Failure Modes and Effects Analysis of Heparin IV Infusions:

 
  A Vital Component of a Multidisciplinary Medication Safety Plan: 

Craig A. Cooper, M.S., RPh, Director of Pharmacy

William Beaumont Hospital – Troy

Troy, Michigan

Background

· In 2002, William Beaumont Hospital developed a comprehensive Medication Safety Plan in conjunction with the BCBSM Participating Hospital Agreement (PHA) incentive program. This was a collaborative effort between both Troy and Royal Oak Divisions.

· Beaumont’s Medication Safety Plan was based upon the American Society of Health System Pharmacists Medication-Use System Safety Strategy (MS3)(.

· This 13 step plan was presented and approved by the Board of Trustees at William Beaumont Hospital in the fall of 2002 
· Standard quality monitoring of medication errors revealed an increase in the frequency and severity of errors associated with therapeutic heparin IV infusions. A previous event involving an infusion pump was identified as a Sentinel Event.  Infusion pumps error were identified by a number of national sources as an area of high risk for medication errors( JCAHO Sentinel Alert, FDA  MedWatch). ISMP and FDA issued warnings that human errors are directly pointing to incorrect programming of infusion devices
· A multidisciplinary hospital group determined that ‘Heparin Infusions’ would be the focus of a failure modes and effects analysis (FMEA).

· A ‘Heparin/Infusion Pump FMEA’ was incorporated into the hospital’s medication safety plan as a short term goal.

· WBH-Troy utilized a consultant from outside the health care industry to assist with conducting this FMEA. 

Conclusion

· Utilizing an outside consultant (with prior experience in FMEAs) greatly assisted the hospital with this FMEA project.

· WBH-Troy’s FMEA project resulted in several heparin infusion proactive process changes (e.g. RN double checks of heparin infusions, pharmacist monitoring all IV heparin infusion patients) and enhanced RN orientation and training re: infusion pumps. 

· This heightened awareness of both proactive process change and the significance of human factors in medical errors will play a significant role in the decision making for future infusion devices purchases in the Beaumont system.

