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Lessons Learned about Human Fallibility, System Design, and Justice
in the Aftermath of a Fatal Medication Error

Tragedy in Tennessee

Two days after Christmas in 2017, Charlene Murphey, a patient at Vanderbilt
University Medical Center, died after receiving an IV medication in error. The
medication was administered by RaDonda Vaught, an experienced registered nurse
who had retrieved the wrong drug and subsequently failed to detect and correct her
mistake. Standard safety norms and technologies used to prevent and detect the
original error before it could reach the patient were absent or incompletely deployed.
The nurse, attempting to accomplish multiple tasks simultaneously, did not perform
standard visual checks that could have surfaced the error.

In this tragic constellation of individual and system failures, patient Charlene Murphey
lost her life. Her family lost a beloved mother and grandmother, and Ms. Murphey's
community lost a treasured friend and engaged citizen. Eight days later, Vanderbilt
University Medical Center fired RaDonda Vaught, citing her failure to adhere to the
Five Rights of Medication Administration. In July 2021, the Tennessee State Board of
Nursing revoked RaDonda Vaught’s nursing license and on March 25, 2022, she was
convicted on two criminal counts: criminally negligent homicide and gross neglect of
an impaired adult. She will be sentenced on May 13t in Davidson County, TN and
could serve up to 12 years in prison.
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The Story,
as recalled by RaDonda Vaught
and other caregivers
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Lessons Learned about Human Fallibility, System Design, and Justice
in the Aftermath of a Fatal Medication Error

A Good Root Cause Analysis

But are we willing to
look into her theatre
of consciousness?
What risks did she
see?

And what of others? How are
they making choices? What
risks do they see?

Sensory inputs?
Memories?
Sensemaking?
Decision-making?
Subroutines?

We can see RaDonda

Vaught’s visible actions We can see the behavior of RaDonda’s peers

opyright 2020, The Just Culture Company, LLC
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The Story: Roles & Responsibilities of the Help-All
Nurse

Background & Activities of Note

The Neuro-ICU designates a nurse (Help-All Nurse) to assist other
nurses in moving planned care forward for patients within the
unit

RaDonda Vaught is the designated Help-All Nurse on 12-26-17

She is the preceptor of a new-graduate RN, orienting to the
Neuro-ICU

The preceptor-preceptee dyad were preparing to go to the ED to
perform a swallowing study immediately before RaDonda is
tapped to provide care to Ms. Murphey

People & Processes

opyright 2020, The Just Culture Company, LLC
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Lessons Learned about Human Fallibility, System Design, and Justice
in the Aftermath of a Fatal Medication Error

The Story: Prescribing the Medication

The need for Ms. Murphey to have an anxiolytic was not anticipated,
creating an urgency when discovered after her arrival in Radiology

A radiology team member alerted the primary nurse in the Neuro-ICU
of Ms. Murphey’s need for anxiolysis

A provider’s order for an IV anxiolytic, midazolam, was secured

The order was entered electronically (accurately)
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The Story: Adaptive Care Planning

The schedule was too busy for one of the Radiology RNs to
administer the ordered anxiolytic

Ms. Murphey’s primary nurse could not go & sought task-assistance
from the Help-All nurse to prevent the case from being cancelled

The name of the ordered anxiolytic was communicated verbally
between the primary nurse & RaDonda as Versed

Neither the primary nurse nor RaDonda routinely administer Versed

Patient monitoring was discussed by the primary nurse and the
Radiology Tech with the primary nurse concluding monitoring was
not indicated

Patient monitoring was discussed by the primary nurse and
RaDonda, with the same conclusion. RaDonda did not plan to
provide monitoring to Ms. Murphey

People, Processes, Technology
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Lessons Learned about Human Fallibility, System Design, and Justice
in the Aftermath of a Fatal Medication Error

The Story: Pharmacy Review

Profiled on ADC
for specific pt.

Medication
Order

Medication
order

Pharmacy
Review

RN removes for
specific patient

OVERRIDE
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The Story: Pharmacy Review
Medication Pharmacy Profiled on ADC RN removes for

> Order Review for specific pt. specific patient
%D Medication OVERRIDE
6 order

[

-S The timeliness of pharmacy review of provider orders was variable
|q—" » EHR—ADC interface change in Nov. 2017

' | © RaDonda recalls emails supporting use of OVERRIDE to assure

g timely care

$ * Ms. Murphey received ~ 20 drugs via OVERRIDE

8 RaDonda concludes pharmacy review of Ms. Murphey’s anxiolytic will
= .

o not occur timely

< The ordered medication has been reviewed and is listed on the pt.’s
rol ADC profile as midazolam

8 RaDonda does not know midazolam is the generic name of Versed
= She elects to use the ADC’s override function
10
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Lessons Learned about Human Fallibility, System Design, and Justice
in the Aftermath of a Fatal Medication Error

The Story: ADC Drug Procurement

RaDonda’s preceptee is present at the time of drug selection. She is multi-
tasking & recalls focus of conversation as the upcoming procedure in the ED

Types in V-E
Vecuronium appears at the top of the list

Selects it

Interacts with standard warnings that were present for all drugs removed on
OVERIDE

* Vecuronium, a paralytic, was not constrained nor differentiated from other
vials in the ADC nor through programmed screen warnings

RaDonda removes the <wrong> drug from the ADC bin \

Upon retrieval, she notes powdered formulation; flips the vial and begins to read
reconstitution directions on the back of the label

>
oo
ko)
(@)
c
e
O
|_
)
(D)
(75}
(7]
()
(®)
(@)
| -
(a1
9
o
(@)
Q
(a8

She does not read the label on front of vial Q
he JUst Culture
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The Story: Drug Administration

RaDonda locates & identifies Ms. Murphey in the Radiology corridor

She attempts to locate an EHR terminal and barcode scanning
equipment

* Barcode scanning is not in place in the Radiology area q
* EHR access for documentation is not available

RaDonda does not read the drug name or appreciate the warnings on

the vial label q

She reconstitutes the medication & administers it IV via central venous
catheter

The Radiology Tech is present while the medication is administered Q

People, Processes, Technology

opyright 2020, The Just Culture Company, LLC

e JUSt Culture

© 2022 ISMP 6



Lessons Learned about Human Fallibility, System Design, and Justice
in the Aftermath of a Fatal Medication Error

The Story: Drug Monitoring

RaDonda is not familiar with Radiology norms, flow or competing
priorities within the Radiology Suite

Ms. Murphey is taken to a Holding Area by the Radiology Tech

Nurse Vaught and the preceptee proceed to the ED as planned

The Holding Area where the patient awaits PET scanning is
equipped with a surveillance camera

Post-administration drug monitoring does not occur q

Ms. Murphey is discovered unresponsive ~25 minutes later.
She undergoes resuscitation but experiences brain damage such
that supportive care is withdrawn the next day
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Lessons Learned about Human Fallibility, System Design, and Justice
in the Aftermath of a Fatal Medication Error

Acute Care

__ ISMPMedication SafetyAIert’

Educating e Healineare Community Aout Safe Medication Practicas

Criminalization of human error and a guilty verdict:
A travesty of justice that threatens patient safety

On March 25, 2022, most of the healthcare strass-
m e d ot
‘ ing that RaDonda Vaught had been convicted of ngoing ecdesign, not indivicual

criminally negligent homicide and gross naglect of  blame.

an impaired adult following the 2017 death of  our most significant disappointments with the inadequate way

Charlene Murphey.' A full description of the error e tril was handied,the unfaimess ofthe iel and tho guily ver-

can be found in aur January 17, 2019, newsletier it

Dondais

wha was fired from Vanderbit University Medical Centar aftar

‘making a fotal merdcation arrar and then stripped of har profes-  Lack. ‘eystam ailuras. t sppaars that,

sional nursing license by the Tennassoe Board of Nursing i deciding to charge RaDonds, the prosecion choso ta ignors
i x5, g e Sy ol eoncn

ho12 i throughout the medication.use process that contributed. to

i y's death. During the ia, the defense faied to

Inadequate Handling of the Trial

er guity of a lesser mirg-
‘accuronMay 13, 2022; unti then, RaDonda remains free on bond.
According to sentencing guidelines, RaDonda faces 3 1o Byears  access to & neuromuscular blocking agent via override in an

E o * automatad dispersing catinet (ADC) ol entring us the fst

First and foramost, our haardsl condolences go o 1o the  brand sed generic drog names: unsfe ABCS&umge of a neuro-

casa ara dominating the healthcare

baaok piisinonl N iliponbiphind ol i Rl i
profossional and pationt safety have issued
statements about the negative impact of the of pany nstoad,

human error and the guilty verdict,indluding the:
step of the event, RaDonda, and repestedly accused her of not

B American Association of Critical-Care Nursss follawing the *five rights not reading the vial label, disregarding
x/386)

{anrviisimp orglen wamings on the vial and ADC, and abandaning the patient after
W American Nurses Association and Tennessee Nurses the drug, “epert”
Assaciation ermaneausly termed “conscious sedation” becaus midazolam
{anrvsmp oralexyBEE) {Versed) is sometimes used for that purposs, but not in this case.

American Hospital Assotiation snd American Organization
for Nursing Leadership
(gprovLisEIR. X7
oy of Madical Surgical Nurses
oo s orclexyBES)

she has often notad that the blame is not hers alone,* and ISMP
fully agrees with her. But in the trial summation, the prosacution
claimed that the event “is not an issue of systematic erors" and

W American Society of Health-System Phamacists even implied that certain conditions, such as the absence of
twyfsmporalextBE2) barcode technalogy in radiology, was not a system failure but

M lnstitute for Healthoare Improvement () and IHI Luian  merely & need for nurses t rely on the “five rights." There was
Loape Insi no discussion (and likely no jury understendingl about the latent
(tmn )

of one nurse, RaDonda. In the end, the defense failed to educate
the jury about the complexity of healthears errors so they could
maka an informed dscision regarding RaDardat conduct. This
tack e the RaDonda
statements to staff i response to the guity verdict, reinforcing  and made her a scapegoat or this ragic ermor.

contauad on page 2 — Travesty o justios >

W Qutcome Enganuity and The Just Culture Company.
(o jsrnp, preextBE3)

p www.ismp.org/node/30912
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Lesson from the Denver Medication
Error/Criminal Negligence Case:
Look Beyond Blaming Individuals

MP.

An ECRI Affiliate

Juedy L Smetzer, RN, BSN* and Michael R Coben, RPh, MS, FASHP'

I October 1996, a medieation ervor at @ Denverarea bospital sesuticd
i thxe tragic death of @ newborn infant. The ervor inrolved intravenons
adsinistration of a large dose of pentcitiin G benzathine. Pentciltin G
benzathine is frsoluble ard must wever be injected intravenonsly:

Many whe fearned about fre fucident were queck (o ficus blame for
wurses are responsible for knor

admiuister. The District

Al the potential demgers o drc
85 o e e e e 5 rnd
i e e mrses mvoluad . i mant's eare vt evonmatly
ndicted or crimiraily negligent bomicide
| In preparation for the triat that followed, a systens analysis tas per-
Jormed by the audsors on beball of the defense team, The analysis
revealed over 50 latent faiturcs i the systent that <oniributed 1 ibe
Irgedy, alloreing the acciderst to occur Afler being presented with the
cuhdonce diuring the Irial, #hé uiry delivered a ot guity” vendict.
Thowtagh their vendict, the ury also sent an impostant message 1
Ieatth care prricors We st oo beyond blanie ane focus on the miri-
tiple,tnclerlying system faeres dhat shape individual behavior and cre-

ate the conditions undler which medication errars oocur.

n October 199, a medication
oo ata Do bospil el
ed in the tra

s o ottt
5 e i op chingi 1t ceiet
nally negligent homicide

Iy dispensed a 10-0ld overdose con-
sisting of 25 ml of the drug (1.5 mi

lion units) insicad of 0.25 ml
(150,000 units). Consequently, two of
the nusses. 4 neonatal nurse practi-
tioner (NNP) and an upperievel nurs

o nurses then administered the
drug intravenously, which ultimatcly
caused the infant's death.

The NNP and the upperdevel
nursery RN accepted 4 guilty plea
with dbterd judgment prior 1 tria
Refused the apportunity Lo be tried
separatcly, these WO nurses were
afraid that a jury Would render a sin
reict for 4ll three of them col

ing; that they played a

more prominent role in the medica

did not want the

rcmaining nurse, the nfants primary

care RN, 1o be found guilty by assoc

ation, when her ol in the error was
gible

The terms of the plea ..,u‘.um a
at probationary add
. the murses were wqusud 10.pro-
vide education w0 the health care

No additional action against
lcenses resuled from acceping the

g the possi-

The error involved the intra.  ery regisiered nurse (RN, investigat-  bility of 4 3- 1 e jail sentence
venous administration of penicilin G ed the possibilty of J;\m.m»mm the  and the punh\mm Toss of her aues-
benzathine. The pharmacy 3 drug IV to avoid - ing license, stood trial at the end of
lar 1M njections 0 the fnfant Jamuary 1998, This nurse did not par-

After misinterpreting informa-  ticipate in the administration of the

e Medication Manigerneat Fellow Pics:
et stk for S M

110 Wt Strvet Road, Warmistce, DA 1807
Phone 2159509181

tion about the drug in reference
texis, the NNP changed the route of
the medication from M to IV, Th

g Nevenheles those esponsile
for her indictment fele tha
unspoken approval for i i

640 Volume 33, June 1998

2022 ISMP
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Lessons Learned about Human Fallibility, System Design, and Justice

in the Aftermath of a Fatal Medication Error

ISMP National Medication Error Reporting Programs

— National Medication Errors Reporting Program

— National Vaccine Errors Reporting Program

— Consumer Errors Reporting Program

MP.

(@

REPORT INVESTIGATE

INFORM

https://www.ismp.org/report-medication-error

PREVENT

©20221SMP | www.ismp.org 17
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ISMPMedication Safety Alert]:
Educatin the Haskthcrs Communiy About S Mesicson Pracices —
Paralyzed by mistakes  SAFETY briefs —
n R eih oif worsi il
ty in your 1acility ey g doso cap you canreac Comar
igh s begun dstsion of mi-ony iqud
oftheir well- dose cups Y-to-read, printed
wewaswr used in eror. These drugs are used during tracheal intubation, during surgery scale. These are being distributed by Medi-
of intubated patients, and to facilitate mechanical ventilation of critically ill patients. Dose (www.ismp.org/sc?id=1749) and are
However, i both sdut | avaladein anden
and pediatric p: not raceiving prope . Bacause mL. Previous
neuromuscular blockers paralyze the muscles that are necessary for breathing, some dosage cups.
i = s ot s e seen
Pasmac by 4 priitiogr who o it ave -
tossedscales
\fter a patie itially that were dif-
affacting the small muscle groups such as the face and hands, then maving to larger ficult to read
in ities and torso until all are paralyzed and or displayed
However, full i L, ar both mL and
rienca intansa faar whan thay can no longar braatha, Thay can also sansa pain.Tha &% | o 1. AmLany dsage 235POONTUI
perience can be horrific for patients and can lead to psychological trauma, including cup with prinked scale. amounts. We
Pposttraumatic stress disorder.’ ‘continued on page 3—SAFETY brets >
100 reports ofarors involving neuromuscuar blockers. Howar, the e ncidence of P
injuio from atoneaus sdminisat ‘s much igher han i WMecicaion
thesia i (OR), this setting, in emer- ary 15, 1996. Now in its 20 yoar, we are
gency departments (EDs), interventional radiology departments, intansive care units highlighting soma of the significant ISMP
(ICUs), and other medical, surgical, and psychiatric units. patient safety milestones—small snip-
pets of articles or safety briefs we wrote
type of arror with appears to be adminis so memorable,
tration of the wrong drug. A 2009 analysis of 154 events over a 5 year period showed humerous, or still newsworthy.
that o neuromuscular blocker was ot the innded drug in approxmataly hal of o
o gt they wero sdministarng =
patients may i on. More than 80% of : X
these wrong-drug errors reached the patient, and spproximatly a quarta resuited in Aprit SLI0NE pemlericr:
patiant ham—s rata significantly highar whan compared to loss than 1% of ovants |8 {
i i pariod? “sium d o
By 1996, ISMP was aware of multiple
Errors with deaths and injurie had be
The folowing the -
s e
/\ Look-alike packaging and labeling chloride injaction priorto diktion The drug
The vials were the same size, and the labels were quite similar. The e
in i i used as a diluent to prepare sterile antibi-
v fortunaraly: sustained no ctic powders, then injacted by direct IV
M P www.ismp.org/node/247
©20221SMP | www.ismp.org 18
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Lessons Learned about Human Fallibility, System Design,
in the Aftermath of a Fatal Medication Error

January 17,2018 « Velume 24 Issus 1

Acute Care

__ ISMPMedication SafetyAlertI

Educating the Healthcare Commurity About Safe Medication Practices

Safety enhancements every hospital must cunsnier in
wake of another tragic neuromuscular blocker event

1SMp) 255

Finalized guidelines for
electronic communication

larg a Cantars

PROBLEM: National news rocently exposed details sbout a 2017 fatal med-
ication arror I th C
for Medicars & Medicaid Serviees (CMS) briefly placad its Medicars reim-

Mv:smam status in jeopardy. Th hosy

pital’s status was quickly restorod
of corraction to CMS.

[ 4 [
et o oo s e e e

You willses that this type of srror could
abiltes froquenty mm in hospitals, particularly when using automated dispensing
ISMP

M , we hope

Safe Electronie Communieation of Med-
ication Informason(see pages 1-14) which
are now posted on our website at:
wwwismp ory/node/1322. We published
the first draft of these guidelines in our
February 20, 2003 newsletter, when imple-
‘mentation of electranic heakh recards
(EHRS), electroni

(e-pr
ing) and otherhealth information technal-
ogy (HITH evol

ptals, sy are avar
ported to the ISMP National Medication Errors Reporiing ?mamm 1SV NERP) Mok
o mistake—this typa of arror could happen in your hospital
staps now to raduca the risk of a similarly tragic avant.

I, and itis crucial to take.

contintad on paga 2—Nsuromuscular blackar svart >

hoth inpatient and outpatient settings.
These technologies are now a mainsizy
in heakthcare, and their introduction has
broughtabout signficant changes in how
‘medications are prescribed, dispensed,

Tablo,
General Safety Features
Optimiz profiled ADCs

Description

Otz t1a 5o of poffed ADCS tiatalons dug solction afe pla.
a0y verifivation of ordes in npatint and outpatient i (2

to communicate medication information
electranicallyare ot careful considered,
thesstschnologies may contibuts to med-
cation errors rather than mitigate risks.

ostors|
L Limit ADC m ms we again examined the literature
3 i el e serie e 0 elac:
tronic communication orthat affects bath
g T S| | paper and slectronic records, We then
up which were
vrilated for euromuscr tocers) o o rmovol bl

Faquie
s, o ond ntion gn i

ter(waw.ismp.org/node/384). We solicited
and received detailed comments about

by brand and gensic names

Configurs ADCS 10 search mumnmm\v Ty brand and generic
names; if saorches are fimitad 10 sithe brand o generic namas,
adcats saffhow to Toggle between tiscs two:

Sipor Fareeionfoa K00

Aenid dsractons and alling a1 ta ADC whs searciing for and
romoving medcations
Desor

a1 ideines from dozens
of clinicians and more than 50 large
groups, including federal and state gov-
emment agencies; electronic pharmacy
information, heafth information, and pre-
‘seribing system vendors; and standards-
sefting, professional, and interational
i i s o

i P HILEMRAIENOAEIZ 0221SMP | www.ismp.org | 19
19

With neuromuscular blockers, many hospitals

have been paralyzed by mistakes
ISMP has observed many of the same system vulnerabilities in other
hospitals, and they are frequently at the root of a variety of medication
errors reported to the ISMP National Medication Errors Reporting
Program (ISMP MERP)
Make no mistake—this type of error could happen in your hospital, and
it is crucial to take steps to reduce the risk of a similarly tragic event

MP 0221SMP | www.ismp.org | 20
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Lessons Learned about Human Fallibility, System Design, and Justice

in the Aftermath of a Fatal Medication Error

Recommendations for providers

(upstream interventions)

— Retire discontinued brand names

e The brand name Versed (midazolam) was discontinued in 2003

» Related errors have happened when “Versed” was typed on cabinet override

— ADC order entry on override - use 5-letter characters when typing drug

names

e Recent error report: RO - Rocephin - rocuronium

ASMP)

An ECRI Affiliate

©20221SMP | www.ismporg | 21
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How a Few Letters Can Spell Trouble

Many hospital medication cabinets can be searched by inputting only a few letters. Since 2017, there have been at lzast
eight reports of hospital staff accidentally withdrawing and then administering or nearly administering the wrong drug for
this reason. Because hospitals are not required to report most drug mix-ups, this is likely a small sampling of a much larger

total.

Letters typed

V-E

VorV-E*

K-E-T

R-0

RorR-0™

R-0

V-E-R

Intended drug (effect)
Versed (sedative)
Versed (sedative)

ketamine (aids in anesthesia)

rocuronium (paralytic)

rocuronium (paralytic)

rocuronium (paralytic)

PFitocin (induces labor)

Versed (sedative)

*Unknown is whether the hospital staffer typed one or two letters.

Source: Institute for Safe Medication Practices error reports

Lydia Zuraw and Brett Kelman/KHN Embed

Withdrawn drug (effect)
vecuronium (paralytic)
vecuronium {paralytic)

ketorolac (pain reliever)

Romazicon (reverses sedatives,

overdoses)

Romazicon (reverses sedatives,

overdoses)

Racephin {antibiotic)

Pitressin (treats diabetes
insipidus)

verapamil (treats high blood
pressure, chest pain)

Year of error report

2017

2019

2021

2021

2021

2022

KHN

©20221SMP | www.ismporg | 22
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Lessons Learned about Human Fallibility, System Design, and Justice
in the Aftermath of a Fatal Medication Error

Octobar 21, 2021 = Volums 26 Issus 21

ISMPMedication SafetyAlert]-

- . | p—
Chall with requiring five cf s —SAFETY briefs —
during ADC drug searches via override () Pt o incarsts motication

ProsLEm: Since 2019, ISMP has recommended the entry of s minimum of history data. Surescripts operates an
m tho frst fiva charactas of g name (unlss the nama hes fower than | slectronic network tht, n pat,supports
. i CilStato-
ment 44 in the ISMP Guidelines for the Safe Use of Automatad from prescribers to community pharmacies
Dispensing Gabinets, www.smp.org/noda1372) and other electronic and provides electronic medication his-
forms of communication (Statement 19 in the ISP Guid'elines for Safe ‘tories to prescribers. We recently leamed
i joati i i Sure-
el132) T
i x Jocly ; -
and dose (e.g., “meth10") tion of similar history instructions, such as a missing
in drug search For /') ordash (). For
example, entering “met” has led to mixups between methylphenidate, methadons, example, instead of “Take 1-2 tablets by

metOLazone, methotraxats, matFORMIN, and metroNIDAZOLE; and antaring “ve” has | mouth af bedtime,” the isting read “Take.
i ) 12tablets by mouth at beckime.” Or nstead

of “Take 1 & 172 tabies by mouth once a
Recartly, we recived two orror reports involving confusion between rocuronium and | day”the fsting read “Take 1 & 12 tablets
ROMAZICON (discontinued brand of flumazenill. Ona avent occurred during cardio- | bymouth oncea day™ And“Take 1121ablets
pulmonary resuscitation in a citical care unit.When a physician gavos verbal order for | bymouthonceaday” st a0

focuronium for intubation, a nurse logged into an ADC, selected the override function, | of“Take 11/2tablets bymouth once a day.”
entarad “ro; and accidantally selacted and administerad “Romazicon” to the amesting | The duration of therapy has alsa been
patiant. Fortunately, the intubation and rasuscitation wera succassful. As it tums out, | mpactad.For ecample, Take for 2 3weeks”
rocurorium, the neuromuscular bloding agant, was not available via ovamids as an | hasappesredas “Take for 23 weeks”

In the other avant, a heed trauma pafient in the emergancy dspartmen, who nssded | Healthsystemsaand electrencheath record
i i rsa did not know | vendors should be aware of this stustion

was available in the RS| kit the team was currently using. Again, only *ro” was entered | - asitcouid potentialiylead o misiormation
i tion via ovarrids, and “Romazicon” was selected in | When performing medication reconc lation
arror and acministarad to tha patient. The pati intubated o
i hospital admission. incorrect prescrition

information can also appear as part of the
patients medication st n the atsr-vsit

Gomments on listservs and error reports, some organizations have implemented this | o charactershave been missing duringthe

functionality whan using tha override festura, Howevar, we ora olso awera of saveral | dispensing process wiil fng prescrip-
challenges, some of which have been prasent when entering two to four charactars ‘tions, onty on medication histories.
chaie | a ¢
cartinuad o poge 2— Fva characiars> | Immediatey upon learning af this isue,
1 ‘Surescripts worked with the three pharmacy
i il i data sources to fix the issue. For now, the
> Customized ISMP consulting services rieretalst el

Nistory response messages from the

Our
W ‘permanext fixes in place, Surescripts will
continuad on page? — SARETY s>
P www.ismp.org/node/28130
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Recommendations for providers

(upstream)

— Store neuromuscular blockers safely

» Eliminate storage of neuromuscular
blockers where not routinely needed.
Limiting neuromuscular blockers in ADCs
can also help reduce mix-ups with other
drugs due to similar appearance

e Outside ICU, ED and perioperative
settings, provide in sealed box, clear
plastic zip bags, or rapid sequence
intubation (RSI) kit.

» Enable an ADC block load feature where
available, to prevent users from
inappropriately stocking the cabinet. If
vials must be stored, keep them in
locked-lidded pockets, never open matrix

20 mEq/10 mL (2 mEg/mL)
CONCENTRATI

SRR o il e
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Lessons Learned about Human Fallibility, System Design, and Justice

in the Aftermath of a Fatal Medication Error

ISMP Hierarchy of Error Reduction Strategies

An ECRI Affiliate
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Recommendations for providers

(upstream)

Plan for sedation

ASMP)

An ECRI Affiliate

In procedural areas, including radiology, establish a standard process for patients who

require sedation prior to procedures that starts with an oral anxiolytic (e.g.,
LORazepam) as the medication of choice

Include patient monitoring requirements during and after drug administration that
avoid handoffs. Who is responsible? What is needed?

Patients who receive sedation for procedures (e.g., IV midazolam) require some level
of monitoring, regardless of the indication

Hospital procedures should specify required monitoring, including use of pulse
oximetry and other means of evaluating the adequacy of ventilation, along with
criteria for when monitoring can be stopped

Monitoring requirements should be approved by the anesthesia department to
standardize the care of patients who receive IV sedation and provide oversight

©20221SMP | www.ismporg | 26
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Lessons Learned about Human Fallibility, System Design, and Justice

in the Aftermath of a Fatal Medication Error

ASMP)
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Recommendations for providers

(upstream)

— Affix warnings

» Place auxiliary labels on all storage locations and/or ADC pockets/drawers/lids that
contain neuromuscular blockers that clearly warn that respiratory paralysis will occur,
and ventilation is required (e.g., “WARNING: CAUSES RESPIRATORY ARREST—
PATIENT MUST BE VENTILATED")

» Warnings should be visible when ADC pockets/drawers/lids are open
» Consider shrink wrap sleeves for vials, although these can make different
neuromuscular blockers look similar
— Build interactive ADC warnings

» Display an interactive warning (e.g., “Patient must be intubated to receive this
medication”). The warning should require user to enter or select the purpose of the
medication removal (“other” should not be a choice) and verify that the patient is (or
will be) manually or mechanically ventilated. In most ADC systems, this type of
warning is configurable by medication, and in some systems, by cabinet

©20221SMP | www.ismporg | 27
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Recommendations for providers

(upstream)

— Clarify override policies

« Safety risks exist when removing and administering medications via override before pharmacy verifies the order

« Review the hospital’s ADC override policy to confirm its permitted use is limited to emergency or urgent situations
when a patient would be significantly compromised by the delay (or if a licensed independent practitioner controls
the medication use process)

* Manage the override list. Be sure the policy clearly communicates the hospital’s overall expectation of very limited
overrides for defined urgent and emergent situations (e.g., antidotes, rescue agents, reversal agents, lifesaving
medications, comfort care medications for acute pain and intractable vomiting)

— Educate staff

¢ Allow simultaneous searching by brand and generic names. Teach practitioners how to toggle between brand and
generic or display both on-screen

« Teach practitioners to access and remove medications in profile mode whenever possible, as it directs them to a
patient-specific medication profile and limits their access to medications that were verified by a pharmacist

e Teach practitioners how to toggle between brand and generic name search functions

©20221SMP | www.ismporg | 28
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Lessons Learned about Human Fallibility, System Design, and Justice

in the Aftermath of a Fatal Medication Error

Recommendations for providers

(upstream)

— ISMP Targeted Medication Safety Best
Practices

* New Best Practice #18 consists of interventions
designed to expand the use of barcode
verification prior to medication and vaccine
administration beyond inpatient care areas

ISMP Targeted Medication
» However, lower levels of full implementation Safety Best Practices
reported in radiology (31%), catheterization for Hospitals
(23%), procedure rooms (16%), and operating
rooms (7%)

ISMP.

MP https://www.ismp.org/guidelines/best-practices-hospitals ©20221SMP | wwwismporg | 29
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Recommendations for providers

(downstream)

— Implement barcode scanning verification in all areas

» Prior to administration, verify each medication via barcode medication administration (BCMA) to
ensure accuracy

» Get ready for the future - RFID

— Avoid unjustifiable overrides

» Neuromuscular blockers may be needed via override for emergency intubation. Nevertheless, if
neuromuscular blockers are on a list of overridable medications, each override should be situation
depdendent and justifiable, and not only based alone on its availability on a list of overridable
medications

— Require a witness upon removal of certain medications on override

* Provide an automated prompt and for documenting an independent double check with another
practitioner at the ADC when removing facility-defined medication via override.

» “Witness on dispense” b¥ cabinet and by drug is an available prompt with some ADC systems that also
allows documentation of the verification process

m‘ ©20221SMP | www.ismporg | 30
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Lessons Learned about Human Fallibility, System Design, and Justice

in the Aftermath of a Fatal Medication Error

Recommendations for providers

(downstream)

— Distraction-free ADC drug removal. Avoid distractions
and talking at the ADC while searching for and removing
medications

— Monitor overrides. Monitor overrides daily to verify
appropriateness, transcription of orders, and Glldsires s
documentation of administration. Review aggregate Safe Use of Automated
override usage reports monthly, trending by medication, [EEEESEUEERCEEIEE
user, and location, to assess appropriateness, determine
how well the hospital is managing overrides, and
address barriers to the pharmacists’ review of ISMP
medication orders prior to drug removal

www.ismp.org
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For cabinet vendors

— Assist hospitals with increasing the number of drug name letter characters when searching

» While efficiency is important, and spelling errors are a concern, safety may be jeopardized by allowing
fewer than 5 letters of a drug name to ?opulate the search results. It'is recommended that vendors
review potential software changes to allow a configurable option for the required number of letters to
narrow the choices, ideally to one drug of drug category. Vendors have been helpful.

— Alert users to generic/brand name searches

* Some newer ADC systems allow both brand and generic drug names to be displayed and searched.
Earlier versions may allow only one or the other. Vendors should enable simultaneous searching by
both brand and generic drug name. If brand and generic search capabilities are separate, the ADC
screen should clearly display to the user which type of search is currently being conducted (generic or
brand) and make it easy to toggle between the two functionalities. Allow display of both generic and
brand simultaneously

— Retire discontinued brand names

* In consultation with customers, drug information vendors (Medispan, FirstDatabank, Multum, etc.)
should retire discontinued brand names sooner than they now do (the brand name Versed was
discontinued in 2003).

m‘ ©20221SMP | www.ismporg | 32
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The fallacy of the five rights as an individual
responsibility

— The focus is on individual performance where responsibility for accurate drug
administration lies with multiple individuals and reliable systems to support
safe medication use.

— The five rights are goals for safe medication practices but do not themselves
provide procedural guidance on how to achieve them.

— Many errors, including lethal errors, have occurred in situations where
practitioners firmly believed they had verified the “five rights.”

— Without adequate systems in place to help practitioners achieve the goals of
the “five rights,” errors are likely.

— The “five rights” do not consider the significant contribution of human factors
to errors
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Lessons Learned about Human Fallibility, System Design, and Justice
in the Aftermath of a Fatal Medication Error

ISMP articles & statements

— Criminalization of Human Error and a Guilty Verdict: A Travesty of Justice that
Threatens Patient Safety (www.ismp.org/node/30912)

— Paralyzed by Mistakes - Reassess the Safety of Neuromuscular Blockers in Your
Facility (www.ismp.org/node/247)

— Safety Enhancements Every Hospital Must Consider in Wake of Another Tragic
Neuromuscular Blocker Event (www.ismp.org/node/1326)

— When did Human Error Become a Crime? (www.ismp.org/node/30896)

— The Five Rights: A Destination Without a Map (www.ismp.org/node/909)

— ECRI and ISMP Public Statement | Medication Errors are Complex; Criminal
Charges Will Not Improve Care (www.ismp.org/node/31129)

\J,(M_@ ©2022I1SMP | www.ismp.org | 35
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ISMP Recommendations

— ISMP Targeted Medication Safety Best Practices for Hospitals
(www.ismp.org/node/160)

— Guidelines for the Safety Use of Automated Dispensing Cabinets
(www.ismp.org/node/1372)
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An Engineering Look at Preventing
Wrong Drug Administered

e JUSt Culture

opyright 2022, The Just Culture Company, LLC

The General Safeguards for Preventing Wrong Drug by Nurse
Selection Error, Retrieval Error, or Pharmacy Stocking Error

i )
Error Error Error
Visually Visually Barcode .
Confirm Confirm at Scan at Post—_Adr_mn
at ADC Bedside Bedside Monitoring
(T Risk/Dose Interval M)
Selection, retrieval, or stocking 001 | 001 10001 1x10-13 OT dose Mitigation
error, plus errors at every step 1
Errors at each ste| —Tmoe—
rror nsep, 001 ,0001 1x10- 1 | J | Wiitigation
plus at-risk behavior ] doses !
E h st I TinI0M I
rors at each step, .0001 1x10-7 | 0 [ Writigation
plus at-risk behaviors 1 o 1
Selection, retrieval, or stocking .
error, plus three at-risk behaviors 1x103 Vitigation
Selection, retrieval, or stocking T 1,000 P
error, plus three at-risk behaviors 1x10-3 doses Rclliizaten
\_

Humans modeled at .001, Barcoding at .0001 Th e J u st C u I t u re
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A Just Culture at Work?

An Analysis of the Firing, License Revocation, and
Criminal Conviction of RaDonda Vaught

e JUSt Culture

opyright 2022, The Just Culture Company, LLC

The Criminal Law’s General Approach

[ -\

Negligence

Should have been
aware, but was
unaware, of a
substantial and
unjustifiable risk
of harm

[ RAYS

Conscious
disregard of a
substantial and
unjustifiable risk
of harm

g VAN

4

Knowingly
causing harm
(sometimes
justified)

g J

\

/

A purpose to
cause harm
(never justified)

g J

\

Wait for harm
to occur

Judge independent of harm,
but strong severity bias in penalty

Don’t learn, just judge

e JUSt Culture
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The People of Tennessee

* Negligence * Reckless
* when the person ought to be * consciously disregards a
aware of a substantial and substantial and unjustifiable
unjustifiable risk risk
* With no harm, not a crime * With no harm, less than 1
+ When death results, 1-6 year in jail
years in prison * When death results, 2-12

years in prison

* What say the People of Tennessee?

* Don’t be reckless
* And don't kill another person by mistake

e JUSt Culture

opyright 2022, The Just Culture Company, LLC

Our Model

(. RAY4S AYS N AYS -\
Human GBS Reckless Knowled Purpose
. nowledge
Error Behavior .
Unintended A choice where risk Conscious Knowingly A purpose to
conduct: where is not recognized, disregard of a causing harm cause harm
the actor should or is mistakenly substantial and (sometimes (never justified)
have done other believed to be unjustifiable risk justified)
than what they did justified of harm

Accept Coach Sanction Sanction Sanction
\- AN AN AN AN J

React to all independent of the actual outcome (rejecting the severity bias)

Learn from them all

e JUSt Culture
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opyright 2022, The Just Culture Company, LLC

A Fundamental
Disconnect

Negligence

Should have been aware, but was
unaware, of a substantial and
unjustifiable risk of harm

Patient safety specialists
use human error, and if
sophisticated, at-risk
behavior to describe
what the human

Human -Ri
resource leaders and AtRisk
Error Behavior
legal systems see as
Unintended conduct: A choice where risk is
n egl Ige n Ce where the actor should not recognized, or is
have done other than mistakenly believed to
what they did be justified

= )|

e JUSt Culture

opyright 2022, The Just Culture Company, LLC

A Fundamental Disconnect

From one hospital’s Just Culture policy

“Blaming individuals “when incompetence or sub-
creates a culture of fear standard performance is

and defensiveness that revealed after careful collection
of facts, and/or there is reckless

or willful violation of policies or
negligent behavior, corrective or
disciplinary action may be
appropriate.”

diminishes both learning
and the capacity to
constantly improve
systems.”

e JUSt Culture
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Lessons Learned about Human Fallibility, System Design, and Justice
in the Aftermath of a Fatal Medication Error

What You Can Do as Leaders

1. Redesign the system to reduce the rate of harm

For both patients and providers, the best thing that can be done is to prevent the harm in the first place.

2. Conduct and share a complete root cause analysis
By conducting a meaningful investigation, we can develop understanding and empathy for another person’s experience and in

doing so, we can focus on the real work of safety improvement, rather than on our generally punitive, self-righteous response of
“I'd never do that. I'm a good employee.”

3. Revise your disciplinary policies
An organization can and should make the unilateral commitment to employees that they will not face disciplinary action, in

response to an event, for any conduct falling short of reckless behavior. This prohibition should cover both human error and at-
risk behavior*, regardless of the severity of the outcome.

4. Get professional boards, regulators, and the press on board

If the goal of professional boards, and state and federal regulators is to keep the public safe, they too should adopt the tenets of
Just Culture.

e JUSt Culture
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Questions?
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