


Preparing for a Pandemic
(continued from page 7)

officials and the public had their own
definitions,” he remarks.

From that shortfall, Burgin says,
there is a real takeaway. “We need to
get a clear-cut establishment of what
we consider an influenza-like illness. It
has to meet all criteria, or we won’t
count it,” he emphasizes.

Communication was not only lack-
ing in the definition of the virus, but
in responses of the health care commu-
nity, the government, and the public at
large. “There were some holes in the
system. We haven’t figured out how to
coordinate flu plans between different
states and different hospitals, for exam-
ple,” observes Caplan.

Burgin, too, says that the ability
among agencies and the medical com-
munity to relay proper messages must
be shored up, even in the wake of some
improvements after the 2001 terrorists
attacks. “We did not have a good com-
munication network to physicians and
hospitals. We found out that the net-
works we planned on using were not as
compatible as we needed them to be.
There were islands of information that
were communicated in different ways,
and that is one of the things we are
correcting,” he says.

As a communication conduit, the
media should learn to not exacerbate the
situation. “The press was doing its best
to keep the public informed, but they
were getting information from sources
that were not valid. If someone had a sis-
ter who thought she had the flu, that
was taken as ‘swine flu’ and printed,”
notes Burgin.

Tooling Up for the Next
Outbreak

In addition to enhancing communica-
tion among many channels, the tools
used in the diagnosis and treatment of
HINT1 (or whatever new influenza
virus may emerge and spur a pan-
demic) can be enhanced.

Photo credit: James Gathany, Centers for Disease Control and

Prevention

A nurse administers a vaccination to a female health care professional.

For better detection, for example,
the supply and use of nasal swabs
should be an area of emphasis. “We did
not have enough transport media avail-
able to physicians to collect nasal
swabs—they were not pre-positioned,”
relates Burgin. “You can imagine the
tremendous amount of material and
they didn’t have the right transport
media or they used transport media
substitutions, and it wasn’t the same.”
That issue, he says, is being corrected,
at least in his state.

In addition, to get the right statistics
on current infections, the system would
benefit from more laboratories being
equipped to handle testing, says Burgin,
who notes that his state had only two
labs that could confirm the presence of
HINI. More local labs certified by the
CDC are needed to test and confirm vir-
ulent flu strains, he maintains.

Meanwhile, although the govern-
ment quickly stepped in to handle the
stockpile of antiviral medications such
as Tamiflu, more quantities and better
distribution are essential.

Burgin saw firsthand how the sup-
ply and demand equation for antivirals
played out. “Even though there were
some antivirals stockpiled, it wasnt
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enough to carry them through flu sea-
son, and there were initially no
guidelines on how they were supposed
to be administered or if they were sup-
posed to be administered,” he says.

In Burgin’s state of Texas, there was
an emergency plan that involved deliv-
ering appropriate antiviral medication
to predetermined pod sites. However, it
became evident that the sites were not
adequately set up, and the state then
turned to the grocery chain H-E-B to
handle distribution at its warehouses.
“That was fine, and H-E-B has excel-
lent distribution and could get
medication out again, but there was no
guidance if you did get some medica-
tion,” says Burgin.

In addition, he says, the dispensing fee
of $10 was fine for some people, but
some residents couldn afford it. “Again,
we learned that we have to get a better
handle on it,” Burgin observes.

For prevention, in the meantime,
the development and distribution of
effective vaccines is key to containing a
deadly pandemic. “I think we learned
that we don't have enough capacity to
make flu vaccines and that this should
be built up,” says Caplan. Moreover, the

(continued on page 11)
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Patient Safety and Elastomeric Pumps
Staff Education, Pharmacy Involvement, Varying Infusion Rates

and Concentrations Among Chief Concerns

Elastomeric pumps can be safe and effective if used properly. Good communication

among providers is essential.

n elastomeric pump provides a
slow and continuous infusion of
ocal anesthetic (such as lido-

caine, bupivacaine, or ropivacaine)
directly to the surgical site, allowing for
non-narcotic pain relief right where the
patient experiences the most pain.
These pumps can reduce the need for
other pain relief therapies, such as sys-
temic opioid analgesics, which may
cause undesirable side effects such as
respiratory dcpression, nausea, or vom-
iting.l‘4 Furthermore, some studies
have found that elastomeric pumps
help patients recover from surgery
faster and may even reduce hospital
lengths of stay.!* “Overall, we are get-
ting good feedback from patients who
report significant pain relief from local
anesthetic infusing into their surgical
wounds,” says Michael Cohen, R.Ph.,

www.jcrinc.com

M.S., Se.D., president, Institute for
Safe Medication Practices (ISMP).
“And it’s basically low risk, as long as it
is used appropriately and if patients
and health care workers are adequately
educated.”

