.

3. Increase focus on the potential for interaction between prescribed medications and patient use of over-the-counter drugs and herbal supplements.

What Next?

The impetus of preparing this report should not be lost.  The concerns of the public and the strong interest of most segments of the health care industry should be allowed to continue to provide the energy necessary for on-going dialog, analysis of information and formulation of plans for helping to minimize not only medication errors, but errors stemming from any aspect of health care.

The department intends to continue a leadership role in discussions with other agencies, the various aspects of industry, and the public in an effort to capitalize on the energy generated by ESHB 2798, the reports of the Institute of Medicine, and the activities of the President’s Quality Interagency Coordination (QuIC) Task Force.  The department will not be moving forward with specific plans or ideas yet.  It is important to place initial efforts where they will get the greatest return on collective effort expended.  That clearly will be in areas where common agreement can be reached on courses of action.

In terms of a general strategy, the department believes that a cultural change with respect to addressing medical errors is needed, and favored by all parties.  The desired culture would treat errors as systemic problems, not as issues of personal responsibility.  It would seek out errors, analyze their causes, and take actions to minimize them.  Actions could be state or national policy changes with some requiring legislation.  They could involve particular groups of practitioners, institutions, individual providers, and consumers.  However, the issue must be approached with the attitude that identifying errors is a positive and a fundamental responsibility.

In viewing the future, it should be emphasized that a baseline needs to be established.  Current philosophy does not always properly value the reporting of errors.  This makes it likely that early efforts to change this aspect of health care delivery will result in far more errors being identified.  To improve quality in the first years of this battle, increased reports of errors should be treated as a victory, not a defeat.  The open identification of mistakes is the first step to identification of their causes and will ultimately lead to their reduction.

Providers of care that begin to report “higher” levels of errors may face public disapproval for their honest and open dealing with medical/medication errors.  This should not be so.  Part of the task ahead is to help Washington’s consumers understand the quality processes, and to play a role in them.  This understanding, coupled with industry’s honest assessment of its mistakes can lead to an environment in which errors are reduced, the cost of errors to the consuming public is lessened, and the price of errors for the industry is reduced as well.  

The department hopes to foster a dialog to explore tools, approaches and ideas that Washington can use to reduce medical errors of all types.  The range of possible action varies from voluntary industry and public sponsored strategies, to state mandates.  Early efforts will concentrate on voluntary steps that can be taken to help achieve the culture shift that will make future changes easier to make and result in the greatest impact on current error rates.

The department believes that the industry and public are poised to make these changes now.  Leadership is needed with willingness by society to permit change to take root.  Courses most likely to succeed will come from a community-wide dynamic.  The department’s specific plan is to begin a dialog within the community.  This dialog can, and should, lead toward a mandate of prompt but carefully considered steps to make significant in-roads into medical error reduction.
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Appendix 1

Engrossed Substitute House Bill 2798, Section 4

NEW SECTION.  Sec. 4.  A new section is added to chapter 69.41 RCW to read as follows:

(1) In consultation with the board of pharmacy and professional licensing boards of providers with prescribing authority, the department will develop recommendations on methods for reducing medication errors including:

(a) Increasing prescription legibility;

(b) Minimizing confusion in prescription drug labeling and packaging;

(c) Developing medication error reporting plans;

(d) Encouraging hospitals and health care organizations to implement proven medication safety practices, including the use of automated drug-ordering systems;

(e) Reducing confusion created by similar-sounding drug names; and

(f) Increasing patient education on the medications they are prescribed.

(2) The department shall submit its recommendations to the legislature by December 31, 2000.

(3) This section expires June 30, 2001.

Passed the House February 9, 2000.  Passed the Senate March 1, 2000.  Approved by the Governor, March 17, 2000.  Filed in the Office of Secretary of State, March 17, 2000.

Appendix 2

Institute of Medicine (IOM):

Selected Strategies to Improve Medication Safety

· Adopt a system-oriented approach to medications error reduction.

· Implement standard processes for medication doses, dose timing, and dose scales in a given patient care unit.

· Standardize prescription writing and prescribing rules, for example, include purpose

· Limit the number of different kinds of common equipment.

· Implement physician order entry.

· Use pharmaceutical software.

· Implement unit dosing.

· Have the central pharmacy supply high-risk intravenous medications.

· Use special procedures and written protocols for the use of high-risk medications.

· Do not store concentrated solutions of hazardous medications on patient care units.

· Ensure the availability of pharmaceutical decision support.

· Include a pharmacist during rounds of patient care units.

· Make relevant patient information available at the point of patient care.

· Improve patient knowledge about their treatment.

Appendix 3

Government Accounting Office Report on Adverse Drug Events:

Current and Proposed Approaches to Reduce Medication Errors

	Approach
	Intended benefit

	Dispensing
	

	Physicians’ direct computer entry of prescriptions
	Physician entry of prescriptions on a computer reduces transcription errors and indicates potentially problematic prescriptions.  For instance, it can indicate an improper dose that is being prescribed or a drug that might interact with another medication the patient is taking.

	Unit dosing
	Dispensing drugs from the pharmacy in single-unit or unit-dose packages (for instance, blister packs) makes them ready to administer.

	Automated hospital dispensing systems
	Such systems notify nurses when a drug is to be administered and allow access only to it.  The systems also record what has been given and when as well as reducing delays in giving patients their medications and decreasing other administration errors.

	Bar coding hospital medications
	Machine-readable labels can facilitate matching patients with their prescribed medications and documenting drug dispensing and administration.

	Focus on high-alert drugs
	Specific systems and educational initiatives minimize errors with the drugs that have the greatest potential to cause serious harm when used incorrectly, such as insulin, opiates and narcotics, potassium chloride concentrate, and intravenous anticoagulants.

	Packaging
	

	Differentiated drug names
	Giving drugs whose names sound alike (for example, Celebrex, Celexa, and Cerbyx) different names could reduce the likelihood of being confused.

	Differentiated packaging
	Packaging different drugs differently would make them easily distinguished.

	Standardized packaging
	Uniform labels with standards for print size and color would help practitioners and patients know where to look for particular information.

	One name and one look for each drug
	Drugs would be less easily confused if each one had only one name, not a generic and a brand name, and two or more manufacturers who made the same drug gave the pills the same design, packaging, and labeling.

