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Disclosure Statement

• Shelly Morvay and Maria Sellas Wcislo have no 

relevant financial relationships with ineligible 

companies to disclose. 

• None of the planners for this activity have relevant 
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disclose. 



Learning Objectives

At the completion of this activity, the participant will be 
able to:
1. Distinguish between high and low leverage safety 

strategies for improving the medication use system;
2. Identify opportunities for learning from medication 

safety risks that are reported by other pharmacies;
3. Discuss medication vulnerabilities in the ambulatory 

setting; and 
4. Identify opportunities to proactively mitigate risk in 

the medication use system.
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Self-Assessment Question #1

Which of the following error-reduction 
strategies is most effective according to 
ISMP?

A. Standardization and protocols

B. Educational programs

C. Automation and computerization

D. Forcing functions
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Case Example 1

• USP 800 is now enforced!

• Identification of hazardous drugs

• Hazardous drugs are shipped separately by 
wholesalers

• Hazardous drugs are stored in impervious 
bags in a separate area 

• Staff must wear personal protective 
equipment when handling hazardous 
drugs



Case Example 1

Hazardous drugs are shipped 
from the wholesaler or 
manufacturer in labeled 
containers, separate from 
other medications

Hazardous drugs stored in impervious 
bags in a designated area, separate 
from non-hazardous medications.



Case Example 1

Which of the following error reduction 
strategies is used for hazardous drug 
handling? Is this a low, medium or high 
leverage strategy?

A. Warnings, alerts, reminders and checklists

B. Educational program

C. Standardization and protocols

D. Forcing functions
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Case Example 1

• Which of the following error reduction strategies 
is used for hazardous drug handling? Is this a low, 
medium or high leverage strategy?

A. Warnings, alerts, reminders and checklists

B. Educational program

C. Standardization and protocols 
(medium leverage)

D. Forcing functions



Self-Assessment Question #1

Which of the following error-reduction 
strategies is most effective according to 
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A. Standardization and protocols
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Case Example 2

Unbeknownst to staff in pharmacy 1, a 
certain workflow caused patient 
receipts to print amongst pharmacy 2’s 
new/refill prescription receipts on a 
shared printer as prescriptions were 
being filled. This resulted in “wrong 
patient” errors when receipts were 
attached to prescription bags.  



Case Example 2
Which of the following would be the HIGHEST 
LEVERAGE strategy?

A. Require staff to read all receipts before 
attaching to prescription bags

B. Reroute patient receipts from pharmacy 1 to a 
separate printer that is not used for pharmacy 
2’s workflow

C. Change the printer configuration so that 
pharmacy 1 and pharmacy 2 receipts print on 
different colored paper

D. Educate all staff about the risk for error



Case Example 2
Which of the following would be the HIGHEST LEVERAGE 
strategy?

A. Require staff to read all receipts before attaching to 
prescription bags (should be happening already)

B. Reroute patient receipts from pharmacy 
1 to a separate printer that is not used 
for pharmacy 2’s workflow

C. Change the printer configuration so that pharmacy 1 and 
pharmacy 2 receipts print on different colored paper (what 
if we load the wrong paper into printer tray; colorblind)

D. Educate all staff about the risk for error (lowest leverage)

Option B is the highest leverage strategy!
(Automation and computerization) 



Learning Objectives

At the completion of this activity, the participant will be 
able to:
1. Distinguish between high and low leverage safety 

strategies for improving the medication use system;

2. Identify opportunities for learning from 
medication safety risks that are 
reported by other pharmacies;

3. Discuss medication vulnerabilities in the ambulatory 
setting; and 

4. Identify opportunities to proactively mitigate risk in the 
medication use system.



Self-Assessment Question #2

Medication errors reported by other 
pharmacies provide an opportunity for all 
pharmacies to enhance safety.

True

False



Medication Error/Near Miss Reporting

WHY and HOW 
are 

improvements 
made

Apply the 
highest leverage 
error prevention 

strategy 
possible

Must be EASY 
and 

NONpunitive



Medication Error/Near Miss Reporting

• Who can we learn from?

–Professional organizations

–Professional publications

–Patient Safety Organizations

–Regulatory bodies

–The Institute for Safe Medication 
Practices©
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Paxlovid Dose Errors



Paxlovid Dose Errors

• ISMP Recommendations:

– Name on drop down lists should include “mg”

• Paxlovid 300 mg + 100 mg

• Paxlovid 150 mg + 100 mg

– Confirm patient’s renal function

– Educate prescribers about the dose and package 
for patients with moderate renal impairment

– Mandatory patient education 

ISMP Medication Safety Alert! ActionAgenda May-August 2022 from 

Community/Ambulatory Care ISMP Medication Safety Alert! Sep 2022;21(9).