How Elastomeric Pumps
Work

An elastomeric pump is a mechanical
device that looks like a ball and is filled
with local anesthetic. A length of pump
tubing coming from the device has a
filter and flow restrictor built into it.
The pump tubing is attached to a spe-
cial catheter designed to infuse the
local anesthetic over a wide area around
the surgical wound. There are different
sizes and fill volumes for the pumps,
and along with the flow restrictor, their
measurements determine the rate and

length of the infusion. “The pump is
essentially a bag made up of a rubber-
band material that is placed inside a
hard plastic shell,” says Darryl S. Rich,
Pharm.D., M.B.A., EA.S.H.P, sur-
veyor for The Joint Commission. “The
bag is filled, up with the local anes-
thetic fluid, and the rubber-band
material forces the drug out of the
pump.” An elastomeric pumps is placed
during surgery and can be used for two
to five days in the hospital or at the
patient’s home. A health care profes-
sional can remove the pump and
catheter tubing after the infusion is
complete or when the pump is no
longer needed. The pump is intended
for single use only and, therefore,
should not be refilled.

Health care workers should know
how to verify that elastomeric pumps
are working correctly by doing the
following™®:

*  Assess the patient’s level of pain at
the surgical site and determine
whether the pump is relieving
that pain. (Note: It is normal for
patients to feel numbness at and
around the surgical site.)

* Observe that as medication is
delivered, the pump will
gradually become smaller as the
bag becomes looser and creases
form in it. Because of the slow
infusion rate, a change in the
appearance and size of the pump
may not appear for more than 24
hours after surgery. (Note that a
fluid level line will not be visible
in the pump and fluid will not be
observed moving through pump
tubing.)

* Ensure that the white tubing
clamp is open and that there are

(continued on page 10)
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Patient Safety and Elastomeric Pumps
(continued from page 9)

no kinks in the pump tubing.
(If the tubing appears to be
crimped, massage the area to
facilitate flow.)

¢ DPosition the flow restrictor. For
accurate flow rates, the flow
restrictor should be in contact
with the patient’s skin and taped
to the skin, if necessary.

* Avoid placing cold therapy in the
area of the flow restrictor as doing
so decreases the flow rate of the
infusion.

* Do not place any tape over the filter.

e Cover the catheter insertion site
as well as the remaining coiled
catheter with a clear, occlusive
dressing. (The catheter insertion
site is separate from wound site.)
Do not remove the dressing as
doing so might dislodge the
catheter.

¢ Attach a medication label to the
pump tubing. The label should
include the type of drug infusing
as well as the approximate flow
rate and start date. In addition,
nurses should verify that the
medication infused by the pump is
present on the patient’s medication
administration record.

Health care workers should also edu-
cate patients and caregivers on the use
of the elastomeric pump, especially if
the patient will be discharged home
with the pump. An example of a
patient guideline for using such a pump
can be found at heep://www.iflo.com/

pdf/products/1305284c.pdf.

Safety Issues

One of the major safety issues involved
with using elastomeric pumps is a lack
of communication between operating
room (OR) staff and the pharmacy as
well as between OR staff and the health
care workers on the medical-surgical
floors taking care of patients postopera-

tively. In some organizations, the elas-
tomeric pump is used without
pharmacy involvement, which means
the pump is filled with medication in
the OR without a system of double-
checks for the correct drug, dose, and
infusion rate or for interactions with
the patient’s allergies or other current
medications. “If the pump is filled in
the OR and is not properly labeled, and
then the patient gets transferred to an
inpatient unit, there’s going to be con-
fusion,” says Cohen.

“One of the major safety
issues involved with using
elastomeric pumps is a lack
of communication.”

In fact, organizations that fill elas-
tomeric pumps in the OR are not in
compliance with Joint Commission
requirements. “Elastomeric pumps have
been around in home care since the
1980s and have always been considered
IV admixtures by The Joint
Commission,” says Rich. “The Joint
Commission defines an IV admixture as
any product put into a 50 mL or greater
bag or bottle. (The elastomeric pump is
considered a bag.) In addition, the local
anesthetics that are put into these
pumps do not have a short stability and
are usually not used in urgent situations
as surgeons know they’re going to use
the pump prior to surgery. If a situation
called for emergency surgery, that’s a dif-
ferent story, but a surgeon could still call
the pharmacist at the beginning of the
emergent case and probably have the
pump in time. Therefore, under Joint
Commission requirements, the elas-
tomeric pump must be prepared in the
pharmacy and not the OR. Failing to do
so could result in a Requirement for
Improvement.”

