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Purpose of the Grant: Assist
small rural hospitals to...

o Voluntarily report and analyze
medication errors

o ldentify and analyze system sources of
error

Compare current medication use system
to best practices and prioritize change

Conduct root cause analysis, failure
mode and effect analysis

o Implement and maintain organizational
, change



Role of MEDMARX In the
Project

o Provides standardized terminology for data
collection and analysis

o A critical tool to achieve the gold standard In
Ql: TELL A STORY WITH YOUR DATA

Source of benchmarks
o Overcomes rural barriers to QI
Small numbers
Limited information management resources
Limited human resources
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Role of MEDMARX In the
Project

o Use MEDMARX for Benchmarking against
All MEDMARX records
Critical Access Hospitals
Similar bed count

o Use MEDMARX to compare
Error Severity
Types of errors
Causes of errors
Reporting by phase
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Role of MEDMARX In the
Project

o Detective work

Has this error happened elsewhere?
How often?

n which size hospital?

What level of staff was involved?
What did they do about it?




MEDMARX Is a tool to enable
us to stop seeing each error
In 1solation.




° - Patient Safety Model (usp, 2004)

MEDMARX




MEDMARX Program

o Internet accessible quality
Improvement tool that facilitates the
anonymous collection of medication
error information.

o Information Is stored centrally in a
data repository maintained by USP.

o Allows participating sites to report,
track, and share medication error data

In a standardized format.



MEDMARX Program

o Captures information about the error
and steps taken in a facility to prevent
recurrence.

o Participants can learn about causes
and circumstances surrounding errors
and prevent them from occurring In
their facility.

o Sharing of knowledge and experience
IS a unique aspect of MEDMARX.



MEDMARX Anonymity

o Subscribing facilities are identified ONLY
by a facility identification number
randomly generated by MEDMARX.

o USP cannot identify facilities from which
a record Is submitted.

o Information and alerts are communicated
through notices which maintains facility
anonymity.
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MEDMARX Anonymity

o Users must also play a role in protecting their
anonymity.
o DO NOT include any identifiers in your records
submitted to MEDMARX.
Facility ID, Facility Name, Abbreviation, or Acronym
City, State, National Region
Your name, Names of others in facility
Names of others involved in error
Social Security Numbers

Medical Record Numbers
11



MEDMARX Administration

o User Administration
Create a New User
Edit/Delete Users
Change Passwords
Assign appropriate level of access
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MEDMARX Administration

o Facllity Profile
Verify and update on regular basis

Customize location of error detall for
your facility on the profile
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MEDMARX Data Entry Form

o Forms

MEDMARX Medication error data entry form
vs. Medication Safety Reporting Form

Notification of updates through MEDMARX
Notices

Form Elements

(See Error Record Fields Document)
Error Category
Required Fields
Product Information
Additional fields

14



uondnISIp MOIOA |

alajdwodu

jBuisnyuod Japio ushupy, ©
ajeanaseuyBussiw ybiapy .

s1a|dwooaul

fBuisnjuod 18pio [BqIap, |
Jauejuoaabunfis pajageun .

palIWoy

sleinaseul uondiosuel) .

UCIISUER-UOIJEN|I2US2EY ©
sBleyasip-uonelpuodsy
LIDISSILUPE-UOEII2UCISY |

asn Jadoiduwn ‘dwngd
uorpunyewane; ‘duwnd
pamacy

10U D300 4/3INpaaol |
palaldIsuISIl XIYNSxY314 ¢
12UEP (UBLINy) saueLLIcpEd |
Lo} Japio pajuudald -
SUN|IE} LOREIYUSP! JuSEd |
ubisaq JaureluoyBuibeyse

1 ubisap (s JainpEenueL) [SqeT

JuSIILNSL|

Bunenyioyap sbpapnouy -
walshs 16w voneulop) -

LDNEAIDE

UGHEIIPALU }281102U) ©

1eajpun fa|qibs| Bujumpuep
aYl|e puUnos SaLUEU JIBUSC) |
2YI[E YOO| SSWEU JUBUSS) ©
PEAJOAUI JSULEISXE |

LONIUNYELWLRINIE)

(sdwnd jou) uswdinb3 :

Buipsapsealqfoueubaid

Ul PEYEDIPUIEIIION) |
SSESSIP Ul PSIEDIPUIEIIIOY) |
poo} [Brup ‘palesipuieuon) |
Brup jBrup ‘paledpuienuon) :

ABia)e Brup ‘paledIpulElUOT) ¢

asemyos Jeindwo]) ¢

Buisnjuosjieajaun

Aejdsip uasias Jeindwon)
Az 1epio Jaquasald Jeindwon
Anus ssindwon -
UOEDIUNLULION ©

cuaz [eunuss) f Buipes)
a1enbapeul

spienBajes wajshg o

fuwnxosd sBelolg 0

sjanpoud Jejuung o

BuaqeBuibeyoed 1ejwig

Aypioey sayjo Ag Buileyoeday ¢

fupoes anof g Buibeyoedsy o
sjeanazeuBuisnjuco

[BlISJEW S2USISEY O

SPLIBAQ |

PaSN SHUM JSLLI-UO !

