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Important Disclaimers for this Presentation

The information provided in this presentation (including these slides) does not, and is not intended to, constitute
legal, medical, or other professional advice; instead, it is for informational purposes only. Information provided in
this presentation should not be relied upon for personal, medical, legal, or financial decisions and you should
consult an appropriate professional for specific advice that pertains to your situation. You should not act or
refrain from acting based on information in this presentation without first seeking legal advice from counsel in
the relevant jurisdiction. Only your attorney can provide assurances that the information contained herein—and
the interpretation of it—is applicable or appropriate to your particular situation.

Health care providers should exercise their professional judgment in connection with the provision of healthcare
services. The information contained in this presentation is not intended to be, nor is it, a substitute for medical
diagnosis, treatment, advice, or judgment relative to a patient’s specific condition.

The information in this presentation may undergo periodic changes. You should consult with your legal counsel
or other professional to ensure that the information contained in this presentation has not changed.



Disclaimer

The material presented here is based on formal
education and training, evidence-based research,
Copic recommendations, guidelines and best practices,
and personal experience. This content of this lecture is
by no means legal advice. Each provider assumes
responsibility of the potential risks associated with each
educational management procedure, and to remain
updated on best practices for any patient related
procedures.

Providers participating in any Copic related workshop,
do not hold Copic or the physician instructor liable for
any consequences of individual choices, and personal
practice. All patient related outcomes are ultimately the
responsibility of the provider.

Financial Disclosures

“NONE OF THE PLANNERS, REVIEWERS, AND
FACULTY FOR THIS EDUCATIONAL ACTIVITY, IN
THE PAST 24 MONTHS, HAVE RELEVANT
FINANCIAL RELATIONSHIPS TO DISCLOSE WITH
INELIGIBLE COMPANIES WHOSE PRIMARY
BUSINESS IS PRODUCING, MARKETING, SELLING,
RESELLING, OR DISTRIBUTING HEALTHCARE
PRODUCTS USED BY OR ON PATIENTS.”




Accreditation &
Designation Statements

For nursing the number of credits designated is the
number of credits awarded

Copic is accredited as a provider of Continuing nursing
education (CNE) by the American Nurses Credentialing
Center's Commission on Accreditation (ANCC). This activity
was designated for __ nursing contact hours.

Process for
Claiming Credit

In order to earn CNE credit learners should complete the evaluation
questions that will assess if nurses have learned the most important
recommendations and conclusions from this course. Each LIVE
activity consists of the full participation of the learner, and a course
evaluation. The evaluation will open after the learning activity is
completed.

Process for Completing the Activity:

1.  Read the target audience, learning objectives, and
financial disclosures.

2. Complete the LIVE educational activity.

3. Complete the activity evaluation on Copic's LMS platform
and/or Survey Monkey

It is estimated that this activity will take approximately 1 hour
to complete.



Learning Objectives

Identify and analyze common causes of medication errors.

Explore Explore potential suggestions and solutions to reduce medication errors.

Awareness Become aware of trends in claims and occurrences.




What Is A Medication Error?

The FDA defines a medication errors as “any preventable
event that may cause or lead to inappropriate use or
patient harm while the medication is in the control of the
healthcare professional, patient, or consumer.”




Death in the United States

Johns Hopkins University researchers estimate that medical error is now the third
leading cause of death. Here's a ranking by yearly deaths.
0 100,000 200,000 300,000 400,000 500,000 600,000

Heart disease 614,348
Cancer 591,699
Medical error _ 251,454
Respiratory disease 147,101
Accidents 136,053
Stroke 133,103
Alzheimer's 93,541
Diabetes 76,488

Flu/pneumonia 05,227

Kidney disease 48,146

Suicide 42,7173

Source: National Center for Health Statistics, BM) E WASHINGTON POST




How Prevalent Are Medication Errors?
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Ascension hospital cited for
immediate jeopardy after drug mix- 2-year-old died after hospital missed a decimal

. point in medication dosage, leading to overdose,
up harmed 4 patients lawsuit says
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Hospital medication error Kkills patientin  Former nurse found guilty in accidental
Oregon injection death of 75-year-old patient
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What Do You Think Are The Most
Common Causes?
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The Most Common Types
of Medication Errors
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Aronson, J.K. (2009). Medication errors: what they are, how they happen, and how to avoid them.
QJM: An InternationalJornal of Medicine, 102(8), 512-521




Risk Mitigation

Medication Safety & Risk Strategies
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Look A-Like Sound A-Like
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Illegible Handwriting
Unclear Electronic Orders
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Distractions &
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Safety & Risk Strategies - Controlled Substances
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High Risk Risk
Medications Mitigation

Concentrated
K+

Safety & Risk Strategies
High Risk Medications

Insulin Patient
Monitoring

Staff
Competency &
Training

Anticoagulants



But Kayla...We’re Already Doing ALL of
This...

