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Objectives

* Highlight EMS environment characteristics that
create risk of medication errors

e Discuss a taxonomy of medication errors for
qguality monitoring purposes

* |Introduce a cross-check tool for medication
administration
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Medication Error Definition

"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
communication; product labeling, packaging, and nomenclature; compounding;
dispensing; distribution; administration; education; monitoring; and use."

AHRQ Medication Safety htipy//fammwnahrg.gov/qual/nurseshdbk/docs/hughesr_mas.pdf
IOM Preventing Medication Errors: http://www.nap.edu/catalog.php?record id=11623




EMS Environmental Risks

Emergency situation

No written order

No external crosschec

No electronic decisior
support

High-risk medications

Drug shortage issues
and substitutions

IOM Testimony to Congress 5-3-2001:
http://www7.nationalacademies.exngéoEgh Attimony/Patient_Safety_and_Medication_Errors.asp
Reason, James. Human error: models and management. British Medical Journal 2000; 320:768-770.




Change to a Culture of Safety

acknowledge the high-risk nature of an
organization's activities

determine to achieve consistently safe
operations

a blame-free environment to report errors or
near misses

encourage collaboration to seek solutions to
patient safety problems

commit organizational resources to address
safety concerns

http://www.psnet.ahrqg.gov/primer.aspx?primerlD=5
cagles Feb ZUI>
www.emscultureofsafety.org




What is most important:
Deliver medication quickly?
Deliver medication correctly?
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Medication Administration Cross-Check
(MACC) v3.2
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Medication
Administration

Cross-Check
(MACC):

Standardized method

for medication
administration, every

Provider 2
(Remember “R.C.V..")
A

~_Provider 1
(Giving the medication)

“Med-Check”

neurrence

Ready

: >

Contraindications?

Volume?

&
Positive Sounds good,
Visual give it
Verification

time, every med
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s I necassary, inform your patient *I'd like to (or I'm going to) give you some medication

for ___, excuse me while my partner and | perform a quick check for your safety”

g Haan, disagreement, or need for clarification is encountered at any step in

the process, it must be resolved prior to continuing the cross-check.

e  Essentially, only Provider 2 can authorize the administration of the medication.
e  The MACC must be completed in its entirety prior to the administration of any

parenteral (IV, IM, 10, Rectal) medication.

e If there is an interruption or change in patient condition of any kind, the process must be

re-initiated by Provider 1.

¢  Avoid ambiguous statements or confirmations like “okay."

A RED RULE of Medication Administration A
(A Duty to Avoid Causing UNJUSTIFIABLE Harm)
NEVER give the contents of a syringe

13 without visualizing the vial or ampule from which it was immediately drawn.




Medication Administration Cross-Check

®

®

2 person verbal

procedure
Contains error traps
Fast, simple

(MACC) v3.2
Provider 1 ' Provider 2
(Giving the medication) (Remember “R.C.V..")

“Med-Check” »{ Ready
ncurrence®| Contraindications?

(Contraindications include
expiration date, VS, & allergies)
If none state
‘no contraindications”

Volume?

Com'mmme

&
Positive Sounds good,
Visual give it

Verification

Only the 2"? provider
‘authorizes’ the med
administration

barrier to error reaching
the patient

Creates a pause point
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MACC Demonstration

* Error found

* No error found

COgTCo T CiU=ZUTO

Error video: http://vimeo.com/wscomd/review/40680482/6cd27b443f




‘ Ho Error

‘ Error, No Harm
O Eror, Harm
. Error, Death

NCC MERP Index for Categorizing Medication Errors

Cargory H:
An emoroccurred hat
required intervenlion
necessary bo sushin life

Cargory G:
An ermor occurred that
may have conkribuled b or
resulled in pemanent
patient harm

Cargory F:
An emoroccumed that may
have conkibukd b or
resulied in kmpomry harm

\ b the patentand mquird Cargory E:
\, initalor polbonged An ermoroccumed that
hes piklization may have confribuled

to or resulied in
kempomary ham ko the
palient and requird
inknenlion

Definitions

Harm

Impaiment of the
physical, emetional, or
mydological fundion or
strudure of the body
andfor pain resulting
therefrom.
MWonitoring

To obsere or ecord
televant physiological
or psychological signs.

Intervention

May include hange
in therapy or adive
medical surgical
treatment.

Intervention
Necessary to

Sustain Life

Indudes cordiovascular
and respiratory support
(e.9., CPR, defibrillation,
intubation, etc)

el CopYiright NCCMERP http://www.nccmerp.org/



New

Medica
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Introduction
of MACC
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Take-Home Points

 Medication errors are happening, whether
recognized or not

* Find system opportunities to limit
medication error

* Promote a culture of reporting and
thoughtful analysis of incidents
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Thank You

Sabina Braithwaite, MD, MPH, FACEP
Sabina.Braithwaite@gmail.com
Paul Misasi, MS, NREMTP
pmisasi@sedgwick.gov
Jon Friesen, MSOD, NREMTP
jfriesen@sedgwick.gov
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