Brup fenuuo-uop ©

Buiyae)isrenbaspeul Guuoyuop -
asleudolddeuyaieinaseu

ga1asp Buunsespy -

aauBeLEA MYy O

Buissiw ouaz Buipes o

(= Aupoeg anof) Buaqe ©

uBisap (s Ayjoe) Inod) [gqe

alenbapeuBuisnjuoa

uBisap swdinbg o

abeypoys Brug

wiaysfs vonnquisip Brug .

uoisniuod wioy sbeso( «
BuiyoeareInasEUl

UoEUaLINIo] |

panjoau a21map Buisuadsiq -

Bucum een)q ©

wied [Bwizaq ¢

lols Ucnenaen .
ayl|e punos saleu Jusuabpuelg
aYl|e yoo| salweu Jususbpuelg
aYi|e pUNOS SSLUEU puElg !

ayl|e ¥oo| salleu puelg :

S1splo jayue|g «

UEDS 0} 3In|e} ‘spooleg :

Buiwiem spulasc “spoaleg o
pajaqe|SIlL UonEdpaw ‘spoiieg o
sucnelAalqay o

1o1ls 8y} Jo (s)esnea ay) yaayn

Joua Buiquasald o
UOISSIWG ©

Bujage)siy =
Amuenbyasop Jadoidw) o

SS0p BAX] O

1npoud pandxg o
Appauoow pasedard Brug o
pnpoid pajelousia o

-1C0113 au} Jo [5)adA} a3 yoau g

awn Buoipy o
waned Buoipp o
anol Buoupy o

wuoy sbesop Buoupy, =
anbiuyos) uwpe Buoupy, o
Bnup Buciwpszucuyineun =

IpaiaA02sIp SEM H MOy ‘palinaoo lodla ayl moy ‘Yoyy3 IHL 3gidos3a

‘uoday jo a3eqg dodig jo ajeq  WLpIsay Tw/oll weneding jusnedu] plosad jo asunosg

wioj ayy jo yoeq ay) uo siola | — J Aiofiajen Joy padinbal suonuasaiul o Bulouow jo Jsiyaayd a)ajdiuon),
yieap waned ‘Ul paynsal o ‘ol 21NgUIU0D aABY AR JBUL PALINII0 JoL3 | Aobaen
H1v3d HOHN3
21| UIeIsns 0] AIBSS30aU UonuaAIalul pauinbal 1Byl paunadoe o3 «H Aobiaen
waned o wuey usueuad ‘Ul paynsal Jo ‘01 paIngLIUod aAey ABW 1BY] PALUNII0 J01IT L0 fobaen
uoneziendsoy pabuojoid 1o |eniul pausinbal
pue uaed ayp o) wiey Aelodws) ‘Ul paynsad 10 0} panguuod aaey ABW JBYL PaUNII0 10T 4 fobagen
uonuaniyul pauinbal
pue Juained ayl o1 waey Aelodwa) ‘Ul paynsal 1o 0} paInguUILod aAey AeW 1Byl PaUIN220 1043 3 fofaeqn
IWHYH Hoyu3
Ley waaaid o] uonuaalsiul palinbal lojpue Juaned au) o) wiey
ou Ul paynsal § Jeyl wuyuod o Buucyuow pasnnbal pue juaned ay} payoeal JeYl paUnide o015 (1 AoBaleq
{UoISSILIO 1O SI0119 S3PN[DUL) LWIBY 3SNed Jou pip Ing ‘uaned 2yl payseal 1Byl pauniio o3 ~ foBalen
uaned yaeal 1ou pip 11 INg paUN3J0 1013 g Aobaen
WYYH ON HOHN3
Joua asned 01 Auoeded ayl aney sJUaA2 10 S20UEISLUNDIID) v Aobayen
WYYH ON ¥OYH3 ON

quanyed s 0] waey uoe paseq Joua 3l Jo A1THIAIS 21 sequosap 1ey] Aiebaled IJNO R P=3YD

‘a4ed Juaned sjeudaoidde Buinb pue Jdola uogeapail e BuuaAcdsip Jaye 3jqissod se uoos se ajaidiuo)
_H_ pi0dY [E2IP3) _H_ 3p0D XdvVWAIW  WYO4 DNILYOdIY ALIAVS NOILVIIQIW



{900z Gy pesmsy SweN [ENdsoH)
" uDpoes BT ASy BYSEIgEN AQ SIJEISADISID JON RIODE] [EDAL Sy JO LB JoN Juswisaciduy Aenn
“1abeueLl ysu jJojeulplood sauelnsse fyjenb inof o) wnisl pue Joug
LONEIP3J, PEYIEW adoj@aus Ue Ul W) SIY} 82E]d "aued jo Ayjenb pue fajes juaned o) Bupnguiuod o) nof yuey |

shep g — | pabuojoid ‘uonezeudsoy c

pawulopsd s1s8] ansoubep syio § 4/ fel-y C [EWIUI ‘'uonEZIENdsoH O
pasealoul ; palenu Susopuow sufis [Bups, C pabueya jparenu Adessyy Brug c
aled jo |aaa| Jaybiy e o) pausjsuel ) © sisfEIQ C
pawuopsd Asbing o fuabBinspusunesnsisoubep w fejpg o

passisiuiwpe usbixg o paISiSIUILLpE Y40 ©

PSSESIIUI [ PIENIUI UONEAISS() © pawlopad uone||uquep JBIpJED) ©
passsiuiwpe 1siucbejue anoosep o ucismui Janpead poolg o
pauuopad sis9) AMojeloge] o paislSIUILIpE S10pUY C

sfep ) « pebuojoid 'uoneziendsoy o pale[uas uaned paysiqelss Aemny C
shep Q] — g pabuojoud ‘uonezijeudsoy o PaUILLSEP JOU SIED JO |3A3| i C