Organizations should implement the
following safe practices when using
elastomeric pumps’:

¢ Provide in-service education to
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staff prior to trialing or using
elastomeric pumps in the
organization so that everyone is
aware of how the pumps are used
and how to recognize when the
pumps may not be functioning,.
Ensure that pharmacies profile
orders for medications delivered
by the elastomeric pump in the
inpatient setting. The order for a
medication may be in the
intraoperative documentation,
but that might not be sent to the
pharmacy and might not reach
the nursing unit. To help facilitate
this safe practice, some
pharmacies have created standard
order templates that automate
screening of the local anesthetic
for drug interactions, allergies,
and duplicate therapies.

Do not add other medications,
such as fentanyl or vancomycin to
the local anesthetic in the pump.
“There is no regulatory approval
for doing this and it’s risky
because there are no studies to
guide this practice,” says Cohen.
“In addition, the flow rate
accuracy of these simple pumps is
+15% to 20%, and that is not
acceptable when fentanyl is being
administered.”

Fill the pumps with the exact
amount of medication indicated;
otherwise, varying infusion rates
can result. For example, filling
apump with less than the amount
indicated results in a faster flow
rate, and filling the pump with
greater than the amount indicated
results in a slower flow rate.
Infusion rates may also be
affected when the flow restrictor
is not kept next to the patient’s
skin or if it comes in contact with
cold therapy. Note that patients
who receive too much of a local
anesthetic may be at risk for
cardiotoxicity. “If a patient is
experiencing cardiotoxicity, you
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might see arrthythmias or slowing
of the heart,” says Cohen. “But
that takes a lot of local anesthetic
in high concentration or accidental
infusion of a cardiac irritant like
bupivacaine intravascularly.”

¢ Establish standard concentrations
for the local anesthetics used in
the pumps. “I have seen a myriad
of concentrations that hospitals
are using for these pumps,” says
Jeannell Mansur, R.Ph.,
Pharm.D., EA.S.H.P, practice
leader, Medication Safety, Joint
Commission Resources.
“Hospitals should standardize and
limit the number of concentrations
they will make available, which is

in keeping with Joint Commission
requirements.”

Elastomeric pumps have proven to
effectively manage patients’ postopera-
tive pain, but health care workers need
to use the pumps correctly and effec-
tively communicate with various
disciplines regarding the use of the
pumps. “Before introducing elas-
tomeric pumps into any organization,
the pharmacy and therapeutics or
safety committee should look into
these issues and establish protocols to
ensure that the pumps are used appro-
priately and safely,” says Cohen. [&
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Preparing for a Pandemic
(continued from page 8)

use of current vaccines must be empha-
sized, with health care workers and the
public receiving their regular flu shots.

Accentuating the Positive
Even as health experts have identified
vulnerability in the system, some
responses to the spread of the HIN1
virus—and the preparation that went
into them—were successful.

Caplan, cites the early identification
of this virus as something new and
potentially lethal. “Initially, we had
pretty good, but not perfect, surveil-
lance. We did pick up on the disease in
Mexico. There are other parts of the
world where surveillance is impossible,
like in parts of Myanmar and North
Korea, and that is troubling, but we do
have something and that is reassuring,”
he remarks.

Caplan also says that, at least in
cities in the epicenter of the HIN1
outbreak in Mexico, people generally
listened when experts told them to stay
out of crowds. “We learned that it is
possible to get a large population to
stay home. How Mexican authorities

sold it has lessons for us and everyone,”
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he says, reiterating the importance of
having health care workers remain at
home when infected.

In terms of limiting the transmission
of the virus, Caplan also gives the health
community a good score for educating
consumers on the importance of hand-
washing. The fact that more people were
washing their hands, and more public
places, from schools to grocery stores to
doctor’s offices, offered hand sanitizers
and wipes, underscores the fact that mes-
sages can and do come through to the
population. “I think we learned that
people will pay attention to authorities,”
Caplan remarks.

Even as health authorities across the
spectrum are diligently evaluating the
initial response to this pandemic, they
are all too aware of the viruses potential
to adapt. Burgin reports that meetings
with health authorities in Texas have a
sense of urgency. “We have gone over
everything that has to be done as soon
as possible, because this is not a stag-
nant situation. If it mutates in the fall
and becomes a more virulent virus,
then we have a real mess on our

hands,” he says.

Adds Caplan: “I suspect we will get
to test this again.” [&

The Perspectives on
Patient Safety Blog

Readers no longer have to wait a
whole month for new information
from Perspectives on Patient Safety!

The editor is regularly posting to a
blog on the Joint Commission
Resources Web site to provide

supplemental information to the
articles in the newsletter and other
news. See http://www.jcrinc.com/
Blogs-All-By-Category/
Perspectives-on-Patient-Safety-Blog/.

