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Despite technology, verbal orders persist, read back
is not widespread, and errors continue

In January 2017, we invited readers of our acute care, community/ambulatory
care, long-term care, and nursing newsletters to complete an online survey
to learn about the use of verbal orders that are spoken aloud (face-to-face),
provided via telephone, or left on voicemail.The survey directed respondents

to exclude verbal orders that occurred during order clarifications. We sin-
cerely thank the 1,622 nurses (75%), pharmacists (23%), and other practi-

tioners (2%) who completed the survey! Most respondents practice in a wide variety of
hospital settings (87%), including medical/surgical units (31%), intensive care units (21%),
inpatient pharmacies (18%), emergency departments (15%), procedural areas (14%),
telemetry units (13%), and obstetrical units (7%). The remaining respondents practice in

Table 1. Medication classes received as verbal orders

Percent (%)

Medication class reporting

verbal orders

Analgesics (controlled substances) 67
Agents to control blood pressure 59
Fluids for hydration 59
Analgesics (non-controlled substances) 55
Antiemetics 54
Anti-infectives 40
Antipsychotics, anxiolytics, sleep agents 38
Electrolytes 34
Gastrointestinal agents 31
Respiratory agents 30
Emergency drugs 29
Anticoagulants 28
Antidiabetic agents 28
Other controlled substances (not analgesics) 13
Anticoagulation reversal agents 10
Other medication classes 9
Oncologic agents/chemotherapy 2

ambulatory clinics (6%), long-term
care facilities (2%), community phar-
macies (2%), or other facilities (3%).

ISMP conducted this survey to gain
insight into the current use of verbal
orders in today’s healthcare environ-
ment given the increased use of com-
puterized prescriber order entry and
electronic prescribing, which have the
potential to reduce errors resulting
from unclear handwritten and verbal
orders.The survey results suggest that
verbal orders are still used, and that
the critical safeguard of reading back
verbal orders for verification is limited.
The potential for verbal orders to be
misunderstood, misheard, or tran-
scribed incorrectly makes them error
prone, particularly given different ac-
cents, dialects, and drug name pro-
nunciations by the prescriber and re-
cipient of the order. Add in sound-alike
drug names and dosing numerals
(e.g., 50 vs. 15), background noise and

disruptions, and the failure to seek verification, it is not surprising that errors with verbal
orders continue to be reported. Further details about the survey results follow.

(Survey Results

)

Methods used to communicate verbal orders. Most respondents reported receiving
verbal orders during the past year via telephone (85%) and spoken face-to-face
(74%). While only 4% of nurses and pharmacists reported receiving verbal orders
left on voicemail, such occurrences were reported in both hospital pharmacies and patient

continued on page 2—Verbal orders >

ISMP Releases Guidelines on
Safe Subcutaneous Insulin Use

F or years, insulin has been shown
to be associated with more med-
ication error-related harm than any
other drug.The new ISMP Guidelines
for Optimizing Safe Subcutaneous In-
sulin Use in Adults are designed to
help healthcare practitioners prevent
errors and improve outcomes for pa-
tients with diabetes who use insulin.
The guidelines provide recommen-
dations for avoiding errors and at-risk
behaviors involving subcutaneous in-
sulin across the entire medication-
use process, including prescribing,
preparation, administration, monitor-
ing, and patient education.The docu-
ment also addresses evolving prac-
tices, devices, and technologies that
aim to enhance the safety of insulin
use, such as with concentrated insulin
and insulin pen devices. For a copy,
visit: www.ismp.org/sc?id=2917.