	Adverse Drug Events
	

	Physicians’ education
	Educating physicians about pharmaceuticals more, both during and after medical school, would improve their prescribing practices.

	Greater pharmacist involvement
	Including pharmacists in hospital rounds helps physicians make prescribing decisions, and increasing the role of community pharmacists in monitoring drug therapies improves patients’ compliance.

	Timely communication
	Timely feedback on ongoing ADEs could help physicians in hospitals prevent the progression of ADEs to more severe forms.

	Computerized ADE monitoring
	Computer programs designed to screen for potential ADEs, using data from electronic patient medical records (e.g., orders for known antidotes or specific laboratory test abnormalities), cut their number and frequency.

	Culture
	

	Encouraged reporting
	Changing an institution’s culture so that errors are seen as an indication of where systemic improvements are needed rather than simply assigning blame to individuals would make it more likely that mistakes would be reported.


Appendix 4

Ideas and Suggestions for Reducing Medication Errors

This appendix contains a list of suggestions that may be useful to health care organizations, providers, and patients for reducing medication errors.  Many of these ideas have been promoted through the work of Michael Cohen, the Institute for Safe Medication Practices, the Institute for Healthcare Improvement, the United States Pharmacopeia, the National Council on Medication Error Reporting and Prevention, the National Patient Safety Foundation, American Society of Health-system Pharmacists, Massachusetts Coalition for the Prevention of Medical Errors, the Institute of Medicine, and other dedicated individuals.

By applying presently available concepts in medication error reduction, healthcare providers and organizations can start working to reduce the risk of adverse drug events in their patients.  The department does not suggest a blanket adoption of any of these courses by any specifically identifiable part of the health care system, but there is evidence that all of them can be effective in helping health care providers reduce medication errors.

Safety Strategies and System Design Principles

· Increase visibility so that users can see what and how things need to be done, and what happens if a step is not completed.

· Simplify tasks to reduce reliance on individual performance skills.

· Apply affordances and natural mapping (design processes, equipment, programs, etc.) that communicate how they work in a manner consistent with the user and the desired outcome characteristics.

· Use forcing functions and constraints to guide individuals to likely take the correct action.

· Establish error recovery processes that make it easy to recover or back out if a wrong action is taken.

· Implement standardization with resultant simplification and consistency of processes. Standardization will have inherent forcing function effects as well.

· Provide organizational and executive leadership.

· Respect human limits in process design.

· Promote effective team functioning.

· Anticipate the unexpected.

· Create a learning environment.

Implementing Processes, Policies, and Rules

Approach medication errors as system failures and seek system solutions.  Setting clear safety expectations for individuals involved in the medication-use process will require the organization to recognize the limits of human performance.  Implement appropriate, well-designed safety processes and “systems” broadly, and consistently, to reduce medication errors37.  A system-oriented approach involves the following:

· Clearly defined and assigned organization-wide responsibilities and accountability related to medication safety.  This must be multidisciplinary in nature, with major roles for pharmacy, nursing, administration, risk management, quality improvement, and medical staff committees and individuals.  While Pharmacy and Therapeutics Committees have traditionally been the group “controlling” medications within organizations, the focus of such committees has most often been related to “therapeutic considerations” and cost, rather than safety issues.  Organizations must ensure the existence of a multidisciplinary group with the necessary focus, expertise, resources, and authority to implement needed medication safety systems.

· Implementation of a non-punitive medication error reporting and tracking system is necessary in all health care organizations.  Such a reporting system promotes the reporting of errors as an important patient-centered responsibility of the caregiver.  Data collected is used to drive ongoing improvements in the medication system within the organization and among individuals.

· Implementation of a culture and environment of effective medication-use process standardization and medication controls are key medication safety strategies.  These processes must be well designed and interdisciplinary in approach.  Deviation from standards should occur only in predetermined fashion, and only for well-defined and communicated reasons.  Critical “standardization and control” components are the use of medication policies, rules and physical drug distribution, preparation, and administration controls.

· Implementation of clearly defined expectations for individual performance must occur.  Appropriate orientation and ongoing educational opportunities are required.  The leadership, organizational structure, culture, safe medication use processes, information exchange support, communication processes, and adequate resources must effectively support the expectation of high-level individual performance.

Process Change

· Standardize drug packaging, labeling, and storage.

· Implement unit dose systems.

· Use pharmacy-based IV and drug mixing programs.

· Limit access to, and use protocols for, high hazard drugs.

· Require machine-readable labeling (bar coding).

· Computerize drug order entry.

· Record allergies and medications on patient records.

· Educate patients effectively.

· Obtain patient medication use history.

Guidelines for Safe Prescribing

· Always write legibly.

· Use electronic prescription writing tools when possible.

· Remember that “mental slips” occur frequently in the prescribing process – focus on the task at-hand.

· Establish prescribing work practices and environments that reduce the chance for errors.

· If interrupted during prescribing, review the process from the beginning, then complete.

· Provide complete information with orders and prescriptions, e.g., patient’s full name, date of birth, weight if appropriate, etc.

· Do not use abbreviations for drug names.

· Provide clear, unambiguous, and complete directions for use.

· Do not use abbreviations for use that can be confused.

· Use the metric system only.

· Do not use trailing zeros (1.0 gm).

· Always use a zero before a decimal point (0.1 mg).

· Spell out “units”; never use abbreviation “U”.

· Do not use “ug” to abbreviate micrograms.

· Always provide dosing equation, patient weight or body surface area, and calculated doses for chemotherapies and pediatric patients.

· Double-check all calculated doses.

· Always re-read orders when finished.

· Provide indication for medication use with prescriptions.

· Review pertinent patient history, medical records, laboratory, and diagnostic results before prescribing.

· Take careful patient medication history and record accurately.  Update at each patient visit.

· Always review basic patient characteristics when prescribing and adjust drug therapy accordingly.

· Review basic drug-related information prior to prescribing.

· Develop a plan for drug therapy, and document in chart.

· Use verbal orders only when necessary.  Have the receiving person read the order back.  Spell out potential sound and look alike drugs.

· Always write complete orders.