BuriojuoL/suoiusAIslul [EUOIIPPE YI2YD)

e SHOHYT 1 = 0 AHOOILYI HOL AIHINDIY v

aou2 siy) Juaaaid o) sabueyo waysAs Buipiefial suonsalifins Jayung

paipow Aaijed jaonaeld Buyels o 10113 [BILIUI S} SPEL oYM JEIS paLUIoju] |
pansul ainpaaoid (folod o pabueys Aenuuo
pafueya sinpsaoid ploog © pPalpow JusWUcHAUT «

loua jo Janbaied quaned paluop) o papiroad Buiien juongeanp3g o
10413 [BI{UI LI PEA|OALI JEIS PWLIOIU| O paacidw ssas0ud UOIEDIUNWWIOT |

1510112 21NN} PIOAE 0] UAYE] SUONIE Y233

(oDg-1. -ebuel) £22USLINII0 JO 1SN
dougloswn] saA o ON O payiop ueldisfyd 4 o xag :(Ajuo) sby uaned

J1N0Y “AININDIYL ‘IS0 Tumouy 4 swewu susual] QIATOANI (SINOILYIITIW

Allwe 4pusned o 1 wd
wspmsg o 1 N
1HH = : di
¥/ = : HED
yoal wueyd o ! YINATND
! 1s1aEULEY ] = ! J-Nd1
0 HO fsjes sned = . Nd'
m} [m _M_ ______.__ m} 1 ZW_
Buiyep Buuoday Buiyew Buncdsy

umouy § Y297 — HOHH3 241 DNIMYIN PUE ONITHOdT 44V1S 40 1A
9170 fAisbiung usneding o | o usneding o | wdag Asusfiswg o | Businy payg o | snoy uenedu) o
(p1914 paunbay—uwio4 Ajug eleq xiewpap uo j1ela(] uoie3o07) 10112 [BIHUl 341 }o NOLLY 0T 24! ¥22y7

Buuouuopy © Buusisiuupy o Buisuadsig o BunuswnoogBuiquasuer ] o Buiquosaig o
juslzinaodg © O3LYNIDIHO 10012 3yl aiaym JSYHd INO 243 Y2942
Aelodws] fousbe ‘uels o QU Jusned d] 558208 Op O abEelan0d 55007 1
afueys yyg o Areuneyd INoy-+7 oy O Lsop ylomiauuslsAs 1sindwos o
SEESIIU PEOPIOAS | cisplo sbusy O Jzeq “abenbue] o UDNENIS 3pa7) |
uSIRINsu BulgEls « Bunuiy 1004 O aInjiel uonENNUSE Judu) o [EUOIUN-UOL WS)SAS ‘Bpodeg |
SN0y asnewa)e ‘Dulnels - JBSUE]] JUBEd D anbneq o a[(epeEal-UoU “Spodleg |
pEausUadiaU ‘UBIS O SWESIEIIS SSIWEU JuslEd O vonenys Asusbiswg o fuissiu “spoaleg |
Suneoy ‘pels - alop O SUONIENSI] O pauulElap 10U Jo1aEe) Bunnauiuod o

110118 8L} 0} paInguod 1Bl S10108) ¥oay)



MEDMARX Menu

17

o Notices
Public/Private Notices
Messages from UNMC
Send Message to USP
o Record
New
Find and Update/Delete
Batch Release



MEDMARX Menu

o Search
By Record Number
Predefined Searches
Saved Searches
Custom Search
Graphs/Charts

18



Entering Records

o Interface Vocabulary

Picklists

Scrollable lists through which single or multiple items can
be selected

Quick Picks

Used to quickly view and select items in a picklist.
Checkboxes

Select one or more choices.
Radio buttons

Allows only one choice.
Text boxes

Allows the typing of free text. Caution Maintain Anonymity
User-Defined Fields

Enter data specific to your facility. Ex. Location of Error
Detail, Internal Control, Miscellaneous

19



Entering Records

o Select Error Category

o Enter Required Fields
Location of Error Detall is a required field

o Enter Product Information

o Enter Additional Fields

20



/" (Circumstances or *
_ events that have the _
capacity to cause error_

Did an actual
error occur?

Did the error reach
the patient? *

Did the
error contribute to or
result in patient
death?

intervention fo :
precude harm or extra Was the unuma
monitoring harmed?

equired?

id the

eITOr require an

NO

NCC MERP Index for
Categorizing Medication
Errors Algorithm

Harm

Impairment of the physical, emotional, or psychological
function or structure of the body and/or pain resulfing
therefrom.

Monitoring
To observe or record relevant physiological or
psychological signs.

Intervention
May include change in therapy or active medical/surgical
freatment.

Intervention Necessary to Sustain Life
Includes cardiovascular and respiratory support
(e.g., CPR, defibrillation, intubation, etc.)

“An error of omission does reach the patient.

