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04

STEP 1. EVENT REPORTED

Simplify the process

Encourage reporting within 24 hours

Develop a policy event management

Only require essential information

Include at least the following:
- Brief description (SBAR format)
- Location(s), date and time
- Medication(s) involved
- Medication Record Number (MRN)
- Recommendations for improvement

« Retain all evidence (i.e, containers, lines)




Bookmarks v Help v Logged in as Rabih Dabliz v

CJRLDatix
%] lconwall

Info Center
Please the search above to narrow down your event | o ¥ HI ‘
results by using keywords to describe the event that ‘
you're looking for. ‘

RL has Just been Upgraded! “ ‘

Please follow the new instructions found under the
Bookmarks (on top right)
Caregiver Security Facility/Environment of Care

Medication-ADR Skin Tissue

. . g
Patient ID/

Communication Lab/POCT IV/Vascular Access Device
Documentation/Consent

L 3

Tube/Drain Blood Product

Provision of Care Infection Prevention and Surgery/Procedure

Control
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Medication Event - Reporting Form

Table of Contents H Medication / Adverse Drug Reaction Event

Medication / Adverse Drug R... General information about the medication / adverse drug reaction event

Medication Involved

Medication/Fluid Event Details Spe t Type * -

When and Where Event Occ...

IT Service Desk Ticket Number
File Status
Select the person affected * -
1 of 28 total fields completed.
1
1 of 14 mandatory fields completed. Severmylievel * N
-
Equipment Invalved/Maliunctioned? v

When filling "What Happened?, Use SBAR (Situation, Background, Assessment, Recommendation)

Recommendations for Improvement
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EVENT NOTIFICATION

« Should be immediate
* Use a tiered system

* Develop daily and wee
reports

Event Reporting - New File Alert - For your review

RISKEVENTALERT@clevelandclinicabudhabi.ae
To @ Rabih Dabliz

(@ Click here to download pictures, To help protect your privacy, Outlock prevented automatic download of some pictures in this message.

ﬁ RL6 Alert System

Triggered: 21-09-2023

To Rabih Dabliz,

Please review files linked below.

IMPORTANT ALERT

Rabih, you are receiving this Alert because a Risk Management file that matches these specific conditions has been added/changed in the system

This Notification was generated on 21-08-2023 11:55 in Asia/Dubai

Below are the links fo the files that triggered this Alert.

This is an autogenerated email, please do not reply.

File ID: 42777

General Event Type
Medication/Fluid

Severity Level:
C. Event reaches patient and does not cause harm

File ID: 43021

General Event Type
Medication/Fluid

Severity Level:
A. Unsafe Conditions exist




EVENT REPORTS

Events in Last 24 hours

Risk Events Reported - Yesterday

(Entered Date 1s withun 12.03-2021) and (((File State 15 equal to "New™) ot (File State 13 equal to "In-Progress™) or (File State 1s equal 10 "Closed”)) and (General Event Type 1 not equal to “Safe Space™))

Event File ID | Unit/Ar | Floor Severity | Event Description Event Entered  Entered  Reporte | File
Type ca Level Date Date Tme r State
(Report Position
ed)

Includes summary of the 2R,
events as entered by the -
reporter .
PCNA,
RN)
> Pharma
tion/Flu Patient Event 2021 2021 cy
id Pharma reaches
<y patient
and
does
not
barm
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EVENT REPORTS

Follow-up in Last 24 hours

follow up

Medication Events-Follow-up Actions in past 7 days

(Daie is within 07-03-2021 and 14-03-2021) and ({{Filc State is equal o "In-Progress™) or (File Saie is oqual 0 "Closed™)) and (General Event Type is oqual io "Medicatson Fluid™))

Contains a description of the event

, ongoing discussion with teams to standardize the process- No further
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EVENT REPORTS

Daily Summary

Daily Follow-up
Summary
Events Pending
Closure

7 Day Summary @

7 Day Follow-up ®
Summary
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STEP 2: EVENT REVIEW & TASKING

H Medication /| Adverse Drug Reaction Event

General information about the medication / adverse drug reaction event

Spexcific Event Type %

IT Service Desk Tickat Number

Select the person affecied * =
Severity Level * -

A Unzafe Conditions exist

B1. Near miss: Event did not occur by chance

B2. Mear miss: Event did not occur due fo infervention
C. Evenl reathies patient and does nol Cause hadm

D. An event reguires monitoning to confirm no harm

Equipment InvolvedMalfunclioned?

‘When filing "What Happened”, Use SBAR

E. Evenl resulled in lemporary harm and required infervention

F. Mogerate harm: Tempaorary hanm, requines iniial or projonged hospitaleation
i o - G Major harm: Event resulls in peqmanent harm

H. Major harmc Event requires life-saving intervention, no permaneni hanm

I. Catastrophic harm: Death or parmanent harm -~

|Z| Parties Involved / Notified / Witnesses

Click Add to enter parties involved / notified / witnesses in the event

Party Involved / Notified / Witnesses

[A&dd] Modity D
Role Name

Not Specified

Department

|Z| Medication/Fluid Event Details
Details of the medication/fluid event

Process stage medication/fuid event discovered
Process stage medication/fuid event originated
Dose Type

Medication Source




STEP 2: EVENT REVIEW & TASKING

Medication Event - Reporting Form

Table of Contents

Medication / Adverse Drug R ..
Medication Involved
Medication/Fluid Event Details

When and Where Event Occ...

File Status

1 of 28 total fields completed.
|

1 of 14 mandatory fields completed.
[ |

Clinical Institute and Depariment

Event related to Physician trainee supe

. Medication Involved

Click Add to enter medication details
Medication(s) Involved
{Add Edit Delete

Prescribing/ordering -

Drug Generic Name (Administered)

Reviewing

Not Specified

Preparing

Checking/\Verifying

Dizpensing

. Medication/Fluid Event Details
Details of the medication/fluid event

Process stage medicationffluid event discovered

Process stage medication/fluid event originated

Delivery

Administering

Muonitoring
MedRec/Transition of Care
Purchasing

Storing =

_




STEP 2: EVENT REVIEW & TASKING

E When and Where Event Occurred

When and where the event occurmed Event Summary

Submission Dale 15-01-2020

Submission Time 117
In progress
Event Dabe % |15-01-2020
Inazicternit Rime *__ Fllow-up Summary
Fioor t B
SieBuilding * =
In progress
UnitiAnea * -
Specihic Loegabon %* - Feedback to Submitier

Did this event invobae a second location? -

I Yes, please choose the oiher location

013



STEP 3: INVESTIGATION & FOLLOW-UP

What Why did How did Action Assess
Happened? it Happen? it Happen? Plan Success
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STEP 3: INVESTIGATION & FOLLOW-UP

Information System

« Patient correctly identified?

* Documentationprovides a clear picture?
» Training issue? Communication issue?

» Level of automation appropriate?

Equipment

« Displays and controls understandable?

« Equipmentdetects & displays problems?
» Standardized or several different models?
» Maintenance/upgrades up to date?

* Warnings/labels understandable?

. Environment
Why Did » Noise levels interfere with voices/alarms?

it Happen?

* Lighting adequate for tasks?

Architecture

» Area adequate for people & equipment?
* Clutter or inadequate stowage?

« People flow adequate, optimal?

* Work areas, tools..etc located correctly?

Policies & Processes

* Do people work around policy?

« Standardized process or order set?
» Use of checklistsor other tools?

» Audit/quality control for process

Safety Mechanisms

* Did anything stop or decrease harm?

* Equipment safety mechanismfunctional?
» System designed to be fault tolerant?

Standardize/Simplify

»  Standardize equipment

«  Standardize protocol

* Remove unneeded steps

Improve or New Device
» Better controls/displays
« Better integration
« More fault tolerant

How to

Prevent it? Automation/Computerization

+  Automatic calculations
*  Provide reminders
* Assistdecision making

Improve Architecture

* Improve flow of personnel

« Better lighting, noise, clutter
* More fault tolerant

» Better stowage, sighage, etc




STEP 3: INVESTIGATION & FOLLOW-UP

Py ubsd ‘J“‘“ “M Fe Ste In-Progress Entercd Dae: 04-03-2021
bl Cevetand Cinic Abs Dhabi Owner Ashal Saim
& R £ B |V Done 9 Forward messa.. Voo B SDMarkUnead Y P e
= x = (L(l & &~ [ Appointment w... [ New Meeting w... |~ 8 I Categorize - a$ B- q ‘= u
& . Delete Reply Reply Forward N a ~| Move Translate Zoom  Repot  Sendto P o et
L) Al B~ .MSO0S £3 To Manager = . [P~ > Followup~ - - Phish~ | OneNote Al M 1 Drug Event
Delete Respond Quick Steps n Move Tags n Editing Zoom | PhishAlar.. OneNote A
&= General information about the medication / adverse drug reaction event
Rabih U [T Service Desk; M Khalid Abdel Dayem; I Wael Labib; M Raya Zayadeen; Il Shu'ab Mahomed; M Mohammad Aslam Siddiqui; + 4~ 0
k& [RL-26411 Follow-up] Issue with Scanning Propofol Spectic Event Type * Medicaton Event
© You forwarded this message on 05/03/2021 08:28. .
Enterp it + Get more apps IT Service Desk Ticket Number IN1327609
Dear IT Service, Select the person aflected * In-Patent
Please open up a ticket to investigate the below incident that came through RL.
Event description summarized here
Rabih
View My Tickets G 1-1of1
Ticket Id Description Classification Description Status Reported By Reported Date~ Affected By
IN1327609 Issue with Scanning Propofol Application \ Clinical Application Services CLOSED Rabih Dabliz 05/03/2021 09:12:09 Rabih Dabliz

016
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STEP 3: INVESTIGATION & FOLLOW-UP

«  Attachments

Attachments

FileMame
Not Specified

j Follow-Up Actions

Follow-Up Actions

Type
Work done on file

Review
Work done on file
Work done on file

Oo0o0o

Category

sub Type

Manager Review
Chart Review
Chart Review

By
Ammar Majjar

Jeremy Gredig
Ammar Majjar
Joana Lopes

Description

Date
13-09-2023

13-08-2023
15-09-2023
15-08-2023

Follow-up To/With




STEP 3: INVESTIGATION & FOLLOW-UP

RL- 42387 Level 18 . August2 | SeverityC

Pharmacy did not dispense TPN to the unit resulting in RN calling at night for
replacement

Brief Description

of Event
WHAT Happened? + See timeline for details
* Awareness of operational * No verbal communication to print label
process * Pharmacist misread the TPN labels

* No handoff communication Home TPN bags sent to unit
WHY did it Happen? between SPC Pharmacists * No clear care plan in endorsement e-
(Contributing Factors) * Reporter did not read mail between PS and RPh
endorsement email
* No check in SPC for previous
day’'s TPN

018
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STEP 3: INVESTIGATION & FOLLOW-UP
“URLa2087 | Lovels | Augustz | SeverityC

18th HAD

MD

MD

PS

RPh

MD

PS

PsS

PS

RPh

Tech

RN

RPh

RPh

Admits patient
MD: Physician

Plans for patient discharge PS: Pharmacotherapy Specialist

Tech: Pharmacy Technician
Orders 3 bags of home TPN }

IP: Inpatient Pharmacy
Notifies team that TPN are ready RPH: Pharmacist

RN: Registered Nurse

Cancels patient discharge TPN: Total Parenteral Nutrition

Provides verbal communication to SPC RPh to relabel Home TPN bag for
inpatient use
Sends E-mail communication to Inpatient team

Reorders TPN as DO NOT dispense

Verifies no order

Does not check labels from previous day

Calls requesting label to scan Home TPN

Finds 3 bags of TPN on unit & 1 Bag was expired and 2 home TPN bags

Decides to prepare



STEP 4: CORRECTIVE ACTION

« System reconfiguration

Suggestions to “be
more vigilant”

B é Forcing functions EJfIfost_
I ‘ 2 i nd fail-safes ective
- Infusion pump g g Barriers a c.lf I-saf e
. TR e
- EPIC ) = g Standardization
§ é- X and protocols
- PyX|S g Redundancies
- - § [ o e
« Removing the risk T O
- N . . i‘ ules and policies
- Limiting access to the medication '3 [ o L
I . E g } vailable information Easiest to
- Providing smaller size/strength 5 ERSaSSEEEEEE  inplenent

© 2019 Institute for Safe Medication Practices (ISMP)
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STEP 3: INVESTIGATION & FOLLOW-UP
R | eelts | Az | seeiye

HOW TO PREVENT IT?
ROOT CAUSE ACTION ITEM Wm

Develop a standardized process for

No standardized communication of patient care plan both F/U with

handoff verbally and electronically Antoine/Moha End of Sept

process in place « Send a safety brief on incident and lessons mmad

learned

Patient Room

showed up on TPN * Remove patient room from home TPN Khaled 10 days

Label

Lack of familiarity : :

with Do not dispense Upda_te th_e safety brief on how the Rabih End of Week

. functionality works All

function
o |
LJd

021



42397

42397

42420

42420

42397
42420

PF Medication Safety Posts Files Projects

HH Editin grid view = Share [

E Pharmacy Operations - Medication Safety
MedSafe Action Items Tracker ¥

RL Look-up ™

RL Look-up: De...

Missed TPN Label; Vancon

Missed TPN Label

Missed TPN Label

Vancomycin Wrong Patien

Vancomycin Wrong Patien

Action ltems ~

Integrate ~ B Open in SharePoint

Root Cause ™

No
standardized handoff
process in place

Patient Room showed
up on TPN Label

Lack of familiarity with
"DO NOT" Dispense
function,

Wrong weight entered
in system

No process to confirm
weight

Action Items ~

- Develop a
standardized process for
communication of
patient care plan both
verbally and
electronically

- Send a safety brief on
incident and lessons
learned

Remove patient room
from home TPN

Create a safety brief
with the incident and
how DO NOT dispense
warks

- Discuss with nursing
process for validating
weight in EPIC

- Make weight change
visible to Pharmacist

Develop a process to
validate weight in EPIC
by a Pharmacist

Assigned to Priority

& rebin Daviiz

Q Mohammad Aslam S

Q Antoine Cherfan

a Khalid Abdel Dayem

ma
E.' Qussama Kalagieh
& Rebin Dabliz
ma
nal

& rabin Daviiz

s Khalid Abdel Dayem

& rebin Daviiz

& Wasim El Nekidy
§ shuaib Mahomed
s Khalid Abdel Dayem

Due Date

/30/2023

8/24/2023

0/5/2023

9/29/2023

Status

New

022
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STEP 5: CLOSURE & FEEDBACK

Event updated with details of the resolution then closed

Caregiver receives naotification that submitted event is closed

rEl

The File 26548 submitted by you, is now Closed with status as: Resolved.

Please click on the "Track File Progress' button below to read how the Event was resolved.

Track File Progress

“ank you for being an active part of CCAD' safety culture. You effort makes CCAD a safer and more just healing environment for patients and Caregivers.
*This is an aute generated email, please do not reply.***
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STEP 5: CLOSURE & FEEDBACK

File Submission Tracker

Lasz 6 months -

» Closed (14)

File 26548 (Medication/Fluid)

Ewan dane: 18-03-2021
Submited dace. 11-83-2021
Closed date: 11-03-2021

File 26400 (Medication/Fluid)

Evere date: 02-03-2021
Submited date: 03-03-2031
Clozed date: 03-03-2021

File 26381 (Medication/Fluid)

Event date: 08-01-2021
Submitted dabe: 02-03-2021
Closed date: 02-03-2021

File 26362 (Medication/Fluid)

Evers date: 29-02-2021
Submitted dave: 01-03-2021
Closed date: 01-08-2021

General File Information

File

State
D ITTD XD

General Event Type
Specific Event Type

Brief Factual Description

Feedback to Submitter

File Updates
14-03-2021

File opened 2 time{s]
Surnmary viawed 1 Timeds]
11-03-3021

File apened 2 timels)

4 file upcatels)

File nas been closed

2 Posay Pl s uapla).

File submitted on 19-03-2021,

Pewest fo Cicest
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WHAT WE DO WITH THE EVENTS

EXTERNAL
« Department of Health e P Dol rozzozr
- Adverse Drug Reactions
_ Serlous Harm Events DOH Reference Number AE/001142/0221

- Controlled & Narcotics
- All events (quarterly)

* Institute for Safe Medication Practices

INTERNAL

Quality & Safety Committees (QOC, QSC)
Annual Review

Safety Briefs

Risk & Project Registry




SAFETY ALERT A

B s bbbl NOREpinephrine
&eud Cleveland Clinic Abu Dhabi

A Mubadala Health Partner

T - &l Cleveland Clinic Abu Dhabi @
P9 uboil clidd sl a s ADRENALINE (EPINEPHrine) A Mubadala Health Partner k) Incident
SAFE USE IN MRI

SUMMARY OF INCIDENT
NORepinephrine bag of 4 mg/250 mL (16 mcg/mL) programmed
in Alaris pump as 16 mg/250 mL (64 mcg/mL)

Bag Label Pump Screen
Order Wt 67 kg @ carerusion Alaris® PC
(Dosing Weight) - 6o
norepinephrine (LEVOPHED) 4,000 meg in 0.9% NaCl 250 it
mL continuous infusion
- c NORspineghrine O
Lt - Dose: 0.05-1 cmc‘wsmml-.] G| tovsmyzsom )
e e | 8 R B R Sle=mm= |9
c Q
B EXPIRES On: 12/3/23 12:25
ONLY BRING THIS O
PACKAGE INTO ‘: _en_ @ e |
MRI MACHINE ROOM AREANANN
Physician intended 16 mcg/mL Nurse entered 16 mg/250 mL
Remove the syringe from the outer purple foil
before bringing into the MRI room. egeaton | IS0 | ntn Concansaion % ACTION TAKEN
EPIC ALARIS
. . . i 4‘0?106mwunl- ?1?‘2"'3'"'3 Change strength to:
» The outer purple foil package of Adrenaline (EPINEPHTrine) —— A e ~Standard 5 mg/250 mL (20 megfmL)
pre-filled syringes by Aguettant, contains an oxygen- oome | 200 gz | 3ZmezsmL - Double 10 mg/250 mL (40 mcg/mL)
. . (128 megimL) (128 meg/mL) - Triple 15 mg/250 mL (60 mcg/mL)
absorber called Stabilox®, used to prolong the shelf-life of g e
the prOdUCt' 1 mgimL_ Double WLl || B Change low concentration to:
Epnephrino | ") m;gf,:;";u fm;‘;':{ - 2mg/250 mL (8 meg/mL)
. . . . . L. e ' (84 megimL) (64 mogimL) or
« Stabilox® contains iron, which in a recent incident, resulted T L mgnsamL TmgnsomL - 3mg/250 mL (12/mcg/mL)
in the syringe being pulled into the MRI machine outer wall.
026 Ld
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Pharmacy RL Medication Safety ~

Pages « | [3 File ~
File State
Overall Summary Closed
) In-Progress
Severity and Reporter Mew
Total

Event Origination
Top Medications
Event Locations
Top Reporter

RL Data

Q. Search Q €§3

i— Export ~ |[# Share K§j ChatinTeams Q Getinsights (@ Subscribe to report

Count of RL Event Date
507 9/15/2022 B®  9/18/2023 B 7
18
907 Count of RL
Aging: RL closing TAT Aging: RL in Progress

Closing Bucket Count of RL In Progress Buckst Count of RL
0-30 208 0-30 65
30-60 129 30-60 65
60-20 118 50-80 52
90+ 152 90+ 1138
Total 607 Total 300

53 (5.84%)

178 (19.63%)

e Medication Event
e Narcotic/Controlled Drug Incident
e Adverse Drug Reaction

676 (74.53%)
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Pages <«

Owerall Summary
Severity and Reporter
Event Origination

Top Medications
Event Locations

Top Reporter

RL Data

[ File ~ = Export ~ |# Share K} Chatin Teams

%GT Count of RL by Category

A

Q Getinsights (g Subscribe to report
Event Date

8/15/2022 @

9/18/2023 €

O

0= &

C Count of RL by Reporter Position / Job Description (groups)
330
(36.38%)
13%

D

519 (57.22%)

Reporter Position / Job Descript..)
@®Fharmacy

@ Nursing

@ Patient and Family Educators
@ FPhysician

@ Other




Pages « [ File v — Export ~ I Share K ChatinTeams  Getinsights B@ Subscribe toreport -+ []
Specific Event Type specific Event Type Count of RL Event Date
Overall Summary Medication Event 575 o/15/2022 ®  9/18/2023 B
) Adverse Drug Reaction Medication Event Narcot\c,ﬂl'CGr;trotlled brug Narcetic/Contrelled Drug Incident 178 O O
Severity and Reporter ncidery Adverse Drug Reaction 53
Total 907
Event Origination
Top Medications Top Medications Involved
. ]
Event Locations &
unspecrriec [
peperin. |
Top Reporter i
tacroimus N -
RL Dat
= ciopidogre! bisulfete [N
discrerge mesications N o
evcthyrodne [N o
morphine [ -
— T
pantoprazole [ s
dexiansoprazole [N -
enoxaparin | -
Count of RL
RL Event Date Closed Date Closed By Specific Event Type Drug Generic Name (Administered) Process stage medication/fluid event originated Reporter Por®
42992 Monday, September 18, 2023 Medication Event  <MN/S> <MN/S= Fharmacy
42924 sunday, September 17, 2023 Medication Event  <N/S= <N/fS> Nursing
42972 Friday, September 15, 2023 Medication Event  amlodipine-valsartan Prescribing/ordering Pharmacy
42972 Friday, September 15, 2023 Medication Event  valsartan-hydrochlerothiazide Prescribing/erdering Fharmacy
42973 Friday, September 15, 2023 Medication Event  ustekinumab Prescribing/ordering Fharmacy
42960 Thursday, September 14, 2023 Medication Event  apixaban Prescribing/ordering Pharmacy
42628 Wednesday, September 13, 2023 Medication Event  lactulose Delivery Nursing
42934 Wednesday, September 13, 2023 Medication Event  fluconazole Prescribing/erdering Fharmacy
42937 Wednesday, September 13, 2023 Medication Event  olopatadine Prescribing/ordering Pharmacy
42941 Wednesday, September 13, 2023 Medication Event  anti-thymocyte glob (rabbit) Delivery Mursing

030



NORepinephrine
Example
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NORepinephrine

« Two incidents whereby anesthesia prepared NORepinephrine 4 mg/250 mL (16 mcg/mL)

but RN programed Alaris pump as 16 mg/250 mL (64 mg/mL)

Action Plan:

* Reviewed all vasopressors and inotropes records
« Changing the following concentrations in EPIC/Alaris

NORepinephrine | 4 mg/250 mL (16 mcg/mL) — 3 mg/250 mL (12 mcg/mL)
4 mg/250 mL (16 mcg/mL) — 5 mg/250 mL (20mcg/mL)