· Always write out all orders; do not write orders such as “resume pre-op meds”.

· Communicate effectively if patients, families, pharmacists, and nurses ask questions.

· Create an environment of communication with patients and caregivers.

· Evaluate and assure patient and/or care giver understanding of drug therapy; continuously reinforce.

· Limit the number of medications prescribed by consistently prescribing the same drug within a class whenever appropriate.

· Read up-to-date drug information prior to prescribing any unfamiliar medication.

· Maintain up-to-date knowledge of potential medication error risks (visit www.ismp.org regularly).

Guidelines for Individual Actions by Pharmacists

· Accept central role as patient safety advocate.

· Recognize individual capacity for error.

· Recognize limitations of systems to prevent errors.

· Develop appropriate level of suspicion (if it “feels” wrong, it has a high likelihood of being wrong).

· Actively provide feedback to organizations regarding potential “error prone” processes and offer suggestions for improvements to increase patient safety.

· Consistently upgrade knowledge of medications and drug therapy.

· Develop effective and efficient skills for using drug therapy references.

· Do not use out-of-date references.

· Develop work patterns that help focus on the task at-hand.

· Never “work around” established safety procedures.

· Establish work patterns and an environment that reduce chances for errors when reviewing orders.

· Establish a process for systematic review of prescriptions and orders.

· Never “guess” when filling an illegible, poorly written, or confusing prescription.

· Always write down verbal or telephone orders immediately.  Read the transcribed prescription back to the prescriber or agent.

· Always know the intended indication for medication use; record this information on the prescription or profile.

· Record important patient characteristics in the medication profile.

· Thoroughly evaluate all “warnings” or “alerts” detected by the pharmacy computer (dose, allergies, duplicate therapies, contraindications, drug interactions, etc.).

· Develop excellent problem/error detection, definition, resolution and communication skills.

· Institute a pre-planned process for reducing chance errors with highly toxic or critical drug therapies.

· Develop a pre-planned process or approach to delay or refuse to fill prescriptions until the problem has been satisfactorily resolved.

· Record all conversations related to prescription clarification and error correction.

· Establish work patterns and an environment that reduce the chance for errors when entering orders into the pharmacy computer.

· Develop effective medication profile review skills.

· Establish work patterns to “double” check all computer entries against the original order.

· Be aware of prescriptions, drugs, abbreviations, dose expressions, dose units, labels, drug storage, drug preparation, drug labeling, and communication situations that are high risk for error.

· Always check dose equation and dose calculation when used by prescribers, e.g., pediatric dosing, chemotherapy, critical care drugs, etc.

· Double check all calculations used in drug preparation.

· Always be wary of “decimal point” errors.

· Be aware of known sound and look alike drugs.

· Re-read all labels on finished products for clarity and accuracy.

· Do not readily accept unsatisfactory explanations for unusual drug therapies or doses (such as “that’s what they always take”, “it is a special protocol”, or a “specialist recommended it”.)

· Carefully assess complicated drug dosing regimens, preparation procedures, and administration procedures.

· Question inappropriate use of dosage forms, e.g., sustained release morphine “as needed”.

· Resolve failure to adjust drug therapy for patient characteristics (age, renal function, weight).

· Carefully review complex multi-drug regimens (such as HIV patients).

· Establish work patterns and an environment that reduce the chance for error when selecting medications from stock, returning medications to stock, reading labels and preparation instructions, and when measuring and mixing.

· Establish processes for independent double checks when possible.

· Establish work patterns that routinely include checking expiration dates and storage conditions.

· Establish work patters that reduce chance for error when checking prepared medications.

· Always use excellent sterile technique when preparing sterile products.

· Patient counseling is a key error-prevention step.  Create an appropriate environment, then communicate, educate, and listen to patients effectively.

· Always ask patients about allergies, significant adverse drug reactions, use of medications including OTC and herbal products, chronic conditions that may affect medication use, and compliance with drug therapies.

· Provide written information at an appropriate reading level.

· Have patients recite instructions and encourage them to ask questions about their drug therapy.

· Always assure patient understanding of proper drug preparation and storage.

· Provide complete drug administration schedules that are clear and minimize the number of time medications must be taken, reduce the chance for drug-drug and food-drug interactions, and match patient lifestyle needs.

· Ensure patients know whom to call when questions or problems arise with drug therapy.

· Fully investigate all patient concerns about drug therapy.

· Maintain up-to-date knowledge of potential medication error risks (visit www.ismp.org regularly).

Guidelines for Individual Actions by Nurses

· Accept central role as patient safety advocate.

· Recognize individual capacity for error.

· Recognize limitations of systems to prevent errors.

· Develop appropriate level of suspicion (if it “feels” wrong, it has a high likelihood of being wrong).

· Actively provide feedback to organization regarding potential “error prone” processes and offer suggestions for improvements to increase patient safety.

· Consistently upgrade knowledge of medications and drug therapy.

· Develop effective and efficient skills for using drug therapy references.

· Do not use out-of-date references.

· Develop work patterns that help focus on the task at-hand.

· Never “work around” established safety procedures.

· Establish work patterns and an environment that reduce chances for errors when reviewing and transcribing orders.

· Establish a process for systematically reviewing and transcribing orders.

· Never “guess” when transcribing an illegible, poorly written, or confusing prescription.

· Always write down verbal or telephone orders immediately.  Read the transcribed prescription back to the prescriber or agent.

· Always know the intended indication for medication use; record this information on the prescription or profile.

· Record important patient characteristics in the patient record.

· Always be aware of and plan for any special administration procedures or cautions.

· Always be aware of and plan for appropriate drug monitoring.

· Develop excellent problem/error detection, definition, resolution, and communication skills.

· Institute a pre-planned process for reducing chance errors with highly toxic or critical drug therapies.

· Develop a pre-planned process or approach to delay or refuse to fill prescriptions until the problem has been satisfactorily resolved.

· Record all conversations related to prescription clarification and error correction.

· Use legible writing for handwritten medication administration record.

· Be aware of the importance of scheduling medications in relation to pharmacology, indication, side effects, monitoring issues, drug-drug interactions, food-drug interactions, etc.  Such warnings must be recorded in the MAR.

· Record both generic and brand name of drug in MAR.

