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BACKGROUND

Medication errors in the community pharmacy setting
have the potential to occur in any step of the
medication use process (e.g. prescribing, transcribing,
labeling, dispensing, administration, etc.)}2. The most
common medication dispensing errors are incorrect

medication, doses, and directions 23. A national
observational study completed in 2003 at 59 randomly
selected community pharmacies estimated that four
dispensing errors occur per day in a typical pharmacy
flling 250 prescriptions daily *. Human error is one of
the most common causes of medication errors and
error reporting helps provide opportunities for quality

mprovement (Ql) of processes within a pharmacy and
' 2healthcare system 2.

North Country HealthCare (NCHC) is a federally
qualified health center with three 340B pharmacies in
northern Arizona. There was not a consistent process
amongst the pharmacists at NCHC for reporting
processing errors versus just fixing the error
1 themselves. To improve this process for patient safety,
'@ quality improvement (Ql) project was initiated
&tnhzmg the pharmacy’s prescription software.

PRIMARY OBJECTIVE

To create a sustainable process for tracking processing
errors with reporting capabilities to relay back to the
.~ phar

_Pharmacy team.

Study Design: Continuous Quality Improvement (CQl)
Study Period: August 2022 - November 2022

The pharmacy software has built-in QI tracking
Capabilities called the problem queue (PQ). There are
several categories within the pharmacy software PQ
for reporting processing errors. To focus on creating a
Sustainable process of error reporting, Ql cycles were
focused on two error reporting categories, referrals
and last office visit (LOV). Data was collected
throughout the process. Periodically, processing error
data was shared with the pharmacy team for review in

a blinded manner. The process for error reporting was
modified over time to create an optimized pharmacy

procedure.
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METHODS, continued RESULTS

First Iteration

This project began by studying
current processing error reporting
practices to obtain an idea of
methods in the pharmacy.

Third Iteration

Based on feedback from the pharmacy
staff, the pharmacy software was
updated to include significant or
common error categories within the
pharmacy software’s PQ.

Second Iteration

The next phase consisted of surveying the

pharmacy team to gain perceptions of the PQ
and influence areas of error focus.

One pharmacist began manually tracking how
many processing errors they were witnessing

per day without directly reporting error to
the PQ.

Fourth Iteration
Once a plan was established for areas of focus, test runs were
conducted to evaluate and update available reports.

Fifth Iteration

Additional pharmacists were added on a weekly basis to

start sending prescriptions missing referrals or LOVs to the
PQ.

One pharmacist began utilizing the PQ in the pharmacy

software to report when a referral or LOV was missing. After 6 weeks, all pharmacists at two pharmacy locations

were formally asked to start utilizing the PQ to track
referrals and LOVs.
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Preliminary Pharmacy Staff Survey Results
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The majority of pharmacy staff at NCHC believed the PQ
was being underutilized for reporting processing errors
and that a better process was needed to fully utilize that
tool. A total of 6 out of 11 respondents reported not
using the PQ, but 9 out of 11 reported feeling the PQ
should be used often. Specifically, staff wished for more
specific categories to report errors and for more training

on using the PQ to maintain consistency amongst all
pharmacy staff.

Manual tracking of processing errors showed on
average, two errors were reported per day in either

category. Data tracking within the PQ occurred for 13
weeks total. A total of 179 prescriptions were reported. |
Of those prescriptions, 82 (45.8%) were due to missing f

LOVs and 27 (15%) were due to missing referrals. A |

notable increase in total referrals reported can be seen ;

after 6 weeks of data tracking.

Establishing a consistent process for tracking processing
errors in the pharmacy increased the amount of errors
that were reported over time. Slowly implementing
pharmacy staff into using the PQ increased utilization.
Reporting was readily available to share with the
pharmacy team to show trends and was able to be
blinded if desired. More test cycles with broadened
areas of focus are needed to ensure there is a stable

process for processing error reporting and to assess staff
comfort using the PQ.
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