Self-Assessment Question #2

Medication errors reported by other pharmacies provide an 
opportunity for all pharmacies to enhance safety.

True – we WANT to learn from others so 
the error is not repeated at our 
pharmacy!

False



Learning Objectives

At the completion of this activity, the participant will be 
able to:
1. Distinguish between high and low leverage safety 

strategies for improving the medication use system;
2. Identify opportunities for learning from medication 

safety risks that are reported by other pharmacies;

3. Discuss medication vulnerabilities in 
the ambulatory setting; and 

4. Identify opportunities to proactively mitigate risk in the 
medication use system.



Medication Reconciliation

• 2023 Ambulatory Health Care National Patient 
Safety Goal from The Joint Commission

• Improved accuracy when completed by 
pharmacy staff

• Importance of reconciliation 

– Prevention of poly-pharmacy and adverse effects



Case: Vaccine Reconciliation

A patient presents to 
your pharmacy 

stating they would 
like to receive the 

zoster vaccine. 

You review their 
chart, determine it is 
appropriate for them 

to receive the 
vaccine, and process 

the vaccine. 

You administer the 
vaccine and discuss 
some potential side 

effects but state they 
will be protected 

from shingles. 

The patient states 
they had already 

received the shingles 
vaccine at their PCP. 



Case: Vaccine Reconciliation

• What are some ways to prevent duplicate 
vaccine administration? 



Drug Shortages

• Growing problem in US

• Currently 231 entries on ASHP’s drug shortage 
page

– Impact health systems and community 
pharmacies

• Leads to pharmacy shopping and potentially 
suboptimal care 



Pharmacy Health Literacy 

• “the degree to which individuals are able to 
obtain, process, and understand basic health 
and medication information and pharmacy 
services needed to make appropriate health 
decisions”

• Only 12% of adults have “proficient health 
literacy” 

• Increase risk of medication errors in patients 
with low health literacy



Pharmacy Health Literacy

• Resources from the Agency for Healthcare 
Research and Quality (AHRQ)
– Communication training

– Standardized language 

– Assessment tools

• Cultural and language barriers
– Utilizing interpreter services

– Online translation tools 

– Embedding translation in pharmacy software



Learning Objectives

At the completion of this activity, the participant will be 
able to:
1. Distinguish between high and low leverage safety 

strategies for improving the medication use system;
2. Identify opportunities for learning from medication 

safety risks that are reported by other pharmacies;
3. Discuss medication vulnerabilities in the ambulatory 

setting; and 

4. Identify opportunities to proactively 
mitigate risk in the medication use 
system.



“Safety management should therefore 
move from ensuring that ‘as few things 
as possible go wrong’ to ensuring that 
‘as many things as possible go right’”

-From Safety-I to Safety-II: A White Paper



Proactive Safety Opportunities

• New processes or technology

• Unusual circumstances

• Training  



Failure Modes and Effects Analysis

Pros

• Systematic 

• Thorough

Cons

• Difficult to complete

• Time consuming



Proactive Safety

• Focus on the things that go right

• Continuous anticipation of the need to change

• Work on being thorough while still being 
efficient 

• Utilization of simulations 



A Room of Errors Simulation to Improve Pharmacy 
Operators’ Knowledge of Cytotoxic Drug Production

• Study from Switzerland

• Simulation with 25 possible errors built in

– Developed from literature review, reporting 
system, and critical safety points in internal 
process

– 7 visible at any time; 18 made by the operator in 
front of participant



Room of Errors

Logistics Hygiene Dressing

Preparation
Bag 

Approval



Room of Errors

• Study not set up to show impact of simulation 
on errors 

• Did show improved knowledge and 
confidence in knowledge 

• Evaluate impact on error detection and long-
term knowledge retention 



Case Example: COVID-19 Vaccines

• 4 of top 10 errors reported to ISMP in 2021 
were COVID vaccine related 

• New products available over time

• Significant risk for errors



Case Example: COVID-19 Vaccines



Case Example: Proactive Risk 
Mitigation Suggestions

Separate Products

Labels

Color Coding

Limit Population

Double Checks

Barcode Scanning



Case Example: New System 

• Your pharmacy will be transitioning to a new 
computer system

• What are some ways to proactively prepare 
for this transition? 



Case Example: New System

Talk to other pharmacies who use the 
system

Create simulations for staff to test

Take time in setting up functionality
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Need More Information?
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Maria Sellas Wcislo, Pharm D, BCPPS
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