· Do not use abbreviations for drugs, routes, or dose schedules.

· Always read the transcription after entry; compare to the original order.

· Implement independent double-check process in checking MAR.

· Send all orders to pharmacy immediately for review.

· Resolve all unclear orders with prescriber and pharmacist.

· Establish work patterns and an environment that reduce chance for errors when administering drugs.

· Never use medication “stashes”.

· Never borrow medications from other patients.

· Read label of medication, compare to MAR, and then repeat at least once again.

· Take medications in labeled packaging and MAR to patient bedside.

· Positively identify patient with wristband, never verbally.

· Check allergies before drug administration.

· If appropriate, show patient each drug/dose in original container prior to administration.

· Remove medications from packaging prior to administration.

· Read the empty container after administration, and then discard.

· Never manipulate a dosage form (open capsule, crush, mix with liquids) unless it is positively known that it is appropriate.

· Always observe medication administration, do not leave medications at bedside unless order or protocol is available and appropriate patient assessment and teaching is in place.

· Immediately record administration of medication on MAR.

· Develop a systematic process for measuring medication dose when necessary.

· Prepare one medication at a time.

· Consistently apply aseptic technique when preparing sterile products.

· Develop and apply consistent safety practices for administration of parenteral, and per tube medication.

· Develop and apply consistent safety practices when using or programming IV administration pumps.

· Be aware of prescriptions, drugs, abbreviations, dose expressions, dose units, labels, drug storage, drug preparation, drug labeling, and communication situations that are high risk for error.

· Always check dose equation and dose calculation when used by prescribers, e.g., pediatric dosing, chemotherapy, critical care drugs, etc.

· Double check all calculations used in drug preparation.

· Always be wary of “decimal point” errors.

· Be aware of known sound and look alike drugs.

· Re-read all labels on finished products for clarity and accuracy.

· Do not readily accept unsatisfactory explanations for unusual drug therapies or doses (such as “that’s what they always take”, “it is a special protocol”, or a “specialist recommended it”.)

· Carefully assess complicated drug dosing regimens, preparation procedures, and administration procedures.

· Question inappropriate use of dosage forms, e.g., sustained release morphine “as needed”.

· Resolve failure to adjust drug therapy for patient characteristics (age, renal function, weight).

· Carefully review complex multi-drug regimens (such as HIV patients).

· Do not use pumps that allow the “free flow” of fluids.

· Label each port for patients that have multiple tube ports.

· Utilize preprinted or computer generated “drip” rate guides for determining correct infusion volume rates of medications.

· Reduce or eliminate situations where multiple use dose units (vials, tablets) are needed to provide a single dose.

· Establish work patterns and an environment that reduce chance for error when selecting medications from stock (including automated dispensing machines), returning medications to stock, reading labels and preparation instructions, and measuring and mixing.

· Establish processes for independent double checks when possible.

· Establish work patterns that routinely include checking expiration dates and storage conditions.

· Establish work patterns that reduce chance for error when checking prepared medications.

· Always use excellent sterile technique when preparing sterile products.

· Patient counseling is a key error-prevention step.  Create an appropriate environment, then communicate, educate, and listen to patients effectively.

· Always ask patients about allergies, significant adverse drug reactions, use of medications including OTC and herbal products, chronic conditions that may affect medication use, and compliance with drug therapies.

· Provide written information at an appropriate reading level.

· Have patients recite instructions and encourage them to ask questions about their drug therapy.

· Always assure patient understanding of proper drug preparation and storage.

· Provide complete drug administration schedules that are clear and minimize the number of time medications must be taken, reduce the chance for drug-drug and food-drug interactions, and match patient lifestyle needs.

· Ensure patients know whom to call when questions or problems arise with drug therapy.

· Fully investigate all patient concerns about drug therapy.

· Maintain up-to-date knowledge of potential medication error risks (visit www.ismp.org regularly).

Guidelines for Patients

· Inform all caregivers of all medications you take, including topicals, opthalmics, eardrops, antacids, laxatives, vitamins and minerals, other OTC drugs, herbal and homeopathic products.

· Keep a current written listing of all medications you take, including doses, dose form, and administration schedule.

· Keep a written list of, and inform all caregivers, of any allergies to medications.

· Inform all caregivers of any past positive or negative medication effects.

· Be sure you understand all instructions about taking your medications.

· Know the name and purpose of each medication taken.

· Know what your medications look like; if it changes, have the pharmacist double check.

· Know common side effects and what to look for with each medication.

· Ask for, and keep, written information about your medications.

· Keep medications in their original labeled containers until taken.

· Read each prescription label prior to taking the dose.

· Know when to take each medication dose.

· Take medications on a schedule exactly as prescribed.

· Know what to do if a dose is missed.

· Know how to take medications in relationship to food, beverages, and other medications.

· Know if it is okay to break, chew, crumble, mix or otherwise alter medication doses.

· Measure liquid and powders using an appropriate measuring device.

· Read the instructions on your prescription each time you receive a refill.

· Discard all old and discontinued medications.

· Store medications as instructed.

· Keep medications away from pet medications, other person’s medications, and chemicals.

· Store medications where children cannot see or reach them.

· Contact your prescriber immediately if you experience any medication-related problems.

· Take all medications and a medication list if hospitalized.

· Ask to be told the name and purpose of all medications given to you in the hospital.

· Look at all medications given to you.  If something does not seem right, question the caregiver.

· Remind caregivers of allergies routinely.

· When hospitalized, do not allow yourself to be given a medication without the caregiver first checking your wrist identification band.

· Obtain complete written information about medications you are to take upon discharge from the hospital.

· If you are pregnant, or may become pregnant, do not take medications unless an informed caregiver has prescribed them and informed you of potential risks.

· If you are breast-feeding, do not take medications unless and informed caregiver has prescribed them and has informed you of the potential risks.

Appendix 5

	COUNCIL RECOMMENDATION

Recommendations to Correct Error-Prone

Aspects of Prescription Writing
Adopted Sept. 4, 1996

The National Coordinating Council for Medication Error Reporting and Prevention emphasizes that illegibility of prescriptions and medication orders has resulted in injuries to, or deaths of patients.  The Council, therefore, has made the following recommendations to help minimize errors.

All prescription documents must be legible.  Prescribers should move to a direct, computerized, order entry system.

Prescription orders should include a brief notation of purpose (e.g., for cough), unless considered inappropriate by the prescriber.  Notation of purpose can help further assure that the proper medication is dispensed and creates an extra safety check in the process of prescribing and dispensing a medication.  The Council does recognize, however, that certain medications and disease states may warrant maintaining confidentiality.

All prescription orders should be written in the metric system except for therapies that use standard units such as insulin, vitamins, etc.  Units should be spelled out rather than writing "U." The change to the use of the metric system from the archaic apothecary and avoirdupois systems will help avoid misinterpretations of these abbreviations and symbols, and miscalculations when converting to metric, which is used in product labeling and package inserts.

Prescribers should include age, and when appropriate, weight of the patient on the prescription or medication order.  The most common errors in dosage result in pediatric and geriatric populations in which low body weight is common.  The age (and weight) of a patient can help dispensing health care professionals in their double check of the appropriate drug and dose.

The medication order should include drug name, exact metric weight or concentration, and dosage form.  Strength should be expressed in metric amounts and concentration should be specified.  Each order for a medication should be complete.  The pharmacist should check with the prescriber if any information is missing or questionable.

A leading zero should always precede a decimal expression of less than one.  A terminal or trailing zero should never be used after a decimal.  Ten-fold errors in drug strength and dosage have occurred with decimals due to the use of a trailing zero or the absence of a leading zero.

Prescribers should avoid use of abbreviations including those for drug names (e.g., MOM, HCTZ) and Latin directions for use.  The abbreviations in the chart below are found to be particularly dangerous because they have been consistently misunderstood and therefore, should never be used.  The Council reviewed the uses for many abbreviations and determined that any attempt at standardization of abbreviations would not adequately address the problems of illegibility and misuse.

Dangerous Abbreviations



	Abbreviation
	Intended meaning
	Common Error

	U
	Units
	Mistaken as a zero or a four (4) resulting in overdose. Also mistaken for "cc" (cubic centimeters) when poorly written.

	цg
	Micrograms
	Mistaken for "mg" (milligrams) resulting in a ten-fold overdose.

	Q.D.
	Latin abbreviation for every day
	The period after the "Q" has sometimes been mistaken for an " I, " and the drug has been given "QID" (four times daily) rather than daily. 

	Q.O.D.
	Latin abbreviation for every other day
	Misinterpreted as "QD" (daily) or "QID" (four times daily). If the "O" is poorly written, it looks like a period or "I." 

	SC or SQ
	Subcutaneous
	Mistaken as "SL" (sublingual) when poorly written.

	T I W
	Three times a week
	Misinterpreted as "three times a day" or "twice a week."

	D/C
	Discharge; also discontinue
	Patient's medications have been prematurely discontinued when D/C, (intended to mean "discharge") was misinterpreted as "discontinue," because it was followed by a list of drugs.

	HS
	Half strength
	Misinterpreted as the Latin abbreviation "HS" (hour of sleep).

	cc
	Cubic centimeters
	Mistaken as "U" (units) when poorly written.

	AU, AS, AD
	Latin abbreviation for both ears; left ear; right ear
	Misinterpreted as the Latin abbreviation "OU" (both eyes); "OS" (left eye); "OD" (right eye)


	Prescribers should not use vague instructions such as "Take as directed" or "Take/Use as needed" as the sole direction for use. Specific directions to the patient are useful to help reinforce proper medication use, particularly if therapy is to be interrupted for a time. Clear directions are a necessity for the dispenser to: (1) check the proper dose for the patient; and, (2) enable effective patient counseling.

In summary, the Council recommends:

Don't Wait . . . Automate!
When In Doubt, Write It Out!
When In Doubt, Check It Out!
Lead, Don't Trail!
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Appendix 6

	COUNCIL RECOMMENDATIONS

Recommendations for Avoiding Error-Prone Aspects
of Dispensing Medications
Adopted March 19, 1999 



1. The Council recommends that prescriptions/orders always be reviewed by a pharmacist prior to dispensing.  Any orders that are incomplete, illegible, or of any other concern should be clarified using an established process for resolving questions.

2. The Council recommends that patient profiles be current and contain adequate information that allows the pharmacist to assess the appropriateness of a prescription/order.

3. The Council recommends design of the dispensing area to prevent errors. Design should address fatigue-reducing environmental conditions (e.g., lighting, air conditioning, noise level, ergonomic fixtures); minimize distractions (e.g., telephone and personnel interruptions, clutter, unrelated tasks); and provide sufficient resources for workload.

4. The Council recommends that product inventory be arranged to help differentiate medications from one another.  This may include the use of visual discriminators such as signs or markers.  This is particularly important when confusion exists between or among strengths, similar looking labels, and similar sounding names.

5. The Council recommends that a series of checks be established to assess the accuracy of the dispensing process prior to the medication being provided to the patient.  Whenever possible, an independent check by a second individual should be used.  Other methods of checking include the use of automation, computer systems, and patient profiles.

6. The Council recommends that labels be read at least three times, for example, when selecting the product, when packaging the product, and when returning the product to the shelf.

7. The Council recommends that pharmacists counsel patients.  Counseling should be viewed as an opportunity to verify the accuracy of dispensing and the patient's understanding of proper medication use.

8. The Council recommends that pharmacies collect data regarding actual and potential errors for the purpose of continuous quality improvement.
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Appendix 7

	COUNCIL RECOMMENDATIONS

Recommendations to Reduce Errors Related to

Administration of Drugs
Adopted June 29, 1999 



1. The Council recommends that any order that is incomplete, illegible, or of any other concern should be clarified prior to administration using an established process for resolving questions. 

2. The Council recommends that as one aspect of the overall medication use system, the following checks be performed immediately prior to medication administration: the right medication, in the right dose, to the right person, by the right route, at the right time. 

3. The Council recommends that users of medication administration devices be knowledgeable about the device function and limitations. 

4. The Council recommends that when electronic infusion control devices are employed, only those that prevent free-flow upon removal of the administration set should be used. 

5. The Council encourages the use of linked automated systems (e.g., direct order entry, computerized medication administration record, bar coding) to facilitate review of prescriptions, increase the accuracy of administration, and reduce transcription errors. 

6. The Council recommends that all persons who administer medications have adequate access to patient information, as close to the point of use as possible, including medical history, known allergies, prognosis, and treatment plan, to assess the appropriateness of administering the medication. 

7. The Council recommends that all persons who administer medications have easily accessible product information as close to the point of use as possible, and are: 

· knowledgeable about indications for use of the medication as well as precautions and contraindications; 

· knowledgeable of the expected outcome from its use; 

· knowledgeable about potential adverse reactions and interactions with food or other medication; 

· knowledgeable of actions to take when adverse reactions or interactions occur; and 

· knowledgeable about storage requirements. 

8. The Council recommends that health care professionals administer only medications that are properly labeled and that during the administration process, labels be read three times: when reaching for or preparing the medication, immediately prior to administering the medication, and when discarding the container or replacing it into its storage location. 

9. The Council recommends that at the time of administration, the name, purpose and effects of the medication be discussed with the patient and/or caregiver. 

10. The Council recommends ongoing patient monitoring for desired and/or unexpected medication effects. 

11. The Council recommends that the role of the work environment be considered when assessing safety of the drug administration process. Factors such as lighting, temperature control, noise-level, occurrence of distractions (e.g., telephone and personal interruptions, performance of unrelated tasks, etc.) should be examined. Sufficient resources must be provided for the given workload. The science of ergonomics should be employed in the design of safe systems. 

12. The Council recommends that data be collected regarding the actual and potential errors of administration for the purpose of continuous quality improvement. 
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Appendix 9

Responses and Suggestions from the Community

Hospitals and Medical Centers:

· Developed a medication error reporting system using in-house software that generates a quarterly report.

· Management uses report to identify methods to change the systems of operation to increase safety.

· Information is taken to Pharmacy and Therapeutics Committee for use in formulary decisions.

· Individual managers struggle with systems improvement philosophy versus individual accountability.

· Focus is primarily on ambulatory care in contrast to other sites.

· Participate in University Consortium and purchasing group risk management and quality assurance sharing, and benchmarking.

· Interdisciplinary effort through risk management, quality assurance, Pharmacy & Therapeutics Committee, Pharmacy newsletter and drug alerts (e-mail).

· Have some physician order entry.

· Positive response problems from MedWatch, 24 hour response and product issue addressed in 5 days.

· Built non-punitive reporting system to get to issues through leadership and feedback.

· Increased employee involvement reduces claims.

· More computerization would help but is very expensive.

· Currently restructuring conscious sedation (protocol provided).

· Conducting “gap analysis” based on IOM Report.

· Completed ISMP Medication Safety Assessment.

· Data-driven system encompassing hospital, Children’s Hospital, ambulatory care, homecare and hospice.

· Recently added pharmacist intervention has highlighted prescribing errors.

· Attribute millions of dollars to prevention activities.

· Participated in ISMP “Benchmarking Project”.

· Standardization of high-risk activities, e.g., chemotherapy.

· Implemented order and pharmacist dose checking form.

· Seeking computerized physician order entry system.

· Long-term clinical QA process has required a separate form for medication errors to provide additional information.

· Utilize United States Pharmacopeia’s NCC MER reporting standards.

· Reporting has increased but need to capture more “near-misses”.

· Medical staff fines for illegibility.

· Reworked process to increase feedback in timely manner.

· Use “forcing functions”, e.g., pediatric dose stop, allergy, chemo dose ranges, and standardized specialty order sets.

· Concerned about ambulatory errors as well.

· Discoverability is of great concern.

· Need reporting systems with good data that can be shared as part of a learning system.

· Have complex systems of care.

· Cited Mayo Clinic “Champion MD” speeding system changes.

· Perform a culture survey of “fear” associated with errors and follow with non-punitive reporting “road show”; re-survey.

· Support point of care staff with tools, e.g. unit pharmacist.

· Participate in quality management network to learn “best practices”.

· Seek prevention of problems to avoid rework.

· Adverse Drug Events Prevention Team (ADEPT) focused on physician orders and chemotherapy orders.

· Physician-to-physician program on legibility

· Use “low tech” order entry focus, emphasize system approach, and seek changes that fit smoothly, do not increase work, increase safety, and decrease cost.

· Make changes through e-mails, posters, 1:1 feedback, education programs, and data system reports.

· Set priority to get everyone on board.

· Must make system change to succeed, requires focused efforts.

· Get “best practices” to those who need them.

· Using audit format to review for errors rather than comprehensive internal reporting system.  Concern about financial impact of initiatives on rural hospitals.

· Long experience with tracking and trending incidents, note some adverse events not preventable, avoid duplication.

· Encourage standardized state and national reporting (United States Pharmacopeia’s MedMARx™ and FDA MedWatch).

· Reporting systems are difficult, expensive and confusing.

· Need education and training of practitioners about protections (safe environment) and reporting.

· Expand CQIP program to increase participation.

· Convene a large group meeting of stakeholders to safely share ideas and information.

· Need to maintain counseling/discipline where appropriate.

· FDA should mandate bar coding of all drugs.

· State mandates for technology creates market.

· Utilize “Balance Scorecard” to manage QI process.

· Focus education in nursing homes, senior centers and churches.

· Link Smart Rx card to institutions for distribution.

· Change focus of patient education from accountability to rights.

· Include generic name of drug on all labels.

· Use team nursing.

· Do not mandate electronic prescriptions.

· Non-compliance may be motivated by economics.

· Medications bagged and labeled by generic and trade name.

· Standard of care applies to both rural and urban communities.

· Pre-printed physician orders.

· Include physicians on review teams.

· Enter allergies before order.

· Need culture change so physicians welcome questions to encourage accuracy.

· Use unit or floor based pharmacists.

· Limited formulary for hospitals, especially for hospital that do not have physician order entry.

· Utilize the video “Beyond Blame” to change culture to a non-punitive environment.

· Directly focus attention on and develop specific strategies in the prevention of medical errors in children.

· Medications need to be stored and prepped in a secure room set aside for that purpose.

· If not already a requirement, there should be a federal requirement that over-the-counter drugs and herbals include information on adverse effects and drug interactions.

