‘CorrecTiON: National Patient Safety
Goals on Labeling Medications and

Multidrug-Resistant Organisms

During therevision of the 2010 Narional Pitiefit
Safety Goals, the language of NPSG:03.04.01.on labeling
medications was modified to include the preparacdion date
in additiofi to the-expiration dates and times that were
required in the existing requitemeént. This addidon unin-
tentionally increased.the scope:of the goal and places. 2
burdensome additional requirement on health care organi-
zdtioris. As such, NPSG.03.04.01, EP 3; has becn.modified
as.indicated with strikethrough textin the box below: The

change is effective immeédiately and dffects ambaulatory
care, critical access hospital, hospital, and ‘office-based
surgery organizations.

Furthermore, the word “prevention” was inadvertently

omitted from the'2010 version of NPSG.07:03.01, EP 3,

on preventing infections related to multidrug-resistant
organisms. This.goal applies.to critical access hospitals
and hospxtals The cotrect. language for NPSG.07.03.01

appearsin underling cext in the box below: [d
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Labeling Medications in the Operating Room: Strategies

for Complying with NPSG.03.04.01

rrors, sometimes tragic, have

resulted from medications and

other solutions being removed
from their original packaging and.
placed. into unlabeled containers:! This
unsafe practice neglects basic principles
of medication safery yer.has been rourtine
in many organizations, especially with
medicatons prepared in the sterile:field.!

For example, if a patient undergoing

repair of a brain aneurysm is injected

. with.chlorhexidine (a skin-cleansing’

agént) instedd of contrast medium
because both of these clear and color-
less liquids are on the sterile field in
unlabeled containers, that patient could
die. Or suppose a patient receiving
chemotherapy is given an intrathecal
injection of vincristine, which should
have.been.given intravenously, because
the vinctistine syringe is not labeled.2
This error could also prove fatal 2

“In the intraoperative setting, there
are a number of medication processes
taking place simultaneously,” says
Carol Petersen, RN., B.S.N,,
M.A.OM, CN.OR., manager of peri-
operative informatics, Center for
Nursing Practice, Association of
periOperative RegisceredNursesl
(AORN). “You may have a variety of
medications being used that are being
administered via:several different
routes, primarily IV [intravenous], IM
[intramuscular), or topically. These are
some of thc Factors that can contribute
to errors.’

NPSG:03.04.01 requires that all
medications, medication containers
(for example, syringes, medicine cups,
basins), and other solutions on and off’
the sterile field be labeled,
Implementation expectations for this
requirement are as follows!:

1. Medications and solutions both

on and oft'the sterile field are

labeled even if there is only one
medication being used.

2. Labeling occurs when any med-
Jication or solution is rransferred
from the original. packag:ng to
another container.

3. A label includes the drug name,
strength, amount (if not apparent
from the container), expiration
date when not used within 24
hours, and expiration time when
expiration occurs in less than 24
hours.

4. All'labels are verified both ver-
bally and visually by two qualified
individuals when the person
preparing the medication is not
the person administering the
medication,

5. No more than one medication or
solution is Yabeled ar one time.

6. Any medications or other solu-
tions found unlabeled are
'im_me'digtcly discarded.

7. All original conrainers from med-
ications or-selutions remain
available for reference in the peri-
operatii(cf procedural area until the
conclusion of the procedure.

8. All labeled containers on the ster-
‘ile field are discarded at the
conclusion of the procedure.

9. At shift change or break relief, all
medications and solutions bach
on and off the sterile field and
their labels are reviewed by enter-
ing and exiting personnel.

NPS5G.03.04.01 applies to any suir-
gical or other procedural setting and
includes pre-, intra-, and postopera-
tive/procedural components.
Consequently, thié‘reqﬁircmcnt applies’
not only to the surgical suite buc also
to prep areas, preop holding, and the
postanesthesia-care unit.3 It also applies

‘to medications used by anesthesia

providers. The requirement applies to
all procedural areas that use medica-
tions or solutions, including, but not
limiced to, radiology and other imaging
services, endoscopy units, dental services,
and patient care units where “bedside”
procedures are done3

Strategies for Minimizing: Errors
Related to Improper Labeling
“The first step in minimizing'labeling
errors in the intraoperative setting is (0
ensure that the appropriate medication
is aseptically delivered to the sterile
field,” Peterson says. “This invalves the
circulating nurse, who is outside the
sterile field, handing off the medication
or solution to a scrub tech .or another
regist_er’ed nurse who Is inside the field.
All of this has to be.done without con-
raminating the contents of the vial or:
other container, which can be difficult.
This additional handoff can increase
the risk for.error.”

Stracegies for safely delivering med-
ications to the sterile field include che
following®:

« Confirm all- medications listed on
the physician’s preference lisc with
the surgeon before delivery to the
sterile field.

» Clanify with the prescriber orders
that include abbreviations, sym-
bols, or acronyrmis.

* Verify medication from its-origi-
nal container for the correct
name, strength, dosage, and route
with the surpeon’s preference card.

