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* Near miss events provide staff with the opportunity to
* Near miss events are defined as errors that did not cause ) learn from mistakes and lead to safer patient outcomes.
patient harm but had the potential for injury. _[ Low ]  Significant causes for near miss events include incorrect
 The Institute for Safe Medication Practices (ISMP) reports * Error would have been unlikely to cause harm Flose ot conczr.ltra.tlon, incorrect base solution/ volume, and
: Incorrect medication.
that 54% of potential adverse drug events and 56% of ] : .. :
L . . L Serious * Previous practice included the syringe pull back method
medication errors are associated with IV medications. ) :
. - Error with labeling a CSP which has now been phased out by most health systems but
* Injectable medications have been associated with an * Error that could have necessitated monitoring iesies; feesms e (elims o there is still work to be done in this area, noted by ISMP’s
: 11 and/or intervention to preclude harm or caused : ,
estimated 1.2 million preventable adverse drug events each temporary harm requiring initial or prolonged diluent) president as of 1/8/2024.
year. hospitalization Incorrect medication « Technology has shown to significantly improve safety
: ] : : : outcomes due to a higher detection of medication errors.
« Sterile compounding accuracy is essential to patient safety. Life threaten: ) : ) , , : N
1ic threafening ] Incorrect dose or concentration * Higher near miss reporting was associated with positive
: , .
« Error that could have resulted in permanent irerraieel e cellner perceptions related to managers’ actions to promote safety,
. . harm or necessitated intervention to sustain . teamwork, and staffing.
OBJECTIVES  Establish different 52 i mesilied] i dleain Incorrect base solution volume
factors leading to near
miss events which may , , , , , , , FUTURE IMPLICATIONS
Figure 1: Near miss events defined by possible harm. Figure 2: Trends in reported near miss categories. +’
have caused the most . .
patient harm. * Educate all pharmacy staff on the trends in near miss events
. . which may have led to the most harm.
Analyze trends 1n near Database Title Summary Action Needed * All health systems should adapt TAWF 1n their sterile
miss events across . : : . . . '
different journals American Journal of Use of Automation and * The use of automation and technology to assist sterile All sites should adopt comp (.)1'1nd1ng Workﬂow top re?vent eHQrs.
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* More than 20% of sites where compounding technology previously common practice
was not adopted indicated their current practice was “syringe pull back method”.
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