Systemic Human & Design

Staff Shortages B Factors

Fatigue/Stress

Heavy Workloads Sound-alike/Look a-like

Interruptions and Distractions Complex math calculations

Medication
Errors

Unclear Orders .. . Culture
Communication Reporting

Verbal Orders Breakdowns Barriers Fear of Blame

Poor Handoffs
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A Patient Safety Measurement HPI SEC &
Tool for Healthcare SSER

Patient safety measurement
system for healthcare
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Ranking Medication Events ’
Utilizing Safety Event Classification =
(SEC)
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NME 1 Unplanned Catch

NME 3 Early Barrier Catch

PSE 2 Minimal Temporary Harm

PSE 4 No Harm

SSE 4 Severe Temporary Harm

SSE 5 Moderate Temporary Harm

Medication Error SEC Trends

W January M February ® March

14
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Case Study

* A patient was admitted on the med-surg unit for Gl complaints. Diagnostics revealed gastric
ulcers. Sucrulfate PO was ordered on the MAR. After administration, the patient began to
complain of shortness of breath. The other RN on shift overheard the discussions between
the patient and the nurse. The other RN asked the patient’s nurse what happened and come
to find out, the RN administered the Sucrulfate but administered it IV instead of PO.

* The second nurse immediately notified the ordering physician, put the patient on continuous
telemetry, pulse ox monitoring, applied oxygen and obtained vital signs.

 After a few minutes, the patient’s shortness of breath subsided and there were no
subsequent reactions. s,
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Table 2

HPI SEC CODE LEVEL OF HARM
SSE1 Death
SSE2 Severe permanent harm
SERIOUS SAFETY EVENT SSE3 Moderate permanent harm
SSE4 Severe temporary harm
SSES Moderate temporary harm

PSE1 Minor permanent harm

PSE2 Minor temporary harm
PRECURSOR SAFETY EVENT (PSE)

PSE3 Mo detectable harm

PSE4 Mo harm

NME 1 Unplanned catch
NEAR-MISS SAFETY EVENT (NME) NME 2 Last strong barrier catch

)=tcopic



Case Study

* Antibiotics ordered in the ER: A patient was being

transferred to a higher level of care from a level 4 ER, EMS
communicated their ETA was 20 minutes but showed up 5
minutes after they were on the radio. Patient needed IV
antibiotics hung prior to transfer, no unit clerk so RN was
also compiling all transfer paperwork. RN went to pyxis to
pull ordered antibiotic, RN grabbed piggyback bag from
pyxis, used BCMA and alert popped up, RN acknowledged,
scanned again, alert came up, RN acknowledged-
overrode and administered. After EMS took the patient, RN
realized why the BCMA system kept alerting and went back
into the Pyxis and noticed the correct antibiotic was in the
pocket next to the one she grabbed.

* Cefazolin vs. Ceftriaxone
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Case Study

Patient was on comfort-care/end-of-life care and was agitated/confused during the
night.

The patient had reportedly received buccal morphine without relief.
Haldol/Haloperidol IM was intended to be administered for agitation as another
option; however, norepinephrine was pulled/prepared and administered IM
Instead.

The event was discovered shortly after administration; reports also indicate that
barcode scanning was not completed, with scanner issues referenced by staff.

Provider was notified of error, pharmacy also consulted and advised to monitor BP
and tele for 2 hours.

Reports stated BP and tele were monitored.

)=t copic
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Late entry entered on 07/03/26 for care provided on 6/25/26 at 0330.

Patient had been restless since the beginning of the shift attempting to crawl out of the bed even with family at the
bedside. Patient was falling at home and family was having difficulty caring for him. Patient has a c-collar that he
would have to wear for the rest of his life due to prior fall and was deteriorating in physical and mental condition along
with increased confusion and dementia family had determined to place patient on hospice. Patient had been give a
2nd dose of buccal morphine 2 mg with out relief. Next medication available to calm the patient was haldol 2 mg IM
per the EMR as it was too soon to to give buccal morphine. This nurse spoke with the patients wife about continued
agitation and restlessness and asked patients wife if she would like the IM haldol given. Patient's wife stated that she
would like the Haldol given. The other nurses working with me stayed in the room with the patient to prevent patient
from crawling out of the bed and injuring himself. This nurse went to the Omnicell and got the medication. This nurse
pulled Norephedrine4 mg vial from the adjacent open bin. The Omnicell did not require a scan to remove the vile and
this nurse went back to the room where the other 2 nurses were and the patient continued to attempt to get out of bed.
Charge nursing cow scanner was working intermittently at that timef| This nurse removed norepinephrine 2mg from
the vial and handed it to the nurse at the right sided head of the bed to aive in the riaht deltoid while assistina to
prevent the patient from hitting and kicking the staff at bedside. | Patient settled and this nurse went to scan medication
and realized error. | Provider on call Dr. ([ called and informed of error at 0322 am. Avel Pharmacy called and
(hIs nurse requested how to manage possible side ettects and what to I00K for as possible Issues. Pharmacy stated
that effects would be short lived and recommended frequent blood pressure checks due to possible hypertension and
telemetry monitoring. Pharmacy also stated that if there were no issues that frequent blood pressures and telemetry
could be discontinued after 2 hours. This nurse returned to the room and informed the patients wife that the wrong
medication had been given and what pharmacy had recommended and placed patient on telemetry and frequent blood
oressures. A nurse staved in the room with the patient for the initial hour with the family to continue to monitor patient
and to prevent patient from crawling out of bed. Nursing attempted to call DON -To inform her of the error.
Nursing eventually contacted by phone (i} FNP and she was able to get a hold of [ DON to update her, this
nurse requested DON to come sand speak with patient family. Patient continued to be restless and 1st and 2nd
were slightly elevated the others taken slowly returned to normal as patient settled more to patients' baseline. At 0530
am patient was settled, telemetry and blood pressure cuff removed and 2 of 3 family members returned home. Patient
wife came out to the nurses station and hugged this nurse.-DON called and updated