* Actively communicate the med-
ication name, strength, dosage,
and expiration dare as the medica-
tion. is passed to the sterile field.

+ Confirm both verbally and visually
all medicariotis delivered 1o the

(continued on page 10).
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Labeling Medicarions in the Operasing Room:

Strategies for Complying with
NPSG.03.04.01 (continued from page 9)

sterile field, including medication
name, strength, dosage, and expi-
ration date,

* Ensure that medications are veri-
fied concurrently by the
circulating nurse and the scrub
‘nurse ot scrub technician (or by
the person who is performing the
procedure, if there is o desig-
nated scrub person}. -

» Delivé ane medication ar a time
to the sterile field.

+ ‘Do not remove stoppers from
vials for the purpose of pouring
medications.

* Use commercially available sterile
transfer-devices when possible {for
example, sterile vial_sp.ike, filter
straw, plastic catheter).

* Reconfirm maximurn dose limits.

“Once a medic¢ation or solution is
on the sterile field, the person who is
scrubbed should take a ‘timie-out’ to go
through the ‘five rights’ of medication
administration [right patient, right
medication, right dose, right time, and
“If the med-
ication is in a.cup or another conrainer,
that medication should be labeled. If it
is then drawn up into a'syringe, the

right rate],” Peterson says.
rg ) ¥y

syringe should also.be labeled.
Everything gets-a label.”

Strategies for managing medications
once on the'sterile field include the
following*:

* Verbally and visually confirm the
medication name, strength,
dosage, and expiration date upon
receipt.from the circulating nurse.

¢ Label all medication contairers
and delivery devices with, at a
mihimum, the medication name,
strength, and concentration.

* Both verbally‘and visually con-
firm the medication name,

strength, and dose by reading the

medication label aloud while pass-
ing the medication to the surgeon
or other licensed independent
practitioner who is performing
the procedure.

* Review medication accuracy dur-
ing partient handoffs (for example,
personnel relief). This should
include reviewing the product
label for the medicaiion name,
strength, concentration, and expi-
ration 'date and reviewing the
‘medication order to validare thar:
the correct medication is on the
sterile field.

* Discard any medication or other
solution found on the.sterile field
without an identification label.

All original containers from medica-
tions or solutions must remain
available for reference in the intraoper-
ative or procedural area until the
procedure‘is completed. The practice of
keeping the empty containers for
furure reference until the patient leaves
the operating room is important in the
event of a medication-related error or
other advetse drug reaction.?
Mainraining these containers can also
help to facilirare a root cause analysis,
which should be-conducted following
any adverse event.#After the procedure
is completed, the contents held in all
labeled containers on the sterile field
must be discarded.!

Otrganizations can use the following
strategies for creating, using, and
enforcing the use of labels in the peri-
operative setiing':

* Include on a label the name, dace,
and strengih of the medicadion or
solution and the initials of the
person preparing the label.

* Develop distinct labels or pur-
chase commercially available
sterile labels:

* Ensure that two qualified individu-
als verify labels both verbally and
visually by two qualified individuals.

* Do not label more than one med-
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ication or solution at the.same
time.

* Discard any medications or other
solutions that-are found withour
labels.

* Eliminate distractions during
medication preparation.

“Even if 2 medication has a distinct
label, it’s important that the appropri-
ate personnel take the time to read thac
label,” says Peterson: “There is no sub-
stitute for reading a label and verifying
both verbally and visualty that the
appropriate medication is being given.”
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NPS Goal 3.04.01 FAQ's:
Medication Labeling in Perioperative and Procedural Areas

. Does’'the requirement to label'medications only apply to the operating room?

No. The requirement applies to all surgical and procedural areas that use medications or
solutions. Examples include radiology, imaging services, endoscopy units, cardiac
catherization lab, EP lab.

. What information should be on the labels?

Drug name:

Strength

Quantity

Diluent and volume (if not apparent from container)

Expiration date when not used within 24 hours

+ Expiration time when expiration occurs in less than 24 hours _ )

Note: the date and time are not necessary for short procedures as defined by the hospital.

. ‘Are there exceptions to the labeling?

Yes, if the medication is drawn up and immediately administered with no intervening step or
break in the process, labeling is not required.

If a clinician draws up two medications into two separate syringes, then administers
both medications, do the syringes need to be labeled?
Yes

. 'What is the procedure when the person preparing the medication or solution is not
the person who will be administering it?
Two'individuals should verify the medication or solution labels both verbally and visually.

. Whatshould be done with medications. or solutions found unlabeled?
They should be discarded immediately.

. When should | discard labeled containers on the sterile field?
You should discard labeled containers at the end of the procedure. Note: T his does not
apply to multiuse vials that are handled according to inf ection control practices.

. What is the procedure:when staff who are responsible for the management of
medications changes e.g. change of shift?

Entering and exiting staff should review all medications and solutions both on and off the
sterile filed.

. How will the-Joint Commission.surveyor evaluate our compliance with labeling
o Observe if possible
o Ask when you label and what is included on the label.