(ategory D infervention necessary

o sustain life?

Wos the harm

YES

permanent?

Category H

eITor require YES
initial or prolonged

ospitalization?

(ategory F

Was the harm
temporary?

(ategory G



Record Administration

o Holding/Releasing Records

DO NOT release records to the general
database

o Locating/Updating/Deleting Held Records

o New feature under Admin

Batch Update — both held and released
records

Action taken

Location detail

22



Tips on Record Entry

o Continuous approach to data entry

o Description should cover what happened,
when, why (if known), and outcome If
applicable

o A vs B —why such a big deal?

From the patient’s perspective...
A means no error

B means error occurred but was
Intercepted...a measure of success

23



Category A Example

o Patient admitted from ER. Admitting nurse
made a new Med list from patient’s info and
med bottles, but did not compare it to the med
list in the clinic file. The meds missed from the
clinic list included Calcium w/Vitamin D, Mobic
and Effexor. Omission was picked up the next
day by the 7-3 nurse comparing all the lists.
Physician was notified, Effexor was the only one
ordered, and was covered before the daily dose
was due. Reporting nurse also noted to write
out the home med list in layperson’s language,
not abbreviations, and to omit unapproved
abbreviations e.g. “qd” as “every day”.

24



Category B Example

o Xopenex and Atrovent Neb treatment ordered g
6hr without dose/strength of Xopenex indicated.

Root cause analysis summary: Physicians often
let Pulmonary services complete the dose they
want, but this leaves open the possibility that
pharmacy might enter a different dose/strength in
the computer. If Pulmonary doesn’t clarify order
the order remains incomplete and can delay
treatment.

Action taken details: Informed staff who made the
initial error (Physician)

25



Feedback

o Suggested updates e-mailed monthly
UNMC will change severities
o Review each suggestion
o Agree?
Use Find and Update to make changes
o Disagree?
Don’t do anything — this iIs YOUR data
OR
Call or emaill to discuss

26



MEDMARX Searches
and Reports



Searches

o By Record Number

o Predefined Searches - Spreadsheets

Director’s Report
Spreadsheet for trending level of staff making

Error Outcome Category

Spreadsheet shows number and %age of errors by
severity

Product Summary Report

Spreadsheet shows products involved in errors during

specified time
28



Record # Error Category Staff type-initiated error |Medication process node Location of error

1068660

1065661

10E36E2

1068716

1069145

1062167

1065463

1065430

1069459

1069523

1070612

1070804

1070902

1072192

07 2545

&

&

Murse,

Murse,

Laboratory Personnel

Linit SecretansClerk

Murse,
Murse
Murse
Murse
Murse
Murse
Murse
Murse,
Murse,

Murse,

Registered

Registered

Registered

, Registered
, Registered
, Registered
. Registered
. Registered

, Registered

Travel
Registered

Reglsterad

Fhatmacist

Director's Report

Row(s) 1 to 50 of 2693

2693 records found matching your search criteria

Dates of error searched: 01/01/2006 - 09/30/2006

Adrninistering
Transcribing/Documenting
Administering
Transcrbing/Documenting
Transcribing/Dacumenting
Adrninistering

Dispensing

Adrninistering
Administering

Dispensing

Administering
Transcribing/Dacumenting
Adrninistering
Adrinistering

Dispensing

Mursing (Patient Care] Sunday
LInit

Mursing (Patient Care) |Sunday
LInit

Mursing (Patient Care) |Sunday
LInit

Mursing (Fatiant Care) |Sunday
Unit

Mursing (FPatient Care) Monday
Unit

Mursing (Patient Care) Monday
Unit

Long-termn care Sunday
facility

Mursing (Patient Care) Tuesday
LInit

Mursing (Fatient Care) |Monday
LInit

Pharmacy, inpatient  |Sunday

Mursing (FPatient Care] Sunday
Unit

Mursing (Patient Care) Tuesday
Unit

Mursing (Patient Care) Tuesday
Unit

Mursing (Patient Gars) | Thuraday
Ling

Pharmacy, inpatient  |Sunday

10:00

15:45

10:00

18:45

10:00

10:30

14:00

10:00

2335

0s:00

01:00

19:00

0730

0600

15:00

Day of week Time of error Contributing factor

Mang
MNone

A contributing factor not
determined

Waorkload increase
Distractions
Distractions

A contributing factor not
determined

Shift change
MNane

A contributing factor not
determined

Staffing, alternative hours
Staff, agency/temporary

Distractions; Waorkload
increase

A contributing factor not
determined

Distractions; Workload
increase

Generic name

Pantoprazole

Warfarin

Digoxin

Levatbuteral

Calcium Carbanate
Phytonadione
Isosorbide Monaonitrate
Levofloxacin
Levoflaxacin

hetoprolol Succinate
hetronidazole

Insulin, Regular, Human
Insulin Aspart Protarmine
and Insulin Aspart
Armpicilitn and Suibactanm

Dextrose 5% in Water and
Sodivr Chioride 0. 45%
ahd Potassium Chionde
20 mEgL



Error Outcome Category Report

01/01/2006 - 09/30/2006 (All Facilities' Records)

n=3347 (100%)

Error Result Of Error Number Of |% of
Category Errors Total

n=2693 (80%)

Errors that reached |Errors that reached the
patient and caused Harm or

the patient
Category C-l
n=1968 (59%)

Fatality
Category E-|
n=31 (1%)

Number Of |% of B-|Number Of (% of C-|Number Of Errors (% of E-l
Errors | Errors |

No Error

Category A |Circumstances or events that have the capacity to cause error. [654 [19.54% [Mia 472 i

Error, No Harm

Category B |An error occurred but the error did not reach the patient (An 725 21 66% (725 26 92% (A IJEA
"errar of omission” does reach the patient).

