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CE Activity Information & Accreditation i£

— This CE activity is jointly provided by ProCE, LLC and the Institute for Safe Medication
Practices (ISMP). ProCE is accredited by the Accreditation Council for Pharmacy
Education (ACPE) as a provider of continuing pharmacy education.

— This CE activity is approved for 1.0 contact hours (0.1 CEU) in states that recognize ACPE
providers.
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Disclosure*

It is the policy of ISMP and ProCE, LLC to ensure balance, independence, objectivity and scientific rigor in all of its
continuing education activities. Faculty must disclose to participants the existence of any significant financial

interest or any other relationship with the manufacturer of any commercial product(s) discussed in an educational
presentation.

The speakers listed below have no relevant commercial and/or financial relationships to disclose:
Matthew Grissinger, RPh, FISMP, FASCP
The speakers listed below disclosed potential conflicts of interest*:
Rita K. Jew, Pharm.D., MBA, BCPPS, FASHP
*Conflicts identified were resolved with a peer review process

Please note: The opinions expressed in this activity should not be construed as those of the CE provider. The
information and views are those of the faculty through clinical practice and knowledge of the professional
literature. Portions of this activity may include unlabeled indications. Use of drugs and devices outside of labeling

should be considered experimental and participants are advised to consult prescribing information and
professional literature.
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Learning Objectives

« Define high-alert * Describe low scoring « Cite at least two
medications and their assessment items for effective strategies each
impact on patient safety insulin from the ISMP for harm prevention for

Medication Safety Self
Assessment® for High-
Alert Medications

vasopressors and insulin

m ©20211SMP | www.ismp.org | 5
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High-Alert Medications b Mediations |

in Long-Term Care (LTC) Settings

P st g e et R
D S At MW
Medications bearing a ; S
heightened risk of causing
significant patient harm
when used in error. While
mistakes may or may not be
more common, the
consequences of an error are

more devastating to patients.
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Tool and Process
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Goals
—Assist providers assess the SR
safety of systems and Self Assessment®
: . . for High-Alert
practices associated with 11 Medications
categories of high-alert
medications

* Heighten awareness
+ ldentify and prioritize
* Create a national baseline

+ Determine challenges

T 8 5 AT TS
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Assessment Items

— 380 critical safe medication
systems and practice items

—Selected by ISMP and an
Advisory Group based on the
types of errors and safety risks
identified in these settings

— Evidence-based items and
consensus based expert
opinions

— Extends beyond minimum
standards of practice

m‘ ©20211SMP | www.ismporg | 9
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Scoring Guidelines

Partial
C. Partially Full

implemented for E. Fully implemented
some or all patients, for all patients,

None

A. No activity to
implement

orders, drugs, staff orders, drugs, staff
D. Fully implemented

for some patients,

orders, drugs, staff

B. Discussed but not

implemented

www.ismp.org | 11
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High-Alert Self Assessment: General: Subcategories Scoring

m Self-Assessment Item

9-13  Technology Alerts 54%
1-8  Technology 59%
31-33  Learning Culture 75%
1-33 Total 64%
B 7-‘"\.'
I/s )
A An ECRI MM p,\,\/' ©20211SMP | www.ismp.org | 13
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High-Alert Self Assessment: General: Top Five
None | Partial Mean
ﬂ Self-Assessment Item (A+B) | (C+D) m
26 Rapid response team available 24/7 3% 6% 91% 95%
8 Electronic access of current lab values 0% 14% 86% 95%
32 Medication event reports used tollden.tlfy risks 2% 19% 79% 92%
or errors & to demonstrate sustained improved
Process and environmental strategies in place
25 to minimize similar/confusing drug names and 0% 28% 72% 91%
labels
5 eMAR accessible during drug administration 2% 26% 72% 91%
B 7-‘"\.'
I/s )
b An ECRI MM p,\,\/' ©2021ISMP | www.ismp.org | 14
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High-Alert Self Assessment: General: Bottom Five

None | Partial Mean
n Self-Assessment Item (A+B) | (C+D) m

Smart infusion pumps integrated with

EHR 86% 8% 6% 20%

Machine-readable coding to remove
4c  high-alert medications from ADCs via 64% 16% 20% 29%
override or from open matrix drawers

10b Maximum dose alerts tested at least 47% 17% 36% 29%
annually for automated compounders
Criteria established to trigger automatic
29 consultation with pharmacist or others 42% 47% 11% 39%
for patients taking high-alert meds

Active computer surveillance system
13  used to optimize therapy & identify risk 48% 36% 16% 41%

i of harm
\/I/s M R{! ©2021ISMP | www.ismporg | 15
15
Technology: Machine-Readable Coding Used
None | Partial Mean
H Self-Assessment Item (A+B) | (C+D) m
4c Tp remove high-alert med|cat|o.ns from ADCs 64% 16% 20% 29%
via override or from open matrix drawers
To verify all base solutions and additives
2 when preparing high-alert CSPs At 22 e
4a '(Ij'p selec.t high-alert medications for 46% 31% 23% 2%
ispensing
4b To fill ADCs with high-alert medications 28% 29% 43% 57%
4d Prior to administration 3% 47% 50% 84%
\/I/s M R{! ©20211SMP | www.ismp.org | 16
16
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Technology Alerts

None | Partial Mean
n Self-Assessment Item (A+B) | (C+D) m

Maximum dose alerts tested at least

47% 17% 36% 29%
annually for automated compounders
Active computer surveillance system
used to optimize therapy & identify risk 48% 36% 16% 41%
of harm
ERH alerts user if patient's weight or
! P & 4% 2%  37%  50%
height exceeds threshold
CPOE interfaced with lab & alert
clinicians of abnormal values when 29% 45% 26% 54%
placing or verifying orders
CPOE tested at least annually to ensure
. yro 35%  28%  37%  54%
maximum dose alerts are functional
ASMP,
M P)J ©20211SMP | www.ismporg | 17
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NATIONAL ALERT NE E . -
This alert is based on information from the National
h “ Medication Erors Reporiing Program operated by the
Institute for Safe Medication Practices
March 23, 2015
m Warning! Potentially dangerous confusion
between Bloxiverz (neostigmine) injection
m and Vazculep (phenylephrine) injection
ISMP is alerting hospitals, ambulatory The pharmacy bulk packages are intended for use in
surgical centers, and anesthesia profes- the pharmacy during sterile compounding of
sionals about the potential for infusions.
dangerous mix-ups between two
relatively new presentations of older medications, In the past 3 months, ISMP has received 8 practitioner
neostigmine injection and phenylephrine injection. reports expressing concern about look-alike packaging
of Bloxiverz 10 mg/10 mL (1 mg/mL) and Vazculep
Eclat Pharmaceuticals is currently manufacturing 50 mg/5 mL (10 mg/mL). The vials and outer cartons
BLOXIVERZ (neostigmine) and VAZCULEP (phenyle- look similar in size, color, and design (Figure 1). Several
phrine). Bloxiverz became the first FDA-approved hospitals have reported that vials or cartons of the 10
neostigmine product - mg Bloxiverz product
in 2013. Itisachlolin- o were found mixed in
esterase inhibitor in- 3 y:z:ieg? with Vazculep 50 mg/
dicated for the REVER- st 5 mL (10 mg/mL) vials
SAL of non-depolar- ket or cartons. Of the 8 re-
izing neuromuscular L ports, five were close
blockade after sur- . :‘“‘“ calls in which the wrong
gery. Vazculep is a i product was actually
phenylephrine injec- " 'Y used during sterile com-
z tion product approved Figure 1. Mix-ups betwaen Bloxiverz and Vazculep have accurred at hos- pounding. Fortunately,
in 2014 for treatment  pitals around the US. in each reported case,
JI/{M P)J ©20211SMP | www.ismporg | 18
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High-Alert Medications Insulin and Vasopressors: Practical Strategies
in Pursuit of Safety

Errors with Vasopressors

— Look-alike drug names and vials

e ePHEDrine and EPINEPHrine with
purple caps and purple coloring on
labels

— Look-alike vials and pharmacy-
prepared syringes
e EPINEPHrine and Pfizer COVID-19
vaccine vials and syringes

—Weight-based vs non-weight-
based dosing units

* Norepinephrine mcg/minute vs
mcg/kg/minute

MP

An ECRI Affiliate

—Wrong concentration

* Norepinephrine 32 mg/250 mL vs 4
mg/250 mL

— Discontinued infusion restarted
in error

* Norepinephrine

— Contrived drug name

*“Neostick” vs “neostig”

—Wrong infusion being titrated
* Norepinephrine vs fentanyl

©20211SMP | www.ismporg | 19
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Recommendations

— Strategy to ensure pharmacy bulk packages NEVER leave pharmacy

— Differentiate look-alike drug vials and store them away from each other

— Barcode scanning upon dispensing and administration

— Standardize dosing units and in all technologies

—Standardize and minimize drug concentrations

—Ensure line tracing and labeling

— Strategy for discontinued infusions

— Never use “contrived” drug name

ASMP)

An ECRI Affiliate
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Guideline Sections

— Prescribing of Subcutaneous
Insulin

—Pharmacy Management and
Distribution of Subcutaneous
Insulin

— Administration and Monitoring
of Subcutaneous Insulin

—Safe Transitions of Care for
Patients Receiving Subcutaneous
Insulin

ASMP)

An ECRI Affi

22
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in Pursuit of Safety

MP RE— —
are associated with adverse outcomes, including death (1-3). Therefore, careful
_-.-___

American Diabetes Association:
Standards of Medical Care in Diabetes - 2021

Diabetes Care Volume 44, Supplement 1, Januas ry 2021 s211

15. Diabetes Care in the Hospital: #merien disberes Asacaton
Standards of Medical Care in
Diabetes—2021

Diabetes Care 1):5211-5220 | https://d e

The American Diabet of Medical Care in Diabetes™
includes the ADA's current clinical practice recommendations and is intended to
p and guidelines,
and tools to eualuzm quality of care. Members of the ADA Professional Practice

y expert {/doi.ong/10.2337/dc21-
SPPC), are respoﬂsnble for undadn: the Standards of Care annually, or more
frequently as warranted. For a detailed description of ADA standards, statements,
and reports, as well as the evidence-grading system for ADA's clinical practice
recommendations, please refer to the Standards of Care Introduction (https://doi
.org/10.2337/dc21-SINT). Readers who wish to comment on the Standards of Care

&
s
:
g
B
=z
2
z
2
£
H

are invited to do so at professional.diabetes.org/SOC.

©20211SMP | www.ismporg | 23
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High-Alert Self Assessment: Insulin: Lowest Scoring Subcategories

m Self-Assessment Item

18-22 Management of Hypoglycemia and Hyperglycemia 48%

1a-l  Protocols and Order Sets 58%
44-45  Insulin Pumps 59%
14-17 Monitoring 64%
23-26 Patient Education 64%

/I@F ©20211SMP | www.ismporg | 24
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in Pursuit of Safety

Management of Hypoglycemia and Hyperglycemia

None | Partial
H Self-Assessment Item (A+B) | (C+D) m

Endocrinologist or practitioner trained in

19
insulin management

23% 33%  44%

Single blood glucose value below a facility-

20 established minimum prompts 50% 25%  25%
reassessment
Pattern of blood glucose values below a

21 facility-established minimum prompts 54% 25%  21%
reassessment

Upon admission, identify patients who are

22 at high risk for developing hypoglycemia

73% 17% 11%

An ECRI Affiliate
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Standard insulin protocols and/or order sets exist/used when

None | Partial
n Self-Assessment Item (A+B) | (C+D) m

Monitoring patients via defined laboratory
testing / bedside point-of-care glucose
monitoring, and communicating critical
blood glucose values

1k 2% 12%  85%

1j  Treating clinically significant hypoglycemia 6% 15%  79%
Treating clinically significant

1i  hyperglycemia and hyperosmolar 14% 23%  64%
hyperglycemic state

1g Treating hyperkalemia 33% 23%  45%

e

An ECRI Affiliate
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High-Alert Medications Insulin and Vasopressors: Practical Strategies

in Pursuit of Safety

Standard insulin protocols and/or order sets exist/used when......
None | Partial
H Self-Assessment Item (A+B) | (C+D) m
Treating calcium-channel blocker
e overdoses using high-dose insulin =k [
1f Managing patients receiving glucocorticoid 20% 16%  14%
therapy
1a Converting from oral agents to insulin 67% 17%  16%
1e Managing pregnant _an.d postpartum 44% 15%  41%
patients with pre-existing diabetes
\/I/SM R\;‘ ©20211SMP | www.ismp.or
27
Monitoring

14

15

16

17

All patient-specific, diabetes care-related
information is in one designated place in the 24%
patient's health record

Process to promote blood glucose checks and
administration of nutritional insulin doses in 6%
conjunction with meals

Standardized process established to
communicate to authorized prescriber any
significant changes in a patient’s carbohydrate
intake

Prescriber identifies patient's pre-meal and
random target glucose ranges in patient’s 28%
health record

24%

None | Partial | Full (E)
ﬂ Self-Assessment Item (A+B) (C+D) -

27% 50%

27% 66%

35% 41%

33% 39%

\/I/S M p;/: ©20211SMP | www.ismp.or
28
© 2021 ISMP
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How are bedside point-of-care blood glucose values documented?

How are point-of-care values documented? “ %

Manually documented on a paper form

i ; 19 4%

(e.g., diabetic flow sheet, MAR/eMAR, notes)
Manually documented on a paper form which is later entered 27 5o
into the patient's EHR 0
Manually documented directly into the EHR 141 27%
Electronically imported into the EHR via a blood glucose monitor

. ! 270 51%
that is docked with a computer
Electronically imported into the EHR from a blood glucose

. N 213 40%
monitor via wireless technology

m ©20211SMP | wwwismporg | 29
29

Patient Assessment: Before Administration

— Prior to the administration of subcutaneous insulin, practitioners (i.e.,
nurses, nursing assistants) perform an assessment of the following:
» Bedside POC blood glucose value (finger stick)
» Symptoms of HYPOglycemia
* Symptoms of HYPERglycemia

 Nutritional status (e.g., NPO, receiving enteral or parenteral nutrition, last oral
intake)

e Changes in the patient’'s condition (e.g., infection)

e Changes in the patient’s medication regimen (e.g., addition or discontinuation of a
medication that may impact blood glucose levels [e.g., corticosteroid])

M p POC = Point of care; NPO = Nil per os/not by mouth.

©20211SMP | www.ismp.org | 30
An ECRI Affiliate
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High-Alert Medications Insulin and Vasopressors: Practical Strategies
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Early Signs of HYPOglycemia

—Assessments may not identify symptoms and may result in
falls, transfers to higher levels of care, and increased
monitoring

* Anxiety, irritability, dizziness, diaphoresis, pallor, tachycardia,
headache, shakiness, and hunger

—Patients may be given drugs like haloperidol/ lorazepam for
symptoms when patient is actually hypoglycemic, and
treatment of the BG would have negated the need to
sedate/restrain the patients

m‘lll Metchich LN, et al. Am ] Med . 2002;113:317-323. ©2021 I1SMP www.ismp.org | 31
An

ECRI Affiliate
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Wrong Dose Errors Due to Wrong Blood Glucose Values

—12.9% of the wrong-dose events involved breakdowns with
obtaining and/or communicating patients’ blood glucose
values.

—Specific problems include:

* Reporting an incorrect value,

- Confusing the patient’s weight for his or her blood glucose level,
*Verbally communicating the wrong patient’s value and

* Documenting the wrong result.

\J/(ME Pa Patient Safety Authority. Medication Errors with the Dosing of Insulin: Problems across the Continuum. Pa
Patient Saf Advis 2010 Mar;7[11:9-17. http://patientsafety.pa.gov/ADVISORIES/Pages/201003_09.aspx ©20211SMP | www.ismporg | 32
Al

n ECRI Affiliate
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in Pursuit of Safety

Wrong Dose Errors When Communicating Blood Glucose Results

—The nurse asked the nursing assistant for the patient’s Accucheck results.
The nurse was told that the blood glucose was 377. The patient was
covered with 10 units of Humalog per sliding scale guidelines. When the
nursing assistant wrote the Accuchecks on the bulletin board, the blood
glucose of 97 was written for that patient.

— A nurse extern came out of patient’'s room at the time Accuchecks are
performed. The nurse extern stated “211,” and RN repeated “211, right?”
The nurse extern was referring to the patient’s daily weight, which is
supposed to be performed at 7:30 a.m. The nurse covered the patient
with 4 units of regular insulin then five minutes later the nurse extern
informed the RN that the patient’s blood glucose level was 130.

M P Pa Patient Safety Authority. Medication Errors with the Dosing of Insulin: Problems across the Continuum. Pa Patient Saf Advis 2010 Mar;7[1]:9-17

http://patientsafety.pa.gov/ADVISORIES/Pages/201003_09.aspx ©20211SMP | www.ismp.org | 33
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Blood Sugar Levels or ......... ?

—The nurse picked up a piece of scrap paper that listed several
patients with a number next to each name. All of the numbers
were well above 200.

—Assuming the numbers were blood sugar levels, she gave each
patient insulin using a sliding-scale protocol.

—Afterwards, she realized that the numbers were actually
patient room numbers!

M P Institute for Safe Medication Practices. Why it is important to ensure that all information, such as blood glucose values, is

communicated properly.” Medication Safety Alert! Acute Care ed. 2003(Nov 27):8(24). ©20211SMP | wwwismporg | 34
An ECRI Affiliate
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in Pursuit of Safety

Continuous Subcutaneous Insulin Infusion Devices

None | Partial
n Self-Assessment Item (A+B) | (C+D) m

Criteria to determine which patients are
4a appropriate to manage their own pumps 26% 14%  60%
upon hospital admission

Conditions that would necessitate removal 31% 12%  56%

i of the insulin pump during hospitalization

Process to transition patients from the

pump to an .alternatlye means pf insulin 350 16%  50%
delivery during hospitalization if the pump

is removed

44c

SN

\

ASMP)
N 74 ©20211SMP | www.ismp.org
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None | Partial
n Self-Assessment Item (A+B) | (C+D) m

Process to measure and track the patient’s

blood glucose level 28k D% (a0

Procedure to avoid exposure of the pump
45h to ionizing radiation or magnetic fields 28% 1% 61%
during imaging procedures

Procedure to manage the pump when the 33% 8% 59%

43 patient is not able to do so

e

\
M i
\ px' ©20211SMP | www.ismp.org | 36

An ECRI Affiliate

If the insulin pump is managed by the patient while in the hospital..

36
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Patient access and reviews pump insulin
5e delivery, pump alarms, and glucose
monitoring values with nurse at least daily

Pharmacy to dispense all insulin used to

45i e
refill insulin pump

Criteria for when an endocrinologist/
45c diabetes management specialist with
knowledge of pump must be contacted

Means for obtaining patient consent after

4>3 reviewing risks and patient responsibilities

ASMP)

An ECRI Affiliate

52%

44%

43%

40%

14%

11%

13%

8%

If the insulin pump is managed by the patient while in the hospital..

None | Partial
n Self-Assessment Item (A+B) | (C+D) m

34%

45%

44%

52%

©20211SMP | www.ismporg | 37

37

Insulin Pumps

and expertise than medical professionals

to not discontinue an insulin pump

alternative

ASMP)

An ECRI Affiliate

—Patients with insulin pumps typically have more knowledge

—Consensus statement from the American Association of Clinical
Endocrinologists and the American College of Endocrinology
encourage hospitalized patients and their admitting physicians

—But continuing the infusion without knowing how to manage
the pump may not be a clinically appropriate or safe

©20211SMP | www.ismporg | 38

38
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Errors with Insulin Pumps

—Patient self-administered a dose of insulin via insulin pump
without telling the nurse, and the nurse administered the same
dose via an injection

—If patient’s condition changes or they undergo surgery, the
pump may need to be managed by clinicians or turned off
temporarily

m ©20211SMP | wwwismporg | 39
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Recommendations for the Safe Management of Patients
with an External Subcutaneous Insulin Pump During Hospitalization

Please note: These recommendations were compiled and vetted by ISMP after reviewing current policies and procedures that have been honed through experience in
several large and small US hospitals, a review of the professional literature,’ ¥ the results of the 2015 1SMP survey on this topic,” and analysis of reports of errors related
1o insulin pumps submitted to ISMP or published in the literature. Examples of some of the recommended documents mentioned in the recommendations (e.q., patient
consent/agreement, insulin pump order set, patient bedside worksheet/log) are provided in several of the references® 1.1 isted at the end of the recommendations.

I. Initial Assessment Process

Admission Assessment
1) As part of an initial patient admission assessment, nurses should be prompted to specifically ask all patients if they are using an insulin pump.

2) If the patient is using an external insulin pump, the nurse conducting the initial patient assessment should notify the patient’s admitting physician.
This should set into motion a process to determine whether or not the pump can remain in place and be managed by the patient or a responsible
adult representative during hospitalization.

Patient Selection Criteria
3) Astandard process should be used to determine if the patient is an appropriate candidate to manage his or her own insulin infusion (per pre-
scriber orders) via the insulin pump during hospitalization. Consideration should be given to the following elements when developing patient se-
lection criteria:

a. The patient, or a knowledgeable, responsible adult representative of the patient, may be an appropriate candidate if he or she is alert, phys-
ically capable, able to properly work the pump functions, and willing to manage the pump during hospitalization. If an adult representative
will be managing the pump, he or she must be on site and immediately available 24 hours/day, 7 days/week.

b. Ata minimum, the patient or the responsible representative should be assessed for awareness of hypoglycemia symptoms; the ability to
ca_lcu!atg anddellver bolqs dm: the ability to change the basal rate, set a temporary rate, or suspend insulin delivery; and glucose control

M p) https://www.ismp.org/resources/safe-management-patients-external-subcutaneous-insulin-pump-

. I 15h FawEMporg
An ECRI Affiliate during-hospitalization

40
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Patient Education

For patients discharged on insulin, criteria
have been established to trigger automatic

23 consultation with a certified diabetes 59%
educator/other diabetes management
specialist.
Prior to hospital discharge or leaving a

25 treatment facility, patients receive verbal 4%

and up-to-date written instructions

Prior to hospital discharge or leaving a
treatment facility, a process is in place to
ensure that patients have or will obtain
the medications and supplies

26 6%

ASMP)

An ECRI Affiliate

22%

42%

42%

None | Partial
H Self-Assessment Item (A+B) | (C+D) m

18%

55%

52%

©20211SMP |
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Proper dose measurement and self-

22 administration technique i)
2de éggg/;?ugggea blood glucose meter to test 6%
24g Nutritional management of diabetes 3%
24c Proper use and disposal of needles, 4%

syringes, lancets, and pumps

ASMP)

An ECRI Affiliate

51%

48%

51%

46%

Patients are assessed for their understanding of...

None | Partial
n Self-Assessment Item (A+B) | (C+D) m

45%

46%

46%

50%

©20211SMP | www.ismp.or;
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Patient Education
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Emergency Hospitalizations for Adverse Drug Events in Older
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MD, MPH
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Abstract | Article | References | Citing Articles (633) | Letters | Metrics

Decreasing the number of preventable rehospitalizations by 20% by the end of 2013 is a goal of the
§1 billion federal initiative Partnership for Patients, and the pursuit of this goal represents an
opportunity to reduce harm to patients and reduce health care costs 12 Adverse drug events are a
direct consequence of clinical care and a key focus of the partnership

Hospitalizations for adverse drug events are likely to increase as Americans live longer, have greater

The NEW E f MEDICTH
Tabie 4. National Estimates of Commonly Emergency for.
Events in Older U.S. Adults, 2007-2009.%
Annual National Proportion of
ate of
Hospitalizations Visks Resulting in
Madication N-99,628) Hospitalization
no. % (959 1) %
Mot commeonly implicated madications
warfarin 3171 333 (280-385) %32
Insuling 13854 138 (3.5-12.0} 05
Oral antiplats nts 13.263¢ 133 (75-19.1) as
Opisid analgesics 417 4803561 324
Antibiotics 4205 4202355 153
Digoin 350950 805
Antineoplastic sgents $ 33 (0955 515
Antiadrenargic agents 2899 293137 57
Renin-angiotensin inhibitors 2870 290743 326
Sedative or hypnotic agents 2469 25(1.6-33) 352
Anticonvulsants L7 [03-2.4) w0
Diurstics L1 @185 a4
High-isk or potentially inaparopriate medications§
HEDIS high-risk medications 1.207 12@717) 7
Beers-criteria petentaly inappropriate madications 6,607 66 (4489 20
Beers.crteria potentizll inappropriate medications, 3,170 32@3-41) 7%
extiuding digmon

numbers of chronic conditions. and take more medications. Among adults 65 years of age o older
40% take 5 to 9 medications and 18% take 10 or more 2 Age-elated physiological changes. a
greater degree of railty. a larger number of coexisting conditions, and polypharmacy have been
associated with an increased risk of adverse events % and older adults are nearly seven times as
likely as younger persons to have adverse drug events that require hospitalization &

M P Budnitz et al. Emergency Hospitalizations for Adverse Drug
Events in Older Americans. N Engl ) Med 2011; 365:2002-2012

An ECRI Affiliate

= Estmates were based on data fiom the NEISS—CADES project. The proportion of emergency depsrtment visits result-
tospitaization is the ratio of hospitalizations to total emergency department visits far adverse drug events |

+ The medications Fisted were implicated in at least 15 of estimated emergency hospitalzations. Oral antiplatelet agents
were definad 25 aspirin, aspirin-dipyridamole, clostaral, ciopidogrel, dipyridsmole, prasugrel, and ticlopidine Ant-
adrenergic agents were defined 25 beta-blockers, calcium-channel blockers, and centraily and peripherally acting u\pha
adrenergic blockers S!dmve or fypnotic agents were defined as . barbiturates, an ine

ter than 3
ated as snx: in the alderly by tha 011 Haalthcare Effectivansss Data and Infarma-

§ High-risk madications are those desi
tion Set (HEDIS)* Potantially inapproprate b i e it W Vo it o s ke o 1

tentsally inappropriata medication usa in oider ad entially inzppropriate m s were includad
i 15 anaio, sgptchens of fose echieney of e, RrTdaton (¢ . shortacingy, o daraion of use
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T st i s on informmation from the National
Medication teporting Program cperaied by the
nstiute: for S Micaton Praciecs.

Severe hyperglycemia in patients
incorrectly using insulin pens at home

The Institute for Safe Medication Practices
(ISMP) National Medication  Errors
Reporting Program (MERP) hos received

With the NowoFine Autocover (Figure 1) safety needle
for example, the user holds the outer caver of the nee-
die while it s attached to the insulin pen and then

several reports of pat to
remve the inner cover of a standard insuln pen nee-
dle prior to attempting to administer the insufin. The
Iatest event resulted in a fataity. A recently hospital
ized patient with type 1 diabetes did not know to
remove the standard needie Cover sy Pon Hosdle
from the insuin pen needie prior
to administration. She  was
unaware that she was using the
pen incorrectly and, thus, had not
been receiving any of the insulin
doses. The patient developed dia
betic ketoacidos's and later died.

injuries and guard against the
reuse of needies, many hospitals

matically re-cover and lock the pen
needie once injection has been
completed and the needis has
been withdrawn from the skin,
Such products include NOVOFINE
AUTOCOVER (Novo Nordisk) and
8D AUTOSHIELD DUO. These safe-
ty needles are akso recommended
for some patients with manual

Standard Pon Noedle

giveris administering the injection _ S50d
taa patient.

oo nwﬂc e st b oo it
Inecion

removesit, exposi ield tht cover
the neecle. During administration, s the device s held
against the skin and pressure is appiied, the needie
shield slides back tollow the skin o be punctured and
the insulin 1o be injected once the dose button is
pressed. s the needie is removed
rom the skin after administration, the
sickd sides back over the need. The
needle is hidden throughout the
process o the patient will never ses it

The Autocover safoty needie system is
different from standard insuin pen
needies widely used by patients in the

To protect staff from needlestick Fdee ' Nenfie Mebxoer s 0 sl ol o, which do ot employ an auto-
etacts pon ictan

matic needle shield. These standard
needies are available from brand and

s sl b s o, it s axnge o3 336y peneric manuf i s
insufin pen needies that auto- P40 et i srodor e W ge facturers. Because st

dard pen neadles and those with an
‘automatic neede shield may ook sim-
llar, patients may ot be aware of the
differences in preparation for adminis-
tration. Both the automatic safety nee-
dle and standard needle systems have
a larger outer protective cover that,
when removed, exposes cither a
retractable needle shield (Figure 1) or

desterty lmtaions o f o cre- o U o 13 e 32 lain v needie coves (Fre 2)

ot o 4l The automatic safety needie shield is
i o0 g 2 AN

i
vt I

oA T
Syt o (VP e ages NN s

HECLP 0P 30 ASD

MP.
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http://ismp.org/NAN/files/NAN -20171012.pdf

=y U. S FUDD & DRUG

Medical Devices

o S s S S5 S5y G
Caution When Using Pen Needles to Inject
Medicines: FDA Safety Communication

Date Issued
Septemser 27,2

Audience

3 injectors with
prescrption medicines.

Specialties

i e povisr

o Norses, Nurse Practioras, Prysican Assistant, Hess Ecueator,

Device

i reoved, 30 3 et e

et

Standard Pen Needle

= —{]

emovah\

Inner Needle Nead\e
Removable
Outer Cover

Safety Pen Needle
)

Fixed
Removable  Inner Needle
Outer Cover

| www.ismp.org
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Read this important information before taking: =
Too much insulin causes hypoglycemia
OVO o Al (insulin aspart)
Brought to you by the Institute for Safe Medication Practicss el Sins of poslicamla  Hypoolycenia s caused by teo much o ncrcesed wmku' orrco vithout
ASmr (1ow bleod sugar) ing. Symptorms of hypoglycemia may be diferent for
« dizziness dmge o e 1o tiv. ypogheom can afloc your abiy o Rk an foact
[ Extra care is needed because Novolog is a high-alert medicine. ] © hunger « swoating ‘quickly, so driving a car could be risky. Severe hypoglycemmia can lead fo loss of
efooling shaky  eheadache  consciousness, seizures, brain damage, or even death. Know the sympioms of
High-alert medicines have been proven to be safe and effective. But these medicines can cause serious injury if a mistake happens sfosihaatboat  ~confiion ypociycomia and roat | ikl by dinking o or & sugarcantsning boverage, o
while taking them. This means that it is very important for you to know about this medicine and take it exactly as directed. e lightheadedness » iritability ‘eating sugar or candy. Talk to your doctor if hypoglycemia is a problem for
- Topics Facts
When taking your medicine ‘Generic name insulin aspart (pronouncad IN 500 fin AS part) (no generic avaiable)
[ © Know your insulin. NovoLog is a rapid-acting form of insulin that should be injected below . NovoLop FlePen
the skin 5 o 10 minules before medls. Havs food ready before injection. After injecting the in- ' NovoPen Junir (for e} and NovoPen (aious types) are usod wih NovoLog
81 S10miutes Sulin, do not skip a meal or delay eal PenFi carr
i Type of insulin, onset, duration 12 to 18 minutes and
° [ @ Prepare your insulin. An intermediate- or long-acting insulin is often prescribed with NovoLog, Uses = i
= NovoLog can be mixed with insulin NPH (intermediate-acting insuiin), but always draw NovoLog Wi To Tk e sl O 5
¢} into the syringe first. Never mix NovoLog with Lantus. Do not mix NovoLog with other insuins if o b caton o Jongo than 10 i aer ocion
Z using an insulin pen or external pump. Do not vigorously shake insulin before use. ey T Toquency and doaé of il 78 Wi 5 6ach
lé ™ Daily dnuﬂﬁ of Insulin are based upon body weight, diet, er\fy lavel, age,
- [ © Don't reuse or recycle. Dispose of used syringes/needes, pens, and lancets in a sealable hard ndvcual sanstty o Isulin, ype of ciabetes 1 or 2)
a piastic or metal container (e.g., empty detergent bottle, special sharps container from your phar- Shhstyye daly
& macy). When the container is full, seal the lid and e our commuriy iy o paga) o detemin ¥ i
qguidelines (www safeneedledisposal.org/). Do not reuse or recycle syringes/needies or lancet :“g'* "Br‘"'gmnl’:‘;;ﬁf;fgmm CHSRRER————
9 [ © Don't share. Even if you change the needle, sharing an insulin pen or syringe may spread dis- “;“:‘" ) s e g o0 i deron G ot T
(/"i‘ SWte  eases carried in the blood, including hepatitis and HIV. ok  gony roling
Den o tands (do not
5 To avoid serious side effects nsuin pen, nject the nsuln the muscie) in
o7 1 @ Avoid mix-ups. If you use more than one type of insulin, make each vial or pen look different m e e o focka o aiomars . i o 2 ek hukd b
A by putting a rubber band around one type of insuiin. = Dot use Novolog fthe inuin ppears coudy
o ; o Spocl = Take Wi 10 mites o saing & medl
) [ © Check your medicine. Novol.og can be confused with Humalog (another rapictacting insulin). - ¥ o
= When you pick up your insulin at the pharmacy, be sure its the right type of insuiin. 1= Do il share msuin pons, cartidges, o syingesinocdos wi others
you Yo o,
‘Safety during ]
,5 00 @ Treat low Cany a quick as glucose tablets, ’
@ candy, or uice, |o|rsalln1wbloodsugarSsgnsuﬂowhbodmwalelmedmmenmersldelﬂmepage e Tstsa 0o il oo
- Allar days
0 © Test your blood sugar level. Ask your doctor how often you should test your blood sugar B Al st use,
fevel. Keep a log of your blood sugar levels and how much insuiin you take each day. Bring the ) ot a5 dyd 25, oo i
log with you each time you visit your doctor. TR0, Clhar dt
st u0a ;350 i1 and Teamant of Fypogiycaa sbove
1 © Geta periodic lab test. You shouid havo 2 hemoglobin Al tost a last twico a year = o e b v, bl e o, e
m ez oy G e e s Ot condilions o report o your docler = Chos i o o, paritor e, orkion, ess ., o
Gto12weekpedew90dlsahslmdubmAicof?%orless. e
When you should call your doctor log | ® ¥ 7
?. [0 @ Call for iliness or changes in habits. Your insulin needs may change because of ilness, stress, betaken | m Wiy iood sugar fove
R changes in eating habifs or physical activity, and other medicines you take. Gallyour doctor if you' ex- with Novolog = Telyourdocior abou a the medicines you iske,pariculary new medcines
Call perience these condtions. Never change your insuiin dose nless advised by your doctor. pocial tosts nay pr
a 1= To monior yourciabela,your octor may pardicaly et yourblood kv for
Many types of insulin are available in pen form, which takes the \ /:‘; ‘hemoglobin Alc, potassium, cholesterol, and substances xmx ‘maasure kidney uncion
hassle out of preparing doses. For more information on nsulin | & Thi o retace
pens, visit: http2//insulinpens.com/. 7 —
vas supportad umber RSHSO11010 tom e
. J e ebona oy of the e G o ok
M F)) https://consumermedsafety.org/medication-safety-articles/item/847-teaching-sheets 211SMP | www.ismporg | 45
An ECRI Affiliate
Institute for Safe Medication Practices
An ECRI Affiliate
H tient h d with
. I . . (] . 7
INsulin 1N your orgal 11zation:
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in Pursuit of Safety

Triggers

Possible ADE
—Hypoglycemia

An ECRI Affiliate

Triggers
—Dextrose 50%
—Glucagon

—Blood glucose more than
300 or
less than 50

—Rapid response team call

47

Measure 1:

Numerator: Number of
episodes of blood glucose
results (bedside and lab
testing) less than or equal to
50 mg/dL

Denominator: Number of
inpatients who are prescribed
insulin (peds & adults)

ASMP)

n ECRI Affiliate

Outcome Measures: Insulin

Measure 2:

Numerator: Number of
episodes of administering
Dextrose 50% to treat
hypoglycemia for patients
prescribed insulin

Denominator: Number of
inpatients who are prescribed
insulin (peds & adults)

48
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Process Measures: Insulin

Measure 1:
Numerator: Patients discharged on insulin provided education

Denominator: Patients discharged on insulin

An ECRI Affiliate

Institute for Safe Medication Practices
An ECRI Affiliate

Questions?

50
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ASMP)

Online Evaluation and Statement of Completion

—www.ProCE.com

— Login with username and
password

—Deadline: January 14, 2022

Attendance Code = WR9FMN
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