Epinephrine 8 mg/250 mL (32 mcg/mL) — 10 mg/250 mL (40 mcg/mL)
16 mg/250 mL (64 mcg/mL) — 15 mg/250 mL (60 mcg/mL)

« Changing dosing buttons in EPIC from concentration (mcg/mL) to strength (xx mg/ xx mL)
+ Standardizing concentration/strength display between Alaris and EPIC



NORepinephrine

Current

Revision

Alaris Pump

Guardrails Drugs
Order Instructions:  Cardiac Monitoring Required. Cardiac Monitoring Required. All Units
Referenc Links: + Lesi-Comp Drug Reference + Vasopressors/inatiopes policy * Lexi-Comp Drug Reference + Vasopressorsinotropes policy Ve
P . -

Dose: 0051 meg/kg/min oozl mag/kg/mi OReplnephflne

Weight Type: Weght weight Additional Details:

Recorded  Ideal  Adjusted Dosing G0kg Recorded | deal | Adjusted Rl BB AT Low3 mg/250 mL
Weight  weight Weight Weight 60ky | 52k S5kg
Order-Specific
Weigt Standard 16mg/250mL
000 m Calculated dose: 0003
Concentration: Standard 64 meg/mL. | owtsmem B B Double 128 mog/mL Concentration: Standard 16 mg/250 mL Luw}mngSDmL Double 32 mg/250 mL. Double 32 mg'250 mL
ansmun osseamne qeonimon 15-300 e 28-563 mi/hr

Frequency: Continuous i Frequency: Continuous

Starting For Starting of

/812023 Tomariow Hours 5/8/2023 Tomomow >Se’ect Ther apy Type

at At

0035 1000

Staring: Today09:35  Ending: UntilDiscontinued suring: Today10:00  Encing: U XY l L::::V
@ dmin nstructions: B % [0 8 # | |insert smartTest @ admin instructions: [ 5 . & —
“NOTE CONCENTRATION™ Al v “NOTE CONCENTRATION™ Al v
@ Next Required | ik Order v ot | X gancl @ et Reguies | L Orer
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MEDICATION MANAGEMENT UPDATE

Baul cliold sulasls -
:] Eloveland Ciinic Abu Dhabi =y} Vasopressors
v ) 6 and Inotropes

A Mubadala Health Partner

/“‘ WHAT IS CHANGING? WHAT DOES THIS MEAN TO YOU?
) A update will occur to the concentrations of epinephrine and
. NORepinephrine in both EPIC and Alaris FOR PHYSICIANS
» The concentration buttons will be updated in EPIC and will
now be displayed in strength instead of concentration
WHY IS IT CHANGING?
This is in response to various events where epinephrine 4 mg/250 mL OoLD
(16 mecg/mL) was confused with epinephrine 16 mg/250 mL (64
o mcg/mL) resulting in patient harm Congentration: |Slandard 1.6 mg/mL | Standard 1.6 mg/mL LI ERE IR
23-45 mishr 1.1-22.5 mi/hr
. —
|—0ﬁ WHEN IS IT CHANGING? NEW
=) 9. g g ThurSday AUgUSt 31 , 2023 Concentration Standlard 400 mgy/250 mL SELLEIG TR TN Double 200 mag/250 mL
oo 23-45 mlyhr 1.1-225 mlfhr
S
| o | new SRSV
4 mg/250 mL (16 meg/mL) 5 mg/250 mL (20 meg/mL) = An Alaris update will occur on Wednesday August 30. A
Epinephrine 8 mg/250 mL (32 meg/mL) 10 mg/250 mL (40 mg/mL) separate communication will be sent accordingly
16 mg/250 mL (64 mecg/mL) 15 mg/250 mL (60 meg/mL)
) ) + Nurses will be able to access both the old and new
NORepinephrine 4 mg/250 mL 3 mg/250 ml. concentration during a 5-day transitional period

Department of Pharmacy Services August 28, 2023




Thank You

800 8 2223
clevelandclinicabudhabi.ae

v © @
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