What's more, this blog gives you, the
reader, an opportunity to give
feedback about the newsletter and
voice your opinions on the issues
discussed in the blog and in print.
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Annual Behavioral Health Care Conference:

Hope in Uncertain Times

Annual Behavioral Health Care Conference
November 17 and 18, 2009

Westin Chicago River North
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Hope in Uncertain Times is the theme of the 2009 Joint Commission Resources Annual Behavioral Health Care Conference, scheduled
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Children’s Mercy

HOSPITALS & CLINICS

% www.childrensmercy.org

[Location/Date]

Unit/Dept/Participants:

Standards

: Recommendations Plan of Action
Applied

Priority Focus

Intro/History
{Willingness to participate in the process, knowledge of patient, plan of care,

and/or resources available.}

Communication

{Improve the accuracy of patient identification} NPSG 1 &2

{Improve the effectiveness of communication among caregivers.}

Patient identification NPSG.01.03.01
Describe identifiers used & how many when administering meds,
specimen collection, transfusion, or treatment.

If the patient has received a transfusion(s) describe three verification NPSG.02.01.01
process used.

Verbal orders and test results
Describe the process used for taking verbal orders or test results. NPSG.02.01.01

What critical tests are typical for this area? How are critical results NPSG.02.03.01
communicated and the acceptable length of time?

How & when are critical test results communicated to the providers? NPSG.02.01.01




Priority Focus

Standards

Recommendations

Plan of Action

Applied
Hand-off communication NPSG 02.05.01

Describe the process followed to transfer a patient. LD.04.03.11
Describe the process followed at change of shift or between staff (ex PC.01.03.01
residents, attendings, nurses, other disciplines)
What are the strengths to this process? Are there barriers to this process?
Describe the coordination of care process between specialties and/or PC.04.01.01
discharge.
Describe how the family is involved in the POC discussion. PC.02.01.05
Describe how the plan of care assessed & documented? PC.04.01.01

PC.01.02.03
When a patient is discharged, how is the patient informed or educated PC.04.01.05
about continuing care, treatment, or anticipated follow-up?
Describe the discharge process, how are you aware of the plans, how is the PC.04.02.01
family made aware of the plan, and how is this information shared with
other providers involved in the patient’s care?
If a physician that is unfamiliar to you writes orders, or directs you to PC.02.02.07
obtain supplies needed for a particular procedure, how would you PC.02.02.11




Priority Focus

Standards
Applied

Recommendations

Plan of Action

determine if this physician has privileges or credentials to make the
request? {SCOPE Employee Resources Medical Staff
Privileges}

Describe how arrangements are based for education and/or access to the
outdoors for patients with long LOS.

Other Comments

Access

{The organization manages the flow of patients throughout the organization}
Patient Flow
Describe the process or assessment to determine how long the patient will
be staying in the hospitals. How is the family included?

Describe delays that occur which may impact treatment, transfer or
discharge.

Describe how a situation that prohibits transfer due to bed availability
would be managed.

Describe how housekeeping is notified of pending discharges and the
turnaround of bed availability.

Are there contingency plans for patients in this unit/area if an IP bed isn’t
available? Describe how this process works.

LD.04.03.11
LD.04.03.11

LD.04.03.11

LD.04.03.11

LD.04.03.11

LD.04.03.11




Priority Focus

Standards
Applied

Recommendations

Plan of Action

Describe the strengths of this process {housekeeping, dc notification, bed
turn-around time}

From you perspective, {no right or wrong here} what are the issues that
might slow down the discharge process or prevent a bed from becoming
available for another admission?

How are patients/families informed about delays in bed availability for
admission?

Other Comments

Describe the process used for collecting, comparing & documenting home
medications.

How are discrepancies reconciled?

Discuss how this list is update/reconciled when a patient is transferred to
another floor?

Explain how the reconciled medication list is communicated to the next
provider and the family/patient of service at discharge.

What documentation related to medication needs and education is

NPSG.08.01.01

NPSG.08.01.01

NPSG.08.01.01

NPSG.08.02.01
NPSG.08.03.01

NPSG.08.03.01




Priority Focus

Standards

Recommendations

Plan of Action

Applied
provided to the family/patient at discharge?
Describe how you understand the function of the Pyxis and the pharmacy MM.05.01.01
review process. MM.05.01.11
Describe the process used to review appropriateness of the dose & MM.05.01.01

frequency of medication ordered.

From your perspective, how well does the medication process work? Are
there barriers to efficiency or safety?

Other Comments

Infection Control

{Reduce the risk of health care associated infections}
Describe the processes & efforts in place to identify potential infection risks
at time of admission.

Describe the processes & prevention efforts in place to protect the patient
from wound or central line infections.

Describe the oversight & coordination in place to manage infection risks.

NPSG 7&
1C.01.01.01

Other Comments




