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USING [IMS TO MONITOR AREA
MEDICATION SAEETY NOTIEICATIONS

= [he IIMS database provides a method of
notifying patient incidents and collating
Infiermation fier the benefit for those
engaged In rsk management across; Area
IHealth Services in NSWV.

n [t was noted that there were an increasing
AUmber of notifications coencerning
transdermal pateches and this was
Investigated in more detail.



= |nitia
Sealc
“Patec

Searches

ly 1 2006 the NSCCH datalbase was
ned via the Incident Description field by

1™ and by the medication name. The

results were manually: manipulated te remove
duplication of notificatiens and Incidents not
Invelving the transdermal route.

= In 2008 the database was searched using the

term

“Patch” and the patch trade names. This

avolded sorting out non-transdermal incidents.
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And what appeared to be the

problem?

Transdermal medicationissues (all meds) 2005 to 2008 (183)

Transdernal medicationissues (all meds) 2005 to 2006 (n—67)
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The next step

= A project team was assembled to look at
the local data and other information
nationally.

= On pilet wards lecal audits; shewed that
often administration errors came as a
result of prescribing ambiguities.



It's all about communication - 1

WHEN YOU PUT ON A NEW NICOTINE
PATCH YOU'RE SUPPOSED TO TAKE THE
OLD ONES OFF!




The VVerdict

Pareto Chart of Voting on Issues of Transdermal Medications
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Fishbone diagram of problems with transdermal medication

Environment Policy and

Procedure

Staff working too fast.

Medication chart needs On

Signed and then was distracted and Off charted

Forgot to sign

No process for documenting

patch location
Forgot to remove

Staff

Education of Doctors
Education of nurses
Wrong patch applied
Not physically examining patient
Education pharmacist
Nurses inexperienced with patches
Not aware of implication of errors
Perceptions that patches are safe

Doctors unaware different

Unintended

Still active after "replace time"
Safe disposal important
Different patches expire different times
Patches fall off
Multiple patches to make up dose
Differing duration of action/dwell time
Not enough pharmacists
Dispensed wrong patch
Cutting patches
Can't find patch, too small
Patch put on in ED, not handed over
Not visible designed to be discreet

Equipment

o ' ) outcome to
Hairy skin requires special prep

patient
Patient tells staff incorrect
information
Drug absorption varies with age

Body temperature affects
absorption

Patient removes patch

Patient doesn't perceive patch as
medication
Patient telling nurse patch is
removed
Patient education

Patient




Andi the culprits are? (July 2006)

Pareto Chart of Transdermal Medications Reported to IIMS Database.
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But, incident type varied with medication

Fentanyl Transdermal Notifications 2005 to 2008
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Frequency 14 5 3 3 3 3 3 2 1 10
Percent 259 9.3 74 56 5.6 5.6 56 56 56 3.7 1.9 185
Cum % 25.935.242.648.153.7 59.364.8 70.475.9 79.681.5100.0




Glyceryl Trinitrate

GTN Transdermal Notifications 2005 to 2008
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Nicotine Replacement Therapy.

Nicotine Transdermal Notifications 2005 to 2008
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Frequency
Percent

Medication

Frequency 4 3 1 1 1 1 1 1 1 0
Percent 26.7 20.0 6.7 6.7 6.7 6.7 6.7 6.7 6.7 6.7 0.0
Cum %  26.7 46.7 53.3 60.0 66.7 73.3 80.0 86.7 93.3100.0100.0




Buprenorphine

Buprenorphine Transdermal Notifications 2005 to 2008
20

15

Frequency
Percent

Medication

Frequency 2 2 1 1 1 8
Percent 10.5 10.5 10.5 105 5.3 53 53 421
Cum % 10.5 21.1 31.6 42.1 47.4 52.6 57.9 100.0




And the culprits stilll are? ( February 2008)

Transdermal Notifications 2005 to 2008
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medication Fentanyl Buprenorphine Nicotine
Frequency 54 19 15

Percent 29.2 10.3 8.1
Cum % 80.5 90.8 98.9




S0, are patches a problem?

By 2005 230 patients had died from using
Fentanyl patches in Northi America, 127 probably
from accidental overdese

Australian deaths and near misses; have been
reported

n Birth Contrel Patch Law: Eirm — “News abeut our
Class Action Lawsuit and Orthoe Evia® [Dangers™

s FDA Issues Warning About Ortho Evia®:; Birth
Control Pateh

= Contact us for Eentanyl Duragesic Patch Lawyer
Representation in ...




