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The Joint Commission’s sole medi-
cation-related National Patient 
Safety Goal (NPSG) for 2008 tack-
les one of health care’s thorniest 
issues – how to manage anticoagu-
lant therapy safely. 
NPSG Requirement 3E issues a 
mandate to reduce the likelihood of 
patient harm associated with the 
use of anticoagulation therapy. 
There is a one year implementation 
timeline: 
· April 1, 2008: assign responsi-

bility for development – done.  
This is assigned to the P&T 
Committee. 

· July 1, 2008: implementation 
plan in place 

· October 1, 2008: pilot test un-
derway 

· January 1, 2009: full imple-
mentation 

· Implementation Expectations 
For 3E 

1. The organization implements a 
defined anticoagulant management 
program to individualize the care 

provided to each patient. 
2. To reduce compounding and 
labeling errors, the organization 
uses ONLY oral unit-dose products 
and premixed infusions, when 
these products are available. 
3. When pharmacy services are 
provided by the organization, war-
farin is dispensed for each patient 
in accordance with established 
monitoring procedures. 
4. The organization uses ap-
proved protocols for the initiation 
and maintenance of anticoagula-
tion therapy appropriate to the 
medication used, to the condition 
being treated, and to the potential 
for drug interactions. 
5. For patients being started on 
warfarin, a baseline international 
normalized ratio (INR) is avail-
able, and for all patients receiving 
warfarin therapy, a current INR is 
available and is used to monitor 
and adjust therapy. 
6. When dietary services are pro-
vided by the organization, the ser-

vice is notified of all patients re-
ceiving warfarin and responds ac-
cording to established food-drug 
interaction program. 
7. When heparin is administered 
intravenously and continuously, 
the organization uses programma-
ble infusion pumps. 
8. The organization has a policy 
to addresses baseline and ongoing 
laboratory tests that are required 
for heparin and low-molecular 
weight heparin therapies. 
9. The organization provides edu-
cation regarding anticoagulation 
therapy to prescribers, staff, pa-
tients, and families. 
10. Patient/family education in-
cludes the importance of follow-up 
monitoring, compliance issues, 
dietary restrictions and potential 
for adverse drug reactions and in-
teractions.  
11. The organization evaluates an-
ticoagulation safety practices. 

PMHC Under The Gun 

The Pharmacy & Therapeutics Committee reviews all medication 
errors where a high risk drug was involved. These drugs are defined 
as having a higher likelihood of causing injury is misused. We have 

identified 28 categories of such medications. 
     It was noted at our last meeting in the past year 
39% of the high risk medication errors involved 
diabetic meds and 19% involved anticoagulants. 
These two categories account for almost 60% of 
the high risk med errors. 

Focus On High Risk Medication Errors  



PMHC Pharmacy  Phone: 995-2927  Email: rmmiller@phelpsmemorial.com 
 

Pharmacy Staff:     Robert Miller, R.P.     Marcia Kuhlmann, CPhT     Kelly Shadduck, CPhT     Crystal Tilson, Pharmacy Tech 

     The following notes were copied from an 
article in Pharmacy Practice News entitled 
“Insulin Mishaps Persist Despite Years Of 
Warnings”: 

    
  Year after year, insulin has held the 
dubious distinction of being ranked 
among the top products involved in 
serious medication errors.  In the 
United States Pharmacopeia 2007 
MEDMARX Annual Report, for in-
stance, insulin led all products in 
harmful drug mishaps. 

Pharmacy & Therapeutics Commit-
tees should stress the importance of 
accurate communication and docu-
mentation of lab values – making 
sure that lab values are written down 
and read back when communicated 
orally and that the values are avail-
able on the medication administration 
record or in a central location and 
assigned to the right patient.” 
Some Other Points Covered In The 
Article: 
     “When you’re talking to people in 
the ED and to people being admitted, 
you have to ask more in-depth ques-
tions.  For example, ask them if they 
are on any medications where they 
inject themselves.  Ask them about 
patches or herbal medications.  Also 
ask if they take any over-the-counter 
medications. 
     The article suggested that organi-
zations order and stock only one rap-
idly acting insulin and only one long-
acting insulin. 
     
 

 
 
 

 
 
                         
 

 
There are a lot of abbreviations 
affecting insulin therapy. The 
better option is to use pre-
printed order forms that take 
handwriting out of the equation. 
     A related problem is the unin-
tentional use of tuberculin (TB) 
syringes to draw up insulin, which 
can increase a patient’s insulin 
dosage by 10-fold. 
     Insulin product companies and 
health care organizations are striving 
to improve the safe use of insu-
lin.  Hospitals are developing new 
procedures to handle insulin by using 
bar coding and promoting the use of 
insulin pens for individual pa-
tients.  Companies are working hare 
to improve packaging and labeling to 
prevent insulin product mixups, such 
as the use of color-coding to differen-
tiate products.” 

Insulin Mishaps Persist  

     Breakdowns can occur at 
any point in the insulin-use 

process.   

A Dose of  
Slim-Fast for VTE 

 
 The Pharmacy 
& Therapeutics 
Committee is 
working to trim down the paperwork 
currently in use for addressing VTE.   
 

     Tyler Schmidt will be our answer 
to Richard Simmons in paring down 
this process.  
 

     ‘Stay tuned. 
 Old VTE NEW VTE 

     Use preprinted  
order forms that take 

handwriting out of 
the equation, to avoid 

abbreviation 
(breakdown) 
confusion.  