rSAFET Y briefs ——

VinCRIStine extravasation unlikely

warner With minibags. Twelve months of data col-

lected at The Johns Hopkins Hospital found
zero cases of extravasation among more than
1,300 minibag administrations of intravenous
(IV)vinCRIStine after a recent change from ad-
ministering the drug from a syringe. These re-
sults were recently presented atthe Oncology
Nursing Society (ONS) 42 Annual Congress
(wwwiismp.org/sc?id=2921). ISMP Targeted
Medication Safety Best Practice #1 calls
for dilution of IV vinCRIStine in a minibag
rather than dispensing and administering
the drug in a syringe. This reduces the risk
of an accidental mix-up with intrathecal
medications, which are given via a syringe.

continued on page 2—SAFETY briefs >




ISMP). Acute Care ISMPMedication SafetyAlert]’
T

May 18, 2017 = Volume 22 Issue 10

> Verbal orders—continued from page 1

care units, particularly medical/surgical units, emergency departments, intensive care
units, and telemetry units. In community pharmacies, telephone (96%) and voicemail
(79%) were the primary modes of communicating verbal orders.

Frequency of verbal orders. For more than a quarter of respondents, at least 1 in
every 4 orders is received verbally. AlImost 12% of respondents indicated they received
more than half of all orders during the past year as verbal orders, and another 14% re-
ported receiving 26% to 50% of all orders as verbal orders. For most of the remaining re-
spondents, verbal orders were received but less frequently —between 6-25% of all orders
for 33% of respondents, and between 1-5% of all orders for 40% of respondents. Only 1%
of all respondents told us they had not received any verbal orders in the past year.

Read back verbal orders. The Joint Commission (TJC) includes a requirement under
the Provision of Care, Treatment, and Services (PC 02.01.03, EP 20) for the receiver of a
verbal order to record it and read (not repeat) it back to the prescriber.This helps assure
that one has not only heard an order correctly but also transcribed it accurately. Never-
theless, nearly half (45%) of all respondents who reported receiving telephone or spoken
orders told us they do this less than 50% of the time. In fact, 16% of respondents said
they read back verbal orders only 1-5% of the time, and 9% indicated they never carry out
this important verification process. A few respondents commented that their organizations

Table 2. Examples of errors related to verbal orders continued on page 3—Verbal orders >

Error type Description of error

A verbal order was given to hold an antihypertensive medication if the patient’s blood
pressure was less than a specific reading. When transcribed, the symbol for “greater
than,” not “less than,” was used. The error was corrected before reaching the patient.

A prescriber called in an order for a one-time LORazepam dose for an agitated,
anxious patient. The nurse entered the drug into the computer as “q4h PRN,” which
was the default frequency, instead of as a one-time dose. The patient became over-

Transcription sedated after receiving multiple doses.

errors

A physician gave a verbal order to a pharmacist for ZOSYN (piperacillin-tazobactam)
300 mg/kg/day in divided doses every 6 hours. The pharmacist entered the order as
300 mg/kg/dose géh.

A prescriber verbally ordered 0.2 mg of oral morphine solution for a newborn with
withdrawal symptoms. The nurse transcribed the order as 0.2 mg/kg. The pharmacy
clarified the dose with the prescriber, and it was corrected.

A consultant recommended fluvoxaMINE, but the resident misheard the drug name
as FLUoxetine.

X A telephone order for propafenone was mistaken as propranolol.
Misheard sound-

alike drug names

An emergency department physician verbally ordered “KENALOG" (triamcinolone
acetonide), but the nurse misheard the drug as ketamine and handed the vial to the
physician. The physician drew up the medication and administered it.

A nurse misheard a verbal physician’s order for HYDROmorphone as morphine.

A physician verbally ordered “100 mg of TORADOL" (ketorolac) when he meant to
say “traMADol.”

“50" mg was misheard as “15" mg.

Prescriber confusion

Misheard dose

During an emergency at the bedside, a prescriber asked for “10” of diazePAM, but

] G the nurse prepared 10 mL (5 mg/mL), not the intended 10 mg.

A nurse misheard a verbal order for temazepam “ghs” PRN for sleep as “q8h” and
entered the order into the computer. A pharmacist called the physician to clarify the
order, and the physician corrected the frequency to every night at bedtime as needed.

Misheard frequency

Subcutaneous EPINEPHrine was prescribed. The route was misunderstood, and

Route confusion the drug was administered by the IV route.

> SAFETY briefs contdfrom page 1
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Such a mix-up has been uniformly fatal.
Still, it has been difficult to make this
change at some locations, because nurses
are so used to administering vesicants—
other than continuous infusions—as an IV
push through the side port of a free-flowing
IV line. Per the presenters, one barrier to
standardizing vinCRIStine administration in
minibags is the fact that some nurses be-
lieve the risk of extravasation is higher than
when manually pushing the agent through
the IV line. Other barriers noted by the re-
searchersincluded a lack of understanding
of the risk of death associated with central
nervous system administration of vin-
CRIStine, as well as an insufficient under-
standing of how to properly administer
vinca alkaloids via a minibag. Hopefully this
new data will help convince hospitals that
have yet to make the switch to minibags
for vinCRIStine. Infusion from a minibag is
also supported by The Joint Commission,
the World Health Organization, the Oncol-
ogy Nursing Society, and the National Com-
prehensive Cancer Network.

ECRI Institute calls for ENFit imple-
mentation. An extensive review of the
use of ENFit connectors by ECRI Institute,
an ISMP safety partner, includes a rec-
ommendation that calls for healthcare fa-
cilities to move to the new system as soon
as practical—ideally, by the end of 2017.
ISMP has also been an outspoken advo-
cate for this change. The call to action
(summarized here: www.ismp.org/sc?
id=2922) appeared in an ECRI subscription
publication that many hospital bioengi-
neering departments receive (ECRI Insti-
tute. Implementing the ENFit initiative for
preventing enteral tubing misconnections.
Health Devices. 2017 Mar 29). ECRI Institute
noted thatthe use of ENFit connectors will
standardize the connection between all
enteral devices in a female-to-male orien-
tation, helping to ensure that enteral con-
nectors will fit only with each other, and
not with other connector types such as
vascular lines that have Luer connectors.
ECRI Institute also stated that, “although
the ENFit design has received some pub-
licity, many hospitals and clinicians that

continued on page 3—SAFETY briefs >
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require practitioners receiving verbal orders to repeat back, rather than read back, verbal
orders, or that no distinction has been made between repeat back and read back. Others
indicated that verbal orders are first written on scrap paper and read back, but then later
transcribed or entered into the patient’s actual medical record.

Classes of medications. Respondents also identified medication classes for which
they have received verbal orders in the past year (Table 1, page 1), some of which are
high-alert medications. Analgesics, agents used to control blood pressure, fluids for hy-
dration, and antiemetics were reported by more than half of the respondents. Despite
being highly discouraged by ISMP, 2% of respondents reported receiving verbal orders
for oncologic agents/chemotherapy in the past year.

Medication errors. Fourteen percent of respondents were aware of an error that
occurred in the past year due to mishearing, misunderstanding, or incorrectly transcribing
verbal orders. No trend emerged regarding the type of pharmacy or patient care unit
where the errors occurred. Selected examples of the 211 errors reported by respondents
are described in Table 2 (page 2).

(Recommendations )

Because there are situations in which verbal orders are unavoidable during emergencies
or sterile procedures, consider the following recommendations to reduce the risk of an
error.

Organizational Policies and Procedures

Prohibit verbal orders for chemotherapy. Do not allow verbal orders for chemother-
apy except to hold or discontinue it. These medications are not administered in emergent
situations, and the dosing regimens are often complex.

Limit verbal orders. Limit verbal orders to true emergencies or circumstances in which
the prescriber is physically unable to electronically transmit, write, or fax orders (e.g.,
working in a sterile field). For example, except in emergent situations, do not allow verbal
orders for entire order sets when admitting or discharging patients or during medication
reconciliation when prescribing medications. Do not allow verbal orders for convenience
or as a means of circumventing an electronic prescribing system.

