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| Don’t Need a Technician
Checking Me! Or Do I?

Glenn Wysock
Director of Pharmacy
Winter Haven Hospital
Winter Haven, FL

300 bed
Not for Profit, Private hospital

Rules based Pharmacy Information
System

Fax Imaging System

Automated Dispensing Cabinets
house wide

Smart Pumps
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> & Winter Haven Hospital

Justification

> Other than CPOE the best
mechanism to decrease order entry
errors is redundancy.

> Nursing was our redundancy

History

» Previous- technician order entry
with Pharmacist verification.

» Problem- lack of expertise for
complicated orders

» Results: Time consuming, stopped
. this process
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Current

> New Pharmacy system with fax imaging
offers ability to identify new orders that
have been entered into system

» Created Process for tech to verify order
entry on every order sheet
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New Process

1. “Attached fax” form prints every 30
minutes

2. Tech compares order to patient profile

3. Documents differences and gives to
pharmacist (not all are errors)

Current

Attach + faxes
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New Process

4. Pharmacist corrects or documents no
error

5. Separate into error types- No error,
Height/weight error, missed order,
missed dc or entry error.

6. Data entered into database
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> Error rates declined

Results

»Highest 1.92% declined to 1.1%

>Three >1.3% to zero>1.1%

»Overall 0.71% to 0.37%

Parcentage

December 2008

Total Percentage

PHARMACIST CODE

Conclusion

> Technician verification of pharmacist
order entry will identify:

> missed orders
> dose entry error
> wrong route

> WIill NOT identify:

Results

> Error rates declined

»One pharmacist from highest of 1.92%
to 0.28%

»This pharmacist commented on the
process helping them improve
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> inappropriate dose
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Conclusion

> Results in fewer Pharmacy errors
making it to the floor.
» NURSING SEES VERY FEW
» Improves Nursing perception of
Pharmacy

> Cost effective double check
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