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1A. Is diagnosis
correct?

Anticoagulants: