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Background

* Anesthesia providers select,
prescribe, prepare, administer,
document, and monitor medication
administration within seconds
leading to high risk for medication
errors

« However, limited research Is
avallable on anesthetic medication
errors

 Avallable data indicates a
medication error occurs in one In
every twenty anesthetics

» Labeling of medication vials,
ampules, and syringes contribute to
55% of all errors

* QOver one-third of adverse drug
events are preventable

* No one change alone can eliminate
or reduce anesthesia medication
errors

» Future and larger evidence-based
studies are needed to accurately
identify the full scope of anesthesia
medication errors

Case Report

62-year-old-female presented for a
robotic sacrocolpopexy. A general
anesthetic was planned.

After induction, the patient became
hypotensive BP 78/42 HR 61

Anesthesia provider prepared
Ephedrine for administration

An Intended dose of 5 mg was given

On return to the workstation, It was
identified that 1000 mcg IV
Phenylephrine had been
administered

Immediate appropriate interventions,
following the error, resulted in no
adverse patient outcomes
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Evidence Based Discussion

Multiple factors contribute to
medication errors and include:

Translation to Practice

» A multimodal approach is the most
effective process change to reduce
errors

* Evidence-based recommendations
to reduce errors include:

* Prefilled syringes — to reduce
preparation and standardize dosages

» Reduction of look-a-like vials

» Separation (in space) of look-a-like
syringes

» Standardization of printed labels to
eliminate handwritten labeling errors

» Color coding of syringe labels and
vials but caution must be taken to
reduce provider trust in only color and
not label

* Organization of medication drawers
and workspaces

* Implementation of an observational
pilot study Is planned.

* Design will include:
» Determine patient selection criteria
* Changes to preparation process
» Use of pre-filled syringes
» Labeling changes
» Standardization of medications on and In

Implementation

Does standardization and organization of anesthesia
medications reduce the number of medication errors?

Is this topic a priority
for anesthesia

Consider other issues or
opportunities

providers?

Is there sufficient Reassemble

evidence?

Conduct Further

*Develop an Anesthesia Medication
Research

Organization Standard of Practice

*Design the Pilot Study with
Outcomes — Narraaca Number of T
Medication Errors Over the Next 6

Months ~——
*|dentify and Education the T~
Anesthesia Providers for the Pilot Is the change T Redesign
Study appropriate for ‘

*Collect Data and Evaluate Process "dﬂpﬁ"_“ into
practice?

*Observational Study |
to Identify Number of

S~ Medication Errors

. S Consider alternatives ‘
T Yes S or changes in
protocol

*|dentify Super Users (CRNA, MDA, SRNA, RPh)
*Provide Education Information
*Develop an Implementation TonlKit

*Reduction of Medication Errors

Modify Anesthesia Medication Organization Standard

the anesthesia workstation and drug

Protocol based on ongoing outcome results and provider
storage compartments nput

* Process of Preparation
« Labeling

Clinical Question - Organization of Medication « Form multidisciplinary team to

Can medication errors In anesthesia
be reduced with changes In
preparation, labeling, and

Prefilled syringes with correct bolus
concentration provide more accurate
dosing

Labeling with printed, legible name of

Include anesthesia providers and
pharmacists

» Educate all providers prior to
Implementation
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