Fentanyl Transdermal System
(marketed as Duragesic) Infermation

n EDA ALERT 7/15/2005;

Update 12/21/2007: This update highlights
Important Infermation en appropriate
prescribing, doese selection, and the safe
use of the fentanyl transdermal system.



Did the Alert make a difference?

s Despite these efforts FDA has continued to
receive reports off death and life-
threatening adverse events .. when the
fentanyl patch was:

5 Used to treat pain in epieid-naive patients

" oploid-telerant patients have applied more
patches than prescribed,

" changed the patch too frequently,
s and exposed the patch to a heat source.



Australian Adverse Drug Reactions Bulletin
Volume 26, Number 6, December 2007

s [ransdermal medications - look for the
patch

| Despjte al tiiorougn imeaical AIstory;

a the patient omitted to telllthe anaesthetist and
other medicall staffi that she was using Norspan
patches, and she had applied a firesh patch on
the day ofi surgery. Medical staff discovered the
patch when the patient became comatose with
significant respiratory depression after the
conventional dose of morphine was given.




Warnings at Home

NSWEHEALTH

Safety Notice
SN: 005/06

ST Safe Use of Fentanyl Skin Patches

Fentanyl skin patches are very strong narcotic {opioid) painkillers.

Distributed to:

v Chisf Exacutives

+ Directors of Clinical In July 2006 & NSW Therapeutic Advisary Group [TAG), Safer Medicines Group publication alerted health
EovermiBace Services o & nummber of safely wamings Bsued overseas lallowing reports of dieaths snd sarious Sde offects

« Oirectors of Clindeal in patients using fentanyl skin patches. Repors indude;

Background

Operatians - Death of an alderly patient following apphication of & heat pack over the pateh to relieve pain at the
site causing Increasad fentanyl sbsorption end the suspected application of a second patch without
removing the first,

Death of a child who applied ane of his mother's patches to his body.
Children escaping near mizses ollowing sell-applcation of & patch.




Problems and potential solutions -

Operational

s Medication needs On and Off charted

s NO process for documenting patch location

Solution: - Have unifierm: pelicy re signing; and
dating patch

SO
SO
SO
SO
SO

ution
ution
ution
ution
ution

. - Work on hospital pelicy

. - Patech NIVIC (unlikely)

. - Wipeable chart, X marks the spot
. - Have a patch location chant

. - Include on handover chart

s Patch too small

Solution: - Colour spot the patch whilst In
hospital or care facility.



Medication

Glyceryl Trinitrate

Nicotine

Buprenorphine

Fentanyl

Other Issue Identified
Prescribing Infermation confusing

Trade name

Nitro-Dur

Transiderm-
Nitro

Nicorette

QuitX
Nicabate

Norspan 10 and
20

Durogesic

Listed as

Pack 5mg/24hours (10cm?2), 10mg/24 hours (20cm?), 15mg/24hours
(30cm?)

Pack 5mg/24hours (25mg)Pack 10mg/24 hours (50mg)

Nicotine 0.83mg/cm?2 15mg/16 hours, 10mg/16 hours, 5mg/16 hours

52.5mg delivers 21mg/24hours, 35mg -14mg in 24 hours, 17.5mg - 7mg
in 24 hours

114mg (21mg/day), 78mg (14mg/day), 36mg (7mg/day)

Buprenorphine = 10mcg/hr. Patch 10mg. And 20mg

Pack 12mcg/hr(2.1mg) Pack 25mcg/hr (4.2mg) Pack 50mcg/hr
(8.4mg) Pack 75mcg/hr (12.6mg) Pack 100mcg/hr (16.8mgQ)



Problems and solutions - educational

s Education of doctors
Selution: - Ongeing training

n Stafi working teoe: fast, putting 6 patches
and not removing them

Soelution: -Nursing staff engoeing training

s Conflicting prescribing information

Solution: - Standardisation of prescribing
Information




Barriers to solutions

m Resistance to change
m Fear of additional workioad



The Way Forward

s Acknowledge that this Is a
multidisciplinary. iIssue, not any one group
of staff

n Realise that transdermal technoelogy Is on
the move and the number of medications
are only going to Increase ( there’'s an
oxycodone patch en route too..)



Don't ferget the patient

s Educate the patient and their carers about
thelr patches.

n Patches are often forgotten hoth In thelr
medication history: and subseguent
prescriping and administration

= Prompt the patient as for other frequently.
omitted medications, Eye drops?
Complementary medications? Patches?



It's all about communication - 2