Category C |An error occurred that reached the patient but did not cause 1831 24 71% 1831 B7 99% 1831 93.04% MEA
patient harm.

Category D |An error occurred that reached the patient and required 106 307% |[106 394% (106 539%  (MAA
monitoring to confirm that it resulted in no harm to the patient
andfor required intervention to preclude harm.

Error, Harm

Category E |An error occurred that may have contributed to or resulted in |28 084% |28 104% |28 142% |28 90.32%
termporary harm to the patient and required intervention.

Category F |An error occurred that may have contributed to or resulted in |2 006% |2 007% (2 0.1% 2 545%
temporary harm to the patient and required initial or prolonged
hospitalization.

Category G |An error occurred that may have contributed to or resulted in - ||1 003% |1 0.04% (1 005% |1 323%
permanent patient harm.

Category H |An error occurred that required intervention necessary to 1] 0.0% 0 00% (0 0.0% 1] 0.0%
sustain life.

Error, Death

Category | [|An error occurred that may have contributed to or resulted in - |0 0.0% 0 00% fo 00% |0 0.0%
the patient's death.




Product Summary Report

1/1/2006 - 2/30L2006(A1 Facilities' Records)

Product Name

Number of times product selected

Diata Mot Provided 226
Potassium Chloride a7
Furosemide g1
Warfarin 78
Acetaminophen 73
Hydrocodane and Acetaminophen 73
Ipratropiurn and Albuteral 70
Ceftriaxone BB
Enoxaparin B5
Levofloxacin a7
Marphine Sulfate a6
Insulin, Regular, Human fat:
Cefazalin a2
Lorazepam 45
Albuterol 44
Oyxycodone and Acetaminophen 44
Docusate Sodiam 42
Levothyroxine 32
Metoprolol Tartrate 31
Sodium Chloride 0.9% 30
“ancarmycin 30
Metoclopramide 30
Aspirin 29
Ketorolac 29
Oxycodane 28
Metoprolol Succinate 28
Methylprednisolone Sodium Succinate 28
Prednisane 27
Pantoprazole 27
Promethazine 27
Alprazolarm 26
Sucralfate 26
Ciprofloxacin 25
Digoxin 25




Searches

o Predefined Searches - Spreadsheets

Summary Report
Spreadsheet shows severity, node, location of errors during
specified time

Top Five Types of Error Drill Down*

Spreadsheet shows top five error types and their top three causes,
contributing factors, level of staff making error, and products
iInvolved during specified time

(Hint: Split by Severity Category for a more informative report)
Top Five Generic Names Drill Down

Spreadsheet shows top five generic names and their top three

causes, contributing factors, level of staff making error, and products
invo!g\éed during specified time

*Included in quarterly report



Summary Report

Row(s) 1 to 50 of 137

Preview Record # Error category Medication process node Location of error

O

O

1065450

10752595

1075383

1051411

1082964

1036554

1090430

10935898

D

Administering

Administering

Administering

Administering

Administering

Administering

Adrministering

Aciministering

Adrministering

Administering

Adrministering

Mursing (Patient Care)
Unit

Emergency
Department

Mursing (Patient Care)
Unit

Mursing (Patient Care)
Unit
Mursing (Patient Care)
Unit

Mursing (Patient Care)
Unit
Mursing (Patient Care)
Unit

Nursing (Patient Care)
Unit

Mursing (Patient Care)
Unit
Long-termn care facility

Mursing (Patient Care)
Unit

137 records found matching your search criteria

Dates of error searched: 01/01/2006 - 09/30/2006

Click here to see the selected criteria for this report

Description of error

LEWOFLOXACIN 200MG IV GIVEN WHEMN DOSE WAS LEFT HANGING OM v
POLE IN PATIENT'S ROOM- AT APPROX 12 HOURS AFTER PREVIOUS DOSE-
PAT CRCL 20MLAMIM

Levaguin was given v instead of PO and very fast

Metformin 500my was given QID instead of TID due to time being crossed out
instead of rewritten on MAR, Error discovered when discovered at 0100 when pyxis
activity report checked. Accuchecks done every 2 hrs until 4:00 glucose level
remained stable

Lopressor 50 mg. given instead of 12.5 mg.

olurnedrol ordered v Depomedrol 80 my given medication verified with Dr but given
by wrong route. Dr did not realize Nurse was holding methelprednesilone acetate,
Depomedral is not to be given Y. Dr. ordered 80 mg to be given and the depo-
medrol was 80 mg/cc.

WISTARIL WAS GIWEN I INSTEAD OF M.