· Use only generic names on the medical administration records, correctly code decimal point and make sure the proper unit is used such as ml, mcg, gm or mg.

· Decrease floor stock and increase pharmacist days are good ways to decrease errors.

· We do not support or recommend mandatory reporting.

Professional Associations

· Physicians seeking to standardize practices with flow sheets.

· Computer solutions are very expensive and less than ideal.

· Medication liability claims in Washington run about 3% of total versus 5-7% nationally; issues are wrong drug, wrong dose, and inadequate monitoring.

· Not convinced of protection from disclosure/discovery.

· Need patients to complete health history forms.

· Incomplete picture of medications with alternative product use.

· Concern about medication use in nursing homes.

· Concern over staffing issues: mandatory overtime issues, floating to unfamiliar specialty units, foreign-speaking pharmacists, short staffing, etc.

· Use of technology at point of delivery, e.g. bar-coding.

· See greater need for data collection and analysis.

· Problem identification is more important than investing in new systems.

· Desire safety system analogous to aviation.

· Substantial barriers to making changes in system.

· Need “reason” as part of prescription.

· Address FDA issues on sound and look-alike drugs.

National, State, Educational and Private Pharmacy Groups

· Eliminate handwritten prescriptions within 2 years.

· Require computerized prescriber order entry systems by 2005.

· Require all prescriptions to clearly identify prescriber name and contact telephone number.

· Standardize prescription writing and prescribing procedures through prescriber education.  Focus must be given to a variety of issues such as: dose clarity (e.g., 0.5 mg not .5 mg or 2 mg not 2.0 mg), route of administration (e.g., per os versus OS), and abbreviations for use (e.g., QD, QID, QOD, etc.).

· Support federal efforts to require manufacturers to differentiate drugs with similar appearance and name.

· Adopt a systems-oriented approach to medication error reduction to include standardization, simplification, and the use of technology.

· Support legislation to enable development of non-punitive medication error reporting plans.

· There is no substitute for professional accountability, which means that health care professionals must continue to be accountable for professional judgment.

· Maintain unit-dose distribution systems (either manufacturer prepared or repackaged by pharmacy) for all non-emergency medications.

· Institute pharmacy-based IV admixture systems.  This reduces the need for nurses to prepare IV solutions from available floor stock on patient care units.

· Remove concentrated solutions of hazardous medications (e.g. potassium chloride) from patient care units and patient care areas.

· Develop special procedures for high-risk drugs (e.g., insulin, lidocaine, heparin, potassium chloride, etc.) to include written guidelines, checklists, pre-printed orders, double-checks, special packaging, special labeling and education.

· Require computerized prescriber order entry systems by 2005.

· Require the use of machine-readable coding (e.g., bar coding) in the medication administration process by 2005.  The patient, the nurse, and the drug should be identifiable by bar code prior to the administration of the drug.

· Require the use of machine-readable coding in the pharmacy dispensing process by 2005.

· Require pharmacy-system software vendors to incorporate an adequate standardized set of checks into computerized hospital pharmacy systems (e.g., screening for duplicate drug therapies, patient allergies, potential drug interactions, drug/lab interactions, drug disease state interactions, dose ranges, etc.).

· Include a pharmacist during rounds of patient care units.

· Require prescribers to include the indication or notation of purpose for the drug on each prescription.  This will enable the pharmacist to better counsel the patient about drug therapy and serve as an opportunity for an additional check to make sure the correct drug has been dispensed.

· Either prohibit or standardize drug name abbreviations.

· Support federal efforts.

· Improve consumer/patient knowledge about their treatment.

· Emphasize patient education in the hospital, at discharge, and in ambulatory settings about the safe and accurate use of their medications.

· Educate patients to inform all caregivers of all medications taken including topicals, opthalmics, eardrops, antacids, laxatives, vitamins and minerals, other over-the-counter drugs, and herbal preparations.

· Although it is generally agreed that inadequate staffing is a contributing factor in medication error rates, it is not clear to what extent.  Meaningful research must be conducted before legislative or regulatory solutions are suggested.

· Pharmacies and pharmacists should be regulated based on pharmaceutical patient outcomes they produce.

· All pharmacies should be required to establish a continuous quality improvement (CQI) program designed to monitor and evaluate the ongoing and overall quality of the prescription and pharmaceutical care process.  Medication error reporting plans must be mandatory in a continuous quality improvement (CQI) program.

· Require implementation of a “universal patient-specific health card” for use by all health care providers that contains essential health care information.

· Adequate funding must be allocated for medication errors research contracts.

· It is important to recognize that reduction of medication errors requires an interdisciplinary approach.

· Create learning systems, non-punitive environment.

· Emphasize systems and multi-factorial nature of errors.

· Assume errors will occur.

· Place emphasis on caregiver interactions.

· Rank order of error reduction strategies:

Forcing functions and constraints>automation and computerization>standardization and protocols>checklists and double-check systems>rules & policies>education>information.

· Implement organizational and executive leadership.

· A non-punitive, system-based approach focused on learning.

· A well defined, consistently applied and highly standardized medication-use process.

· Clearly defined expectations for individual performance within the medication use system, commitment of resources to incorporate technology to increase safety and reduce reliance on human performance.

· Peer review and disclosure protection to enhance learning and improvement.

· Contribute to a national system of mandatory reporting for deaths or serious harm.

· Strengthen efforts to implement process changes that reduce risk of future errors.

· Elimination of handwritten prescriptions by 2005.

· Establish standards for prescription writing that emphasize clear and complete communication.

· Provide education to patients about actions that can be taken to avoid errors.

· Include the purpose of medications on prescriptions and labels.

· Notify patients of their right to receive counseling about their medications.

· Support the “smart card” patient medication system.

· Support creation of the Center for Patient Safety.

· Seek peer review protection for health care organization reporting systems.

· Support FDA efforts to address safe design of drug packaging and labeling to prevent confusion in product selection.

· Direct each unit within the department to review medication safety requirements and report improvements on a periodic basis.

· Support agencies in revising requirements consistent with the need for health care organizations and providers to reduce errors.

· Work with the Department of Health to improve medication safety.

· Sponsor patient safety continuing education programs, jointly with professional and educational organizations.

