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Risks in Infuison Therapy
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DERS / Smart Pumps ?

Drug Error Reduction Systems (also referred to as Drug Library)
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lUnder-dose

Prevents over and under-dose by limiting infusion range for each drug type / concentration

Has the ability to use weight based dose calculations

Records every hard and soft limit event, to allow optimisation of drug limits and training

A ‘Smart Pump’ is a pump which contains DERS

NHS. ;
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Where Medication Errors Occur

Start of infusion

Physician Pharmacy Point of Care
il a Transcribing 12% 0
Prescribing 39% Compounding 11% Administering 38%

Medication errors at administration stage account for:

34% of adverse events (Bates et al 1995)
38% of adverse events (Kohn 1999, Rodriguez, 2011)
42% of adverse events (NPSA 2010)

138,117 Medication errors were reported to NHS NRLS in one

(April 12-March 13)

NHS. .
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Analysis
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Table 2 - Distribution, frequency and magniiude of dose rates attempted to be set abowe the predefined upper hard limit.
N indicates the number of times an infusion was intended to be started above the upper hard limit. The intervals
associated with the color gradation indicate the magnitude the intended rate exceeded the hard limit. The darker the

color is the greater the gap between the value entered and the upper hard limit.

Drug

Dose rate upper hard limit

N

>1-1.5 =152

=5-10

>10-50 =50-100 =100

Pumps
A Retrospecti

Pumps on Sa
in Germany

Marc fﬂ*.'.-'-fr'r.!_tl.l Fel

Acetaminophen <60 kg
Acetylcysteine

Amikacin < 10kg

Amikacin FR < 10kg
Amiodarone LOAD < 60kg
Amiodarone CI 6 mg/'ml
Amoxicillin/clavulanate 0-40kg
Ampicilin > 10kg
Antithormbin II
Dexketoprophen < 25 kg
Dexketoprophen = 25-50 kg
Dopamine 2 mg/ml
Epinephrine 0.04 mg/'ml
Epinephrine 0.06 mg/'ml
Heparin

Metamizole LOAD < 10 kg
Metamizole CI < 20kg
Metamizole CI>20-50kg
Mg sulfate LOAD > 10-40kg
Midazolam concentrated
Milrinone 0.2 mg/ml
Milrinone 0.4 mg/ml
Omeprazole <40 kg
Piperacillin/tazobactam < 40 kg
Potassium chloride < 20kg
Propofol

Ranitidina

Remifentanil 0.2 mg/ml
Remifentanil 0.1 mg/ml
Sulphamethoxazole/trimethoprim < 30 kg
Teicoplanin = 5kg
Terlipressin LOAD
Vancomycin Cl <65 kg

All drugs
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CI, continuous infusion; FR, fluid restriction; Mg, magnesium.
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Medication errors - you don't know what you

don't know

Thomas Ague

EPh MPM

Executive Vice President/COD
Richard Schaeffer

Vice President/Cl1O

=t Clair Hospital

Pittsburgh, PA

UsA

E:Tom. Ague@stclair.org

We thouaht we were pretty aood. averaae at worst. S5t Clair Hospital is

All Studies show significant improvements in Patient Safety
through the introduction of DERS

n Marc . we implemented a ive-nghts medicanon vermcation
system in our hospital using barcodes on medications, patient
wristbands and the nurse's identification badges. The system, called
Veriscan (by Sculptor Technologies), enabled the nurse to perform the
five rights of medication administration. We implemented VeriScan
across all 16 of our nursing units over the next eight months and then
tabulated the results to examine where emors were being prevented
and how to improve the process. Table 1 presenis the resulis of three
studies that were performed and identifies the frequency of ermrors that
were caught and prevented. Instead of the 600 medication errors per

year, we were_preventing over 5,000 medication errors per year.
http://www.hospitalpharmacyeurope.com/featured-articles/medication-errors-you-dont-know-what-you-dont-know
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NHS Commissioning Board

-~

MRSA

Patient safety incidents reported —

Safety incidents involving _|
serious harm or death

Incidence of hospital related VTE Hospital deaths attributable |
o 1n care

Incidence of HCAI

C. diff

o

"Domain 5 - Treating and
caring for people in a safe
environment and

protecting them from

Reducing the incidence of
avoidable harm

Incidence of newly acquired

Incidence of medication . avoidable harm
errors causing serious harm b
Improving the safety of
Admission of full-term babies maternity senvices
to neonatal care
Delivering safe care to children
Incidence of harm to children in acute settings
due to"failure to monitor
NHS outcomes
GP senvices | framework 2013/14
GP out-of-hours sevices | Patient experience of primary care — v
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MHRA Patient Safety Alert

20 March 2014 — Patient Safety Alert issued

#: MHRA NHS

England

Patient Stage Three: Directive
f Improving medication
Sa ety error incident reporting