Limit to formulary drugs. If verbal orders are necessary, only allow them for items on
formulary because the names and dosages of drugs unfamiliar to practitioners are more
likely to be misheard.

Define the process. Define the prohibitions and limitations on verbal orders and when
they are acceptable; a mechanism to establish the identity and authority of the prescriber;
elements of a complete verbal order; and the requirements for clear communication of
verbal orders, direct transcription into the medical record or onto a prescription pad, and
the readback process for verification.

Prescribers and Receivers
Clarify all communications. Avoid all drug name abbreviations and error-prone dose,
route, or frequency abbreviations (e.g., U, IU, SC, QD). Spell out drug names, and for
sound-alike drug name pairs, use a phonetic alphabet (e.g., “T” as in “Tango,” “C” as in
“Charlie”). Communicate each single dose, not a total daily dose, and pronounce each
digit of a number separately (e.g., “sixteen, one six,” to avoid confusion with “sixty”).
When appropriate, use leading zeros but not trailing zeros when specifying doses.
continued on page 4—Verbal orders >
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manage enterally fed patients remain un-
aware of or unprepared for this important
initiative.” ECRI noted that, unfortunately,
“the availability of enteral equipment fea-
turing the new connectors is lagging,
which could delay implementation in some
cases.” However, the industry has been
working to address this issue. The Global
Enteral Device Supplier Association
(GEDSA) is conducting a survey on the sta-
tus of ENFit use in the field and they would
like to receive your input by May 31
(www.ismp.org/sc?id=2920).

Elitek diluent can be filtered. The ELITEK
(rasburicase) package insert cautions NOT
to use filters during reconstitution or ad-
ministration of the drug. However, the man-
ufacturer’s diluent is provided in an ampul,
which should be filtered to prevent glass
particles from getting into the final product.
The diluent contains poloxamer 188 and
sterile water. The wording of the above
caution is ambiguous and does not clearly
indicate if filtering of the final reconstituted
product is the concern or if filtering the
diluent would adversely affect the active
medication. We reached outto Sanofi Gen-
zyme's drug information department for
more information. It's the final product that
is of concern, not the diluent.

Rashuricase is a protein with a large mo-
lecular weight. Therefore, the active drug
substance of rashuricase should never be
filtered, either during preparation or infusion.
However, the diluent in the accompanying
ampul can be filtered prior to reconstitution.
The diluent was filtered internally by the
manufacturer with 3 commercially available
filtter needles to determine the effect, if any,
of filtering on the diluent and on the recon-
stituted rasburicase solution. One lot of dilu-
ent and one lot of lyophilized powder were
used to conduct the study. Results with all
3filter needles demonstrated that filtration
of the diluent did not affectthe appearance,
color, or clarity of the diluent or of the re-
constituted rasburicase solution. The en-
zyme activity of rasburicase was un-
changed following reconstitution with
filttered or unfiltered diluent. The response

continued on page 4—SAFETY briefs >
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Prescribers
Confirm patient and allergies. Before issuing the order, identify the patient using his
or her full name and birth date, and confirm the patient’s allergies with the order receiver.

Speak clearly. Enunciate orders clearly and expect (or ask) the receiver to read back the
order as transcribed in the patient's medical record or onto a prescription pad. Provide
the indication for the medication to help distinguish between sound-alike medications.

Provide complete orders. Include all elements of a complete verbal order, being clear
about the unit of measure for each dose and the frequency of administration.

Repeat order on voicemail. Avoid leaving orders on voicemail in the inpatient setting.
If leaving a voicemail in the outpatient setting, repeat the complete order a second time.

Provide weight-based doses. Include the mg per kg dosage along with the patient-
specific dose for all weight-based neonatal and pediatric medication orders.

Request patient verification. To verify patient identification, ask the recipient to read
back the patient’s name and birth date on the screen or order form/prescription pad that
was used to transcribe the verbal order.

