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1. Introduction

This implementation guide was created to support the Partnership for Patients, a national initiative
sponsored by the Department of Health and Human Services to reduce harm in health care facilities.
Military Health System leadership has pledged its support to the PfP, and has made a commitment to
specific, identified aims. Improving the quality and safety of health care in all Department of Defense
facilities will only be possible with universal support at every level in the MHS.

This guide is one of 10 harm-specific guides designed to assist you as you implement identified
evidence-based practices to improve patient care. Common to all guides are resources that support
efforts to educate the health care team by providing MHS-selected -EBPs and quality improvement
strategies.

In addition, implementation strategies and tools relevant to all harm categories are included in a guide
titled “Practical Applications for Process Improvement and Change Management.” This guide supports
efforts to equip the health care team with rapid-cycle process improvement methods and engage the
health care team through the use of change management strategies.

2. Adverse Drug Event Prevention Evidence-Based Practices

2.1 ADEs - Background Information

According to HHS, an adverse drug event is an injury resulting from the use of a drug. ADEs in hospitals
can be caused by medication errors such as accidental overdoses or incorrect drug administration to a
patient, or by adverse drug reactions to a normal dose, such as allergic reactions or excessive bleeding
after treatment with the intended dose of a drug that prevents dangerous blood clots. For more
information, visit:

http://www.healthcare.gov/compare/partnership-for-patients/safety/ade.html.
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ADEs encompass a wide variety of hospital-acquired conditions, and constitute more than 30 percent
of Hospital-Acquired Conditions according to a 2010 study conducted by the HHS Office of Inspector
General. The PfP estimates that 50 percent of the 1.9 million ADEs that occur in hospitals each year
are preventablel.

2.2 Risk Factors for ADEs

While research has not identified valid predictors, the following factors have been associated with
ADEs2;

o Older Age

e Severity of illness

e Intensity of treatment
e Polypharmacy

of HEALTH ¢
! Preventing Adverse Drug Events, http://www.healthcare.qov/compare/partnership-for-patients/safety/ade.html, M %
Accessed 8/2/12. @
2 Reducing and Preventing Adverse Drug Events To Decrease Hospital Costs. Research in Action, Issue 1, 4
http://www.ahrq.gov/qual/aderia/aderia.htm Accessed 8/2/12.
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http://oig.hhs.gov/oei/reports/oei-06-09-00090.pdf
http://www.healthcare.gov/compare/partnership-for-patients/safety/ade.html
http://www.ahrq.gov/qual/aderia/aderia.htm
http://www.ahrq.gov/qual/aderia/aderia.htm
http://www.cdc.gov/MedicationSafety/Adult_AdverseDrugEvents.html
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2.3 Evidence-Based Practice Guidelines

To reduce the prevalence of ADEs, the Institute for Healthcare Improvement has developed strategies
for reducing harm from four high-alert medication categories: anticoagulants, narcotics, insulins, and
sedatives. High-alert medications are medications that are most likely to cause significant harm to the
patient, even when used as intended.
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2.4  Proven Strategies

Additional strategies cited by the Agency for Healthcare Research and Quality and the General
Accounting Office to improve the medication delivery system include3#

e Improve incident reporting systems (i.e., Patient Safety Reporting System)
Create a better atmosphere for health care providers to report ADEs so that the person
reporting the error does not fear repercussions or punishment

e Rely more on pharmacists to advise providers in prescribing medications and promote
education on medications

e Improve nursing medication administration and monitoring systems

o Implement a standardized medication reconciliation form

‘@é\wmm‘%

8 Reducing and Preventing Adverse Drug Events To Decrease Hospital Costs, op cit. “
* Adverse Drug Events: The Magnitude of Health Risk is Uncertain Because of Limited Incidence Data. Government
Accounting Office Report to Congressional Requesters, January 2000. www.gao.gov/new.items/he00021.pdf
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e |Improve communication between providers and patients about risks and benefits of
medication

e Dispense drugs from pharmacy in single-unit/single-dose packages

e |nstall automated dispensing systems

e Barcode hospital medications

e |nstitute Look-Alike/Sound-Alike alerts

e Include pharmacists in hospital rounds

e Use the FDA's MedWatch program to report serious adverse drug reactions

2.5 MHS ADEs Performance Measures

In order to collect and interpret data that documents success in reducing the incidence of ADEs, it is
imperative that outcome measures be utilized. The MHS has committed to using the measures listed
below. MTFs are expected and encouraged to report facility-wide ADEs and near-misses in the Patient
Safety Reporting System.

Description Data Source Metric
e Total ADEs per calendar year for each category PSR and Outcome Measure
(Anticoagulants (only Heparin and Warfarin), JAMRS Data

Narcotics, Insulins, and Sedatives)

e Number of ADEs per calendar year resulting in harm
(defined as Harm Scale Categories; Death, Severe
Permanent Harm, Permanent Harm, Temporary
Harm, or Additional Treatment) for each category
(Anticoagulants (only Heparin and Warfarin),
Narcotics, Insulins, and Sedatives)
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