\ ‘\\\ < GANADOR <C
) - e | o del VI Premio L
gy J I ¥ e e a p Hospital General Universitario | Ph arm a a la Excelencia L]
— Ry Gregorio Maranén | _)/Ca}ldéd del EJ)
{ (( of sl phrec SaludMadrid F Soman g s Comunidad de Madria X

\ of hospital pharmacists

NEW MEDICATION-USE PROCESS IMPLEMENTED
IN THE PERIOPERATIVE SETTING
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What was done?

We re-engineered the process of medication use in the perioperative setting, from pre-admission to
discharge. We implemented safety practices to improve safe medication use in the daily practice.

Why was it done?

High prevalence of medication errors in the perioperative setting> need of practices to ensure safe
medication use:

» 2020: multidisciplinary team coordinated by the management was formed

»2021: FMEA > 25 failure modes

» 2021: bibliographic review

How was it done?

Obstacles were overcome as a result of the multidisciplinary teamwork, management support and the
safety culture. We listened to health professionals’ opinion, provided monthly information sessions in
the Anaesthesia and Pharmacist Department in 2022 and disseminated information through the
hospital website.

What has been achieved?

Perioperative medication use process from pre-admission to discharge
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Prescription and general anesthesia tray is Bar-code prescription and
removed from the ADC. administration
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Upon discharge administration ADC The tray is sealed.
. Pharmaceutical follow-up Y
0,2% CG”CE//EGI SUI’QEI’/ES Decision support system
due to incorrect chronic drug
management (2,4% 2020) PACU/WARD OPERATING ROOM

Identification and recommendations for high-risk drugs

protocols for perioperative management of chronic o g
Standardization of anaesthesia airway trolleys

medications, pain, anticoagulation, diabetes and antibiotic
prophylaxis

What next?

We present a practical and real approach to promote perioperative patient safety in the daily practice.
Transfer into other centres is achievable.
There is a need to assess the impact and evaluate these safety practices to ensure ongoing improvement.
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