Late Entry Entered 07/03/26 for Care Provided 06/25/26 at 0330

Patient remained restless, agitated, and attempted to exit bed throughout the shift despite
family presence at bedside. Previous buccal morphine 2 mg administration did not provide
adequate symptom relief. Per active orders, the patient’s spouse agreed to IM Haldol
administration.

Norepinephrine 2 mg was administered IM. Patient was immediately assessed. Nursing
notified on-call provider at 0322. Nursing consulted pharmacy, and pharmacy recommended
blood pressure and telemetry assessments every 15 minutes for 2 hours. Patient's spouse
was informed of norepinephrine administration and patient monitoring plan.

Nursing initiated telemetry and frequent vital sign monitoring. Patient’s blood pressure did
increase mildly and transiently (see vital sign flowsheets), readings subsequently returned
toward baseline. Family was updated throughout the event and verbalized understanding. At
0530, patient was resting and had returned to baseline status. Enhanced monitoring was
discontinued per recommendations.
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Increase in claims

Claims often involve high-alert medications

i Frequently linked with diagnostic errors _

Under reporting is still an issue
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Copic Closed Claims

Alleged pain medication interaction with
Benadryl resulting in death

Overdosing Lovenox and failure to enforce
guidelines regarding anticoagulant
medication causing ischemic and
hemorrhagic stroke

Alleged overdose of cancer medication
leading to death

Patient in for anaphylactic shock,
epinephrine error resulting in cardiac arrest

Patient suffered severe brain damage due to
medication given to relax them prior to
CRNA attempting intubation




Copic Closed Claims

Negligent medication administration leading
to anaphylactic shock

Medication error and negligent monitoring
leading to patient demise

Alleged negligent administration of
medication, failure to obtain informed
consent, resulting in kidney injury and renal
failure

Improper medication administration
resulting in cardiac arrest
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ADVERTISEMENT

2-year-old died after hospital missed a decimal
point in medication dosage, leading to overdose,
lawsuit says
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“Because of these errors, De’Markus
received two consecutive doses of a
massive overdose of oral potassium
phosphate,” the lawsuit states.

De’Markus’ potassium levels rose to a
fatal level, which caused him to go into
cardiac arrest.

The lawsuit also alleges that medical
professionals failed to respond to
De’Markus’ cardiac arrest in a timely
manner, and he went without breathing
for at least 20 minutes.

The lawsuit says the lack of oxygen caused
De’Markus to suffer irreversible brain damage, as
well as “catastrophic” damage to other organs.

He spent the next two weeks on life support and
showed no signs of improvement. He was taken
off life support and died on March 18, 2024.

The lawsuit claims that several other supervising
physicians, colleagues and pharmacists failed to
catch and correct the mistake, despite the
hospital’s pharmacy system issuing a “Red Flag”
warning that alerted them to the excessive dosage.

copic



“It’s been extremely difficult
since the passing of my son
because to this day, I still
have not known what
happened.”

“] was never told. When I
asked, it was always a vague,
‘I do not know. I do not
know.’ I still have
nightmares about what
happened.”

- Dominique Page
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Patient safety measurement
system for healthcare
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* Most Common Types of Medication Errors Article 3?

https://www.pharmaceuticalpress.com/resources/article/what-are-the-most-common-types-of-medication-errors/

+ ISMP/ECRI List of Look Alike/Sound Alike Medications

https://www.ismp.org/sites/default/files/attachments/2017-11/tallmanletters.pdf

» ISMP/ECRI Minimizing Distractions

https://home.ecri.org/blogs/ismp-alerts-and-articles-library/minimizing-distractions-and-interruptions-during-medication-safety-
tasks

* Press Ganey White Paper on HPl SEC/SSER

https://info.pressganey.com/e-books-research/the-hpi-sec-sser-patient-safety-measurement-system-for-
healthcare#main-content
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Questions?

Thank you!
LEVIER=Te)Yo!
720.858.6223
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