Carbidopaflevadopa CR 507200 was not given at 0200/ Pharmacy found medication
in drawer, In am pt unable to stand up straight shufles when walking Zmax assist
and walker used to ambulate. Leans to right side difficulty using right arm

Dy orcdered Lovenox Trmgrlig (3 12 Ars - Pt weghed 60 kg - Nursing gave pt 80rng
dose - discovered error when checliing orders the next morning - calcuwlated new
dose (Glmgl and a new timing wia kinetics

The patient's 02 sat was noted to be 79%, The 02 extension tubing was
connected to the O2 regulator but was not on the patient. The patient's nasal
cannula was connected to the 3WN treatment connection. The design of the
bedside equipment is very similar.

med changed, dc'd med card not returned to pharmacy, also was not marked as
dfc'd on MAR. Pt was given both old and new meds ( beta blockers) on that day

Raoxinol ardered, given by RN, allergy to Marphine discovered approximatelly 30
minutes after administration

Search Category: Error Categories D-I, Sorted by Medication Process Node and Error Category

Generic name
Levofloxacin

Levofloxacin

tdetformin

Metoprolol Tartrate
Methylprednisolone
Acetate

Hydroxyzine Parmoate

Carbidopa and Levodopa

Encxaparin

Oxygen

Metoprolol Succinate

Maorphine Sulfate



Type Of Error

Ormission error

(B78) 7

Improper dosedguantity

(B0B]

Eutra dose
(555)

Unauthorizedfwrong
drug
B2

YWrong time
(351

Top Five Types of Error Drilldown

Top 3 Causes Top 3 Contributing Factors

Performance (hurnan) deficit (257) A contributing factor not
Procedurefprotocal not followed (250) determined (354)

Transcription Distractions (137)
inaccuratefomitted (170) Mane (115)
Performance (hurman) deficit (202) A contributing factor not
Transcription determined (301)
inaccuratefomitted (153) Does not apply (180)

Proceduredpratocal not fallowed (152) | Mane (25)

Documentation (321) Does not apply (331)

Procedureprotocal not followed ([B0) | A contributing factor not

Perfarmance (human) deficit (59 determined (105)
Distractions (30)

FPerfarmance (human) deficit (143) A contributing factor not
Procedure/pratocal not followed {121) |determined (225)
Documentation (B3) Mane (B1)

YWarkload increase (55)

Perfarmance (human) deficit (105) A contributing factor not

Transcription inaccuratefamitted (79 |determined (110)

Procedure/protocal not followed (BB) | Does not apply (55)
Mone (51)

Mote: denotes number of selections

Click here to see the selected criteria for this report

Top 3 Level of Staff, Made Top 3 Generic Names
Murse, Registered (496) Potassium Chloride (33)
Murse, Licensed Ipratropium and Albuteral (32)
PracticalMocational (176) Warfarin (27)

Pharrmacist (459)

Murse, Registered (292) Data Mot Provided (113)
Does Mat Apply (180) Acetarninophen [21)
Pharmacist ([B0) Marphine Sulfate (21)

Does Mat Apply (331) Data Mot Provided (45)
Murse, Registered (122) Ipratropium and Albuterol (37)

Murse, Licensed Practical™ocational (33) | Furosemide (13)

Murse, Registered (243) Data Mot Provided (28)

Does Mat Apply (54) Ipratropium and Albuterol (23)

Murse, Licensed Practical™ocational (50) | Hydrocodone and
Acetaminophen (23)

Murse, Hegistered (180) Data Mot Provided (25)
Murse, Licensed Practical®ocational (58] | Levofloxacin (15)
Does Mot Apply (55) Furosemide (12)



Generic Name
Data Mot Provided
(226)”

Potassium Chloride

(58]

Furnsemide

(E0)

YWarfarin
)

Acetaminophen

(73)

Top 3 Causes

Docurmentation (71)
Transcription inaccurate/omitted (45)
Procedure/protocal not followed (41)

Ferformance (human) deficit (21)
Procedure/protocal not followed (200
Transcription inaccuratefomitted (15)

Procedure/protocal not followed (15)
Transcription inaccuratefomitted (13)
Performance (human) deficit (12)

Procedure/protocal not followed (28)
Documentation (15)
Transcription inaccuratefomitted (13)

Documentation (21)
Procedure/protocal not followed (18)
Ferformance (human) deficit (18]

Mote:  denotes number of selections

Top Five Generic Names Drilldown

Top 3 Contributing Factors
Does naot apply (226)

A contributing factor not determined (27)
Mo 24-hour pharmacy (13)
Distractions (10}

A contributing factor not determined (23)
Distractions (12)
Does not apply (10)

A contributing factor not determined (33)
YWorkload increasze (3)
Distractions (8)

A contributing factor not determined (28)
YWarkload increase (11)
Does not apply (10)

Click here to see the selected criteria for this report

Top 3 Level of Staff, Made
Does Mot Apply (226)

Murse, Registered (48]
Murse, Licensed Practical®/ocational (11)
Does Mot Apply (7

Murse, Registered (49
Murse, Licensed Practical®ocational (12)
Does Mot Apply (10)

Murse, Registered (33)
Murse, Licensed Practical®ocational (12)
Pharmacist (7)

Murse, Registered (33)
Does Mot Apply (10)
Murse, Licensed Practical®/ocational ()

Top 3 Types

Impraper dosefquantity (113)
Extra dose (45)
Unautharizedfwrang drug (28)

Omission error (33)
Impraper dosefquantity (200
Unauthorizedfwrong drug (3)