Alert | and learning
20 March 2014

Alert reference number: NHS/PSA/D/2014/005 Alert stage: Three - Directive

http://www.england.nhs.uk/wp-content/uploads/2014/03/psa-med-error.pdf

Patient Safety | Domain 5
'Al ; N E i www.england.nhs.uk/patientsafety a
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MHRA Patient Safety Alert
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Actions (Target date for completion 19 September 2014)

All large* healthcare providers
including NHS Trusts, community
pharmacy multiples, home
healthcare companies and those
in the independent sector should:

identify a board level director

(medical or nursing supported by the
chief pharmacist) or in community
pharmacy and home health care, the
superintendent pharmacist, to have the
responsibility to oversee medication
error incident reporting and learning;

identify a Medication Safety Officer
(MSO) and email their contact details
to the Central Alerting System (CAS)
team. This person will be a member
of a new National Medication Safety

Network, support local medication

error reporting and learning and act as
the main contact for NHS England and
MHRA; and,

identify an existing or new multi-
professional group to regularly review
medication error incident reports,
improve reporting and learning and
take local action to improve medication
safety.

Small* healthcare providers
including general practices,
dental practices, community
pharmacies and those in the
independent sector should:

continue to report medication
error incidents to the NRLS
using the e-form on the NRLS
website, or other methods and
take action to improve reporting
and medication safety locally,
supported by medication safety
champions in local professional
committees, networks, multi-
professional groups and
commissioners.

Healthcare commissioners
including Area Teams, and
Clinical Commissioning Groups
are invited to:

identify a MSO and emall their
contact details to the CAS team.
This person will be a member of
the National Medication Safety
network, support reporting and
learning and take local actions

to improve medication safety.
The MSO can also use learning
to influence policy, planning
and commissioning as part

of clinical governance in the
commissioning organisation;

and,
& regularly review information

from the NRLS and the MHRA
to support improvements

in reporting and learning

and to take local action to
improve medication safety. This
should done by working with
medication safety champions in
local professional committees
and networks, and with a new
or existing multi-professional

group.
Supporting information

*More detailed information to support
the implementation of this guidance is
available at:
www.england.nhs_uk/patientsafety/PSA

NHS.
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www.england.nhs.uk/patientsafety




" J www.GBME co.uk
NHS 6000 Lives Campaign

20 March 2014 — Follow up campaign by Health Secretary

NHS Trusts should draw up plans to halve ‘avoidable harm’ such as medication errors by 2016

Stop a third of preventable death’s = 6,000 lives saved

‘Sign up to Safety’ campaign => Reduction in NHSLA premiums for trusts which take action

NHS would be recruiting 5,000 safety champions

NHS urged to halve serious mistakes and
save 6,000 lives

By Nick Triggle

Health correspondent, BBC News

http://www.bbc.co.uk/news/health-26739490

Jeremy Hunt: "We can turn the NHS into the safest healthcare system in the world”™

'A'/.m 10



Barriers to DERS / Smart Pumps?

« Smart pumps have been widely available in the UK since 2005

www.ebme,co_uk

» Most UK hospitals already have Smart Pumps but don’t utilise the technology

Historical Barriers

* Logistics

When changes are made to a drug library all pumps in a hospital have to be
physically located and manually upgraded

» Creation of Drug List

Creating the initial drug list is a significant amount of work for the hospital

NHS.
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Management and Review of DERS
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Management and Review of DERS

Prevent Medication Errors

Review Compliance Upload Drug Libraries

Management and review of DERS can be undertaken in real-time
over hospital IT network

'A'/.m 13
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Other Benefits of WiFi

B BRAUN SpaceOneView ) \ }
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Pump Configuration
(Config. and Disposables)

PPM Compliance

Remote alarm
monitoring
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Creation of Drug Library

Drug Library is a controlled record, with a formal release process

It is ‘owned’ and signed off by the hospital Pharmacist

Removal of ‘Barriers’
 Much work has been done to standardise concentrations
« Companies can provide standard drug templates

» Companies can write Drug Libraries
(once hospital has agreed concentrations etc..)

It is vital to have the support of Senior Pharmacists

'A”.Ei 15
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Funding

Check to see if you have DERS as standard......

NHS ‘Sign up to Safety’ campaign
Reduction in NHSLA premiums for trusts which take action

NHS Technology Fund
Has successfully been used to fund DERS and WiFi

The Safer Hospitals, Safer Wards
Technology Fund

In May 2013, the Secretary of State for Health and Professor Sir Bruce Keogh, Medical
Director of NHS England, launched the £260 million Safer Hospitals, Safer Wards
Technology Fund. In September, this was followed by the announcement of an
additional £250m to be added to the fund — increasing its total value to over £500m.

'Alllpi 16
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Summary

DERS saves lives !!

Reducing Medication Errors is one of the top level NHS objectives

If it is already in your devices implement it !!

Benefit from central funding and improved NHSLA insurance premiums

Ensure provision and implementation of DERS is a mandatory part
of any future purchase

 Utilise new technology and support from companies

Patient Safety | Domain 5
www.england.nhs.uk/patientsafety
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