Receivers

Transcribe directly into the medical record. Immediately transcribe verbal orders
into the patient’s medical record or onto a prescription pad as they are being communi-
cated.Transcription from scrap paper to the medical record introduces another opportunity
for error. Based on survey comments, the challenge of directly entering verbal orders
into an electronic health record may need to be addressed. For order clarifications by a
pharmacist, provide a mechanism for the pharmacist to transcribe the orders directly
into the patient’s medical record.

Read back the order. Read the order back to the prescriber for verification.This step is
essential and should become habit even if the receiver is confident that he or she has
initially heard the order correctly. Although TJC first required this safeguard in its 2003
National Patient Safety Goals, do not assume that this practice is widespread in your
facility despite a longstanding policy. Assess how prevalent this practice is in your or-
ganization, and take any necessary steps to help practitioners fulfill this safety check.
The readback process is perhaps the single most important strategy to reduce errors
with verbal orders.

Understand the indication. Ensure that the verbal order makes sense in context of
the patient’s condition. This helps to differentiate sound-alike drug names. Record the
medication’s indication directly on the order or with the order.

Discourage misuse. Do not accept verbal orders when the prescriber is present and
physically able to document the order. Do not accept verbal orders from a “go-between”
(e.g., physician office staff) who is not the original prescriber. Do not accept verbal orders
for chemotherapy. When telephone communication results in the need to prescribe or
change an existing medication, ask the prescriber to transmit the order electronically or
by fax, instead of communicating the order by phone.

Do not accept abbreviations. If an abbreviation is given as part of a verbal order,
transcribe and read back the meaning of the abbreviation, not the abbreviation. For ex-
ample, if the prescriber states QID, document and read back four times daily.

we received from the manufacturer, which
identifies the filter needles used during test-
ing, can be viewed at: www.ismp.org/
sc?id=2919. Nurses should be informed that
Elitek infusions must not have an in-line filter
attached to the infusion set.

Unsuitable labeling. Label information
printed on blister packs of CETYLEV
(acetylcysteine) 2.5 g and 500 mg effer-
vescenttabletsis so tiny and crowded that
itis extremely difficultto see that there are
two different tablet strengths (Figure 1).
Each strength is packaged within a bar-
coded carton in strips of two. To make

AT

Figure 1. Labels on cut blister packs of Cetylev
2.5g (L) and 500 mg (R) are difficult to read (hospi-
tal added barcoded labels to packages).

them unit dose packages, they must be
cut apart, and a barcode label must be
added by the hospital pharmacy. Based
on dosing that often requires multiple
tablets of each strength to treat aceta-
minophen overdoses, and the fact that
this medication is likely to be stocked in
the emergency department, we contacted
the US Food and Drug Administration
(FDA) and the manufacturer to recom-
mend revised labeling. The manufacturer,
Arbor Pharmaceuticals, told us that it did
not intend for the blisters to be separated
from the carton. However, field use has
demonstrated this is happening, so the
company is in the process of evaluating
the implementation of a barcoded blister
pack. The company also said it recognizes
the similarity between the two strengths
and has already begun the process of in-
creasing visual differences between the
blister packs with a color change for one
strength. The timeline for implementation
is late this year.
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Oral chloral hydrate still used for pediatric procedural sedation

SMP thanks the more than 400 pharmacists, nurses, and physicians who completed

our survey on the use of chloral hydrate for pediatric procedural sedation in late 2016.

More than half (58%) of the survey respondents no longer use chloral hydrate or see
it used for pediatric procedural sedation since the commercial product was discontinued
in late 2012. However, 28% reported still using the drug for pediatric sedation in both in-
patient and outpatient settings. Among those, chloral hydrate is often compounded by a
hospital pharmacy (47%), compounding pharmacy (19%), or ambulatory pharmacy (4%);
however, 30% of respondents did not know the source of the drug.

