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Lessons
Learned with
Bedside Bar
Code Systems

‘..“'—

Mary E. Burkhardt, M.S., R.Ph. FASHP

Pharmaceutical Bar Coding to Improve Patient Safety
Ofttawa, Ontaric 2008

Improving the har-coded medication
administration system
atthe De pa rtment of Veterans Affairs

The interdependent processes in medication-use

systems typify the situation where the risk of
failure increases with a task's complexity.

= Collaborative breakthrough series — 30 hospital
teams and subject matter experts over 18
months with 1 year follow up
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Where Medication Errors Occur
Transcribing _Dispensing

Administration

_Ordering
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Can you say, “tightly coupled processes™?
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Through the retrospectoscope

= Implement quality programs sooner
= Verification at healthcare facilities AND
manufacturers and labelers (closed loop)
= Right grade, right label (some misbranded @
labelers)
= ANS| /IS0 - recommend to verify at regular print
intervals
= Manage the print and packaging materials (durable,
good contrast, flat and not shiny)
= Aftach bar codes to the IMMEDIATE container to assure
bar code is not discarded in preparation

Through the retrospectoscope

» Include bar codes on components and kit,
both

m Bar code diluents as diluents, not the
active drug (glucagon kit mistake)

= Not multiple bar codes on one product —
nurse won't know which one to scan

= Avoid use of internal inventory tracking
numbers — confuses staff at bedside

Through the retrospectoscope

Do baiter job of placement
= Oiniment ubes with bar code atend — bes acceas to bar code when
Iube ke relled up

After label applicafion (flat labels scan fine but when dio
round curi.uq:s don't all scan) L

Insist on standardizaion
= Management of various numbering syslems and symbologies s
= Think GLOBALLY, but act locally
Watch your users USE your produdts
Solicit feedback and maks improvements as you go (VA has sent
of leiters to FDW, contradting and GS1 about bad
bar codes)

American Socisly of Health-System Phamacists has a “report bad
bar codes” mlﬁ‘;e ok L

Your job, Mr. Phelps
should you choose to accept
it......

...is to work with healthcare
organizations to eliminate the barriers
to safely implementing bedside bar
code systems
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