Omission error (26)
Extra dose (19)
YWrang time (12)

Omissian errar (27)
Improper dosefquantity (18)
Extra dose (13)

Impraper dosefquantity (21)
Extra dose (14)
Omission error (12)



Searches

o Predefined Searches - Graphs
Top Generic Names

op Therapeutic Classes

op Types of Error

op Causes of Error*

36
*Included in quarterly report



MEDMARX Top Ganeric Names chart
from 1/1/2006 to 9/30/2006 {all facilities) {(Number of Facilities = 40)
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MEDMARX Top Therapeutic Classas chart
from 17172006 to 9/30/2006 {all facilitias) (Number of Facilities = 40)
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Capyright 2006 The United States Pharmacopeial Sonvention, Inc. All Rights Reserved.
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MEDMARX Top Error Type chart
from 11/2006 to 9/30/20046 {all facilities) {Number of Facilitias = 40)
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MEDMARX Top Error Cause chart
from 11/2006 to 9/30/2006 {all facilitias) {Number of Facilities = 44)
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Capyright & 2004 The United States Pharmacopeial Sanventian, Inc. All Rights Resernred.
MEDMARY version 4.5 is to be usad salaly as part of Licenses's internal quality improvement process.
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Searches

o Predefined Searches — Graphic Trending

Cause of error
Day of week
Medication process node
Staff-type initiated error
Type of error
Generic name

Caution: May not be useful!

41
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MEDMARX Graphic Tranding chart basad on Causea of Error
from 17172006 to 9/30/2006 {all facilitias)
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Searches

o Spreadsheet Tally by Month, Quarter, Year
Date of Error
Error Category
Desired Field (Type, Cause, Node, Location)

o Total Number of Reports over time

43



Spreadsheet Tally

Medication process node

01/01/2006 to 09/30/2006 (Quarterly)

Medication process node Qtr 1 2006
Administering 591

Diata not provided 0

Qizpensing 119

Dioes not apply 0

Manitaring 4
Frescribing 33
Frocurement )
Transcribing/Dacumenting 184

Criteria: Severity Categories C-|

Click here to see the selected criteria for this report

Qtr 2 2006 Qtr 3 2006

a5 125
0 0
g9 25
0 0
10

43 26
3 0
179 26

Total
1221

0

233

0

15

102

o4



Custom Searches

Search --= Custom Search --= Select Facilty Type --= Search Criteria Select ATOP

¥YEHOTTOM

Custom Search

Please indicate the fields below you want searched or displayed in your
custom report table. Each field that you check will appear on the next
page and you will be able to search this field and indicate whether you

want this field to be displayed.
Fequired Fields

[J Error category

[J Date of errar

[ Description of errar

[J Cause of errar

[J Medication process node
[J Location of errar

[ Errar result on level of care
Additional Fields

[J Brand name

[J Therapeutic classification
[J Strength-Concentration
[J Dosage form

[ Size of container

[J Time of error

[J Source of order

[ Staff type-perpetuated errar
[J Action taken

[J Gender

Facility Profile

[ Type of facility

[ Saurce of records

[ Date record was entered
] Type of errar

[ Cantributing factor

[ Staff type-initiated errar
[0 Generic Marme

[ Patient age

[ tanufacturer

[] Raute of administration

[ Labeler

] Type of cantainer

[ Mumber Of Oceurrences

[ Day of week

[ Root cause analysis summary
[ Stafftype-discoverad error

[0 Action taken detail

[ Histarical Qther

[1 Bed size

|

Reset Above Fields




Custom Search

Example: Location of Error Detalil not selected

Custom Search Results
Row(s) 1 to 50 of 101
101 records found matching your search criteria

Dates of error searched: 07/01/2006 - 09/30/2006

Record # Source of records Location of error Location of error detail
1940929 Cutpationt Ermergency Depatment

TIG56FT fnpationt Mursing (Patient Cara) Uinit

TIG5933 fnpatiant Mursing (Patient Cara) Linit

TIG7I7G fnpatient Laboy Delivany

TT167979 fnpatient Labor Deliveny

166575 Cutpationt Mursing (Patient Cara) Uinit surgical senices
TTE6629 Clutpationt Mursing (Patient Cara)l Uini sklliad nursing
193343 Cutpationt Mursing (Patient Cara)l Uinit skilled nursing
193373 Cutpationt Mursing (Patient Gara) Uinit skilled nursing
205379 Clutpationt Mursing (Patient Cara)l Uinit sklied nursing
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Custom Search

o Results from custom searches can be used
for Batch Updates — Location Detall and
Actions Taken

o Save your custom search for next time

o Try it now!
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Quarterly Reports

o Error Severity Over Time — Line Chart

o Percent of Errors by Severity — Stacked Bar

o Percent of Errors by Process Node — Pie Chart
o Error Type by Severity — Stacked Bar

o Top Five Types of Error Drilldown -
Spreadsheet

o Actions Taken Worksheet
o Actions Taken by Severity*
o Top auses of Error




e © = | Error Severity Over Time
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Percent of Errors by Severity

% of Errors By Severity
October 2005 - September 2006
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Percent of Errors by Process