The reasons for the continued use of chloral hydrate include: past experiences with
positive outcomes (20%); efficacy (10%); low cost (8%); inadequate alternatives (8%); as
safe as other alternatives (5%); lack of availability of anesthesia professionals (4%); and
less frequent sedation failures than alternatives (1%). Several respondents also reported
that chloral hydrate is used for sedation with certain investigational studies, during
auditory brainstem response (ABR) and electronystagmography (ENG) tests for hearing
since it does not affect brain waves, and for sedation during mechanical ventilation when
other sedation agents have failed. Most of these respondents reported that chloral hydrate
is not used in combination with other sedation agents (66%), or is only used in combination
with other agents for sedation failures (24%).

While about half (52%) of respondents are not aware of any serious adverse events with
chloral hydrate in the past 3 years, about one in five reported seeing three very common
adverse events: the patient’s refusal of the medication (spitting out the dose) or vomiting
(20%); sedation failures leading to the inability to complete procedures (20%); and pro-
longed sedation (19%). Other adverse effects, such as airway obstruction, respiratory de-
pression, hypercapnia, respiratory arrest, excessive somnolence, post-discharge sedation,
hypotension, and cardiopulmonary arrest, were reported by 4-7% of the respondents.

Although most respondents (82%) do not believe chloral hydrate has a role in pediatric
sedation procedures, 18% still believe its use is indicated, particularly for radiology
imaging, neuroimaging, and electrocardiology/echocardiology procedures; pulmonary
function tests; emergency department procedures such as suturing; ABR hearing tests;
and dental procedures conducted in a hospital setting.

Based on the results of this survey, ISMP plans to continue listing oral chloral hydrate as
one example of an oral moderate sedation agent for children on the ISMP List of High-
Alert Medications in Acute Care Settings (www.ismp.org/sc?id=2820), and the ISMP List
of High-Alert Medications in Community/Ambulatory Healthcare (www.ismp.org/
sc?id=2821). While it is not our intention to promote the use of chloral hydrate, it appears
its use has continued in some facilities despite discontinuation of the commercial product.
Thus, safeguards need to be in place for this high-alert medication. If you use the drug,
see our November 3, 2016 newsletter (www.ismp.org/sc?id=2911) for a description of the
risks associated with using oral chloral hydrate, and take the necessary steps to either re-
move it from use or implement safeguards to protect patients from known adverse effects.

Worth repeating...

Stribild and Genvoya mix-ups

Lastweek, we received yet another report of
a patientwho received STRIBILD (elvitegravir,
cobicistat, emtricitabine, and tenofovir diso-
proxil fumarate) instead of GENVOYA (elvite-
gravir, cobicistat, emtricitabine, and tenofovir
alafenamide). As we have mentioned before
(August 25 and October 20,2016 newsletters),
both medications (manufactured by Gilead)
contain 4 drugs in one tablet and are given
once daily to treat human immunodeficiency
virus-type 1 (HIV-1) infection. In addition to
these similarities, the green tablet colors are
nearly identical, making it difficult for the pa-
tientto recognize a dispensing error. The dif-
ference between the two drugs is with the
ester derivative of tenofovir. Genvoya contains
tenofovir alafenamide 10 mg while Stribild
contains tenofovir disoproxil fumarate 300 mg.
Apparently both products achieve similar lev-
els of tenofovir despite the strength difference.
However, the disoproxil fumarate ester in-
creases the risk of renal and bone toxicity.
Productlabeling and computer presentations
of the generic names list the different forms
of tenofovir as the last ingredient of the four.
Thus, itis easy to miss the difference between
these drugs when viewing only the generic
names. Some computer systems may also
truncate the drug names, which could lead
to errors. In one previous error, the Genvoya
computer listing used abbreviated generic
drug names, Elviteg-Cobic-Emtricit-TenofAF,
and notthe brand name. \When the pharmacy
received an order for Genvoya, Stribild was
mistakenly dispensed.

To prevent mix-ups, refer to these drugs by
their brand names in computer listings.
Otherwise, the entire ester of tenofovir should
be listed in all bolded uppercase letters, and
the generic names should be reordered, with
the tenofovir esters appearing first, making
the different esters easier to identify.

If you would like to subscribe to this newsletter, visit: www.ismp.org/sc?id=382
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ISMP CE Opportunities

ISMP has two on-demand webinars
that address smart pump technology
integration and sterile compounding
safety. These webinars offer a
convenient way to earn CE credit at
no cost. To access the on-demand
webinars, visit:
www.ismp.org/sc?id=2916.

Don’t Miss 2017 MSI Workshops

Join your colleagues at a Medication Safety Intensive
(MSI) workshop this year and learn unique ISMP
techniques to maximize your organization’s medication
safety efforts. For more information or to register, visit:
www.ismp.org/sc?id=637.

2017 MSI Dates:

September 14-15—Hackensack, NJ
December 1-2—O0rlando, FL (just prior to ASHP meeting)

Real-Time Patient Data to Drive Safe Use of Opioids in
Safety: A Clinical Pharmacist's the Acute Care Setting:

Workflow Redesign Within Our Reach Standards
Tuesday, June 20, 2017 Tuesday, July 11, 2017 Thursday, July 27, 2017
From 1:30 — 3:00 p.m. EDT From 1:30 — 3:00 p.m. EDT From 1:30 — 3:00 p.m. EDT

Resources and Services

Apply for ISMP’s
International Fellowship

Individuals seeking careers in medication

and patient safety at the global level can now
apply for a new 2-year ISMP International Safe
Medication Management Fellowship program.
Deadline for applications is June 30. For details,
visit: www.ismp.org/sc?id=2898.

Second Video
Released

ISMP has launched its
second video newsletter,
which focuses on safety
issues with patient weights, steps to eliminate
drug concentration confusion, and understanding
PCA by proxy. To view for free, visit:
www.ismp.org/sc?id=1745.

ISMP WEBINARS: Adopt Best Practices |

2017 Update on The Joint
Commission Medication-Related

For more information or to register, visit: www.ismp.org/sc?id=349.

HELP SUPPORT

vISMﬂ PROGRESS

DONATE TO ISMP's ANNUAL FUND: WWW.ISMP.ORG/SUPPORT
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ISMP Interr_watior_wal
Safe Medication

Management Fellowship

ISMP is now accepting applications for

a unique 2-year International Fellowship

Sponsored by: Baxter International

Location and Term:The 2-year International Fellowship, sponsored by Baxter International,
begins on September 1, 2017, at the Horsham, Pennsylvania (near Philadelphia) office of
the Institute for Safe Medication Practices (ISMP). Relocation to the Horsham/Philadelphia area

is required.

Qualifications: The International Fellow must:

Have an advanced degree in healthcare (e.g., PharmD, master’s degree)

Have at least 1 year of experience in a clinical role in an acute care setting

Be fluent in written and spoken English

Be a US citizen or have official documentation that allows him or her to remain in the
US for 2 years and travel internationally for a week or more at a time

Description: The International Fellowship will help train a medication safety leader seeking
a long-term career at an international level. The Fellow will be involved in global medication
safety initiatives, address worldwide safety issues, and help increase global reporting of med-
ication errors. They also will work directly with international professional organizations and
medication safety centers, and attend multi-country medication safety meetings and events.
The Fellowship offers an unparalleled opportunity to learn from and work collaboratively with
US and international experts in medication safety to assess and develop global medication
error-prevention strategies.

How to Apply

Information, a course outline, and an application can be found at:
www.ismp.org/sc?id=2898.
Applications can also be requested by calling 215-947-7797.

The application deadline for the International Fellowship is June 30, 2017.