· Assessment and remediation of medication error problems should include all significant areas of medication transactions, specifically the contribution of community practice to medication errors must be assessed as previous analyses have been focused on institutional settings.

· Legal protections against discovery currently available in some institutional settings must be expanded to include community practitioners.

· Health sciences curricula should identify medication errors as a significant problem, and training should include methods for prevention of medication errors.  Similar training should be offered through continuing education programs.  Licensure and re-licensure of health professionals can be made contingent upon successful completion of appropriate training.

· To understand and eventually correct the bulk of medication error problems, sufficient research into the causes and consequences of medication errors in diverse settings is necessary.  We cannot stress enough that almost nothing is known about medication errors outside the institutional setting.

· Governmental and private funding should be identified to establish research programs for the gathering of data on medication errors in various practice settings on a continuous basis, and developing practical and cost effective prevention strategies.

· Since practice patterns and settings differ between states and across regions, it is important that the State of Washington devotes appropriate resources for research on prevention of medication errors.  Research funding for these studies should be given a high priority.

· IOM and studies/groups have touted automation as a viable mechanism to minimize medication error problems.  The pharmacy profession’s experience with some aspects of automation (e.g., computerized detection of drug-drug or drug-disease interactions) suggests that, unless validated, automation can contribute to, rather than prevent, medication errors.

· A voluntary medication (medical) error reporting system should be considered that serves the interests of Washington State.  Existing reporting systems (e.g., United States Pharmacopeia’s MedMARx™) have historically received reports almost exclusively from institutional settings.  Gathering and analysis of reports from other segments of the health care community is essential.  However, the issue of legal discovery and liability must be resolved to make this a meaningful source of information.

· All licensed organizations providing health care and all health care entities (e.g., RCW 18.64.011 (27)) must develop CQI programs for medication error detection and prevention.

· As some populations are at heightened risk for adverse outcomes from medication errors (e.g., oncology, pediatric, geriatric and neonatal patients), health care practitioners and organizations providing health care to these populations should be targeted for research and training that takes the unique practice setting into account.

· Pharmacists’ contributions to medication error prevention are well recognized in institutional settings, e.g., during “rounds”, and through constructive access to those prescribing and administering medications.  Access barriers to relevant patient information in the community setting must be reduced (e.g., notation of intended use), as must inefficiencies in contacting prescribers when prescription questions arise.

· Open communication between the Washington State Pharmacists Association (WSPA) and department is very important.

· WSPA has instituted the Smart Rx program in Yakima, which is a “low-tech” approach to provide senior citizens with health care information on a wallet-sized card.  The program is funded via a grant from a drug manufacturer and is supported by Senator Deccio.

· Patient education is essential in reducing medication errors.  It will require behavioral changes to instill in patients the need to become more involved in their health care.

· The department should facilitate private initiatives.

· Patient’s rights literature should be promoted.

· Efforts to reduce medication errors must have institutional and ambulatory setting components.  Continuity is an important concern.

· Prescriptions should bear a “notation of purpose”, not necessarily diagnosis, e.g., “for infection” instead of “for AIDS”.

· Patients should be provided more information about medications so they can become more responsible in their care.

· Conduct studies/research to substantiate positive efforts.

Appendix 10

HEALTH SERVICES COORDINATED QUALITY IMPROVEMENT PROGRAM

RCW 43.70.510

The Health Care Services Coordinated Quality Improvement Program (CQIP) was created in 1993 and is administered by the Department of Health.  CQIP is a voluntary program that allows health care entities similar incentives and protections provided to hospitals in RCW 70.41.200, to improve the quality of health care, and identify and prevent malpractice.  Health care entities that have received approval for their quality improvement program from the Department of Health are afforded the same discovery limitations that apply to hospital quality improvement information and documents.

Health care entities that are eligible to apply for the CQIP include health care institutions, medical facilities, professional societies and organizations, and provider groups of ten or more providers.  The provider groups may take many forms, as long as its members are practitioners regulated under Title 18 RCW.  Members may include an employee or agent of a licensed practitioner.  A group may consist of providers that share treatment modalities and perspectives or a multi-disciplinary group of providers.  A group could even be constituted of unaffiliated practitioners joined together solely to create a quality improvement program.

During the various stakeholder meetings and site visits, the department received suggestions for modifying the CQIP in order to develop a broader view of quality in health care.  One idea advanced was to lower the number of providers that would make up a provider group, making it easier for smaller communities of providers to form a program.  A second suggestion was to expand the protection from discovery regarding a quality committee’s documents.  The concept is to allow these protections to remain in place when multiple quality committees exchange data for cross-analysis or to expand data available to review.  If this proposal were to be adopted, the hospital quality improvement program statute and the CQIP statute would have to be amended to remain consistent, and to permit sharing of data between CQIP based programs and hospital based programs.

Appendix 11

Internet Websites for Patient Safety

	Organization
	Internet Address



	Agency for Healthcare Research and Quality
	www.ahcpr.gov

	AMA National Patient Safety Foundation
	www.npsf.org

	American Society for Healthcare Risk Management
	www.ashrm.org

	American Society of Consultant Pharmacists
	www.ascp.com

	American Society of Health-system Pharmacists
	www.ashp.org

	Doctor Quality
	www.doctorquality.com

	Institute for Healthcare Improvement
	www.ihi.org

	Institute for Safe Medication Practices
	www.ismp.org

	Joint Commission on Accreditation of Healthcare Organizations
	www.jcaho,org

	Massachusetts Coalition for the Prevention of Medical Errors
	www.mhalink.org

	National Academy for State Health Policy
	www.nashp.org

	National Coalition on Health Care
	www.nchc.org

	National Council on Medication Error Reporting and Prevention
	www.nccmerp.org

	National Patient Safety Foundation
	www.npsf.org

	Partnership for Patient Safety
	www.p4ps.com

	Quality Interagency Coordination (QuIC) Task Force
	www.quic.gov

	The Advisory Board
	www.advisory.com

	The Free Medical Journals Site
	www.freemedicaljournals.com

	The Healthcare Safety Supersite
	www.healthsafetyinfo.com

	Today on Medscape
	www.medscape.com

	United States Pharmacopeia
	www.usp.org
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