Node

51

% of Errors (B-l) by Process Node
October 2005 - September 2006

Transcribing Dispensing,
/Documentin 537, 14%
g, 1102,
28%
Prescribing,
335, 8%
Procurement
, 23, 1%
Monitoring,
25, 1%
Administerin
g, 1930,
48%




Error Type by Severity

AmEB CmuD mE-

Error Type by Severity
October 2005 - September 2006

i
&
&4
-+
43
)
Ky
-
gr

19

n
341

-
204
2a
558

1049
j 257

1400

1200

1000

T T 1

o © ©o ©o o
o O O o

0 © < «

SI04Ig JO #

= 1onpoud parelolisiag

@ 1onpoud pasudx3

anbiuyoa;
uonesiuipe
Buoim

Apoaltioou

paJtedaud Bnuqg

Bulagrelsin

a1noJ BUuoIpn

w.oj abesop Buoipn

juaned Buoipn

lo.ia Buiguosald

awin Buoupn

Bnip
Buoimypaziioyineun

2s0p enx3

Amuenb/asop
Jadoidw

10119 uoIssiWQO

52



Top five types of error drilldown A-B

Top Five Types of Error
Drilldown

Type Of Error

Top 3 Causes

Top 3 Contributing Factors

Top 3 Level of Staff, Made

Top 3 Generic Names

Extra dose (653) *

Documentation (493)
Procedure/protocol not
followed (73)
Transcription
inaccurate/omitted (45)

Does not apply (558)

A contributing factor not
determined (42)
Workload increase (16)

Does Not Apply (558)
Nurse, Registered (36)
Nursing Personnel, non-
specific (13)

Data Not Provided (75)
Ipratropium and
Albuterol (39)
Acetaminophen (22)

Improper dose/quantity (586)

Documentation (169)
Transcription
inaccurate/omitted (158)
Procedure/protocol not
followed (85)

Does not apply (257)

A contributing factor not
determined (161)

None (49)

Does Not Apply (257)
Nurse, Registered (106)
Pharmacist (66)

Data Not Provided
(149)
Acetaminophen (24)
Ipratropium and
Albuterol (20)

Unauthorized/wrong drug (274)

Documentation (69)
Transcription
inaccurate/omitted (59)
Procedure/protocol not
followed (52)

A contributing factor not
determined (90)

Does not apply (79)
Workload increase (42)

Does Not Apply (79)
Nurse, Registered (78)
Pharmacist (34)

Data Not Provided (41)
Ipratropium and
Albuterol (17)
Hydrocodone and
Acetaminophen (9)

Omission error (216)

Transcription
inaccurate/omitted (60)

Drug distribution system (47)
Documentation (42)

A contributing factor not
determined (83)

No 24-hour pharmacy (43)
None (32)

Nurse, Registered (97)
Pharmacist (33)

Nurse, Licensed
Practical/Vocational (20)

Ipratropium and
Albuterol (20)
Potassium Chloride
(12)

Ceftriaxone (12)

Prescribing error (180)

Documentation (32)
Written order (32)
Transcription
inaccurate/omitted (23)

A contributing factor not
determined (65)

Does not apply (49)
Workload increase (27)

Physician (96)
Does Not Apply (49)
Nurse, Registered (19)

Data Not Provided (23)
Acetaminophen (10)
Hydrocodone and
Acetaminophen (10)
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® © © | Top Causes of Error

Top Causes (All Error Severities)

October 2005 - September 2006
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Actions Taken Worksheet

Action Taken Spreadsheet
All CAHSs, 07/01/2006 - 09/30/2006, Error categories D-I

Record # |Error Date Description of error Type of error |Cause of error Action taken Action taken detail
category
1162941 (D 07/03/2006 |order given for dobutamine stress test Unauthorized/ |Communication; Policy/Procedure
which was not done due to being unable |wrong drug Preprinted medication|changed
to view cardiac images on echo. test was order form; Written
changed to nuclear stress test by order
physician. Meanwhile patient was take
bac to ICU and returened after nuclear
trace dose obtained. physician order was
added to existing signed order and
subsequently missed. dobutamine nuclear
stree test performed insted of adenosine
stress test.
1163659 (G 07/06/2006 |pyxis malfunction, RN did not call in Omission Dispensing device Education/Training [RN will be counseled
pharmacist to correct problem, did not error involved provided
gove 0600 med.
1171237 |F 07/13/2006 |Doctor ordered Hydroxyzine 100mg IV, |Wrong route [Knowledge deficit Communication Discussed with MD,

nurse gave med as ordered, med error
route error. Explained to patient after med
given, used to be given IV years ago.
Explained to patient what side effects
could occur. IV NS 1000ml given at
Poison Control recommendation.

process enhanced;
Education/Training
provided; Informed
patient's physician;
Informed
patient/caregiver of
medication error;
Informed staff who
made the initial
error; Informed staff
who was also
involved in error

Nurse, Patient and
patient family. Will
discuss at NDMD.
Procedure in place to
check med as it
states on vial for IM
use only. Reinforce
following procedure.
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Actions Taken by Severity

OoC-D mE-|

mA-B

Actions Taken By Error Severity

3rd Quarter 2006
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Questions

MEDMARX Technical Assistance
mrxsupport@usp.orq
1-301-816-8561

Katherine Jones
kijonesi@unmc.edu
402-559-8913

Anne Skinner
askinner@unmc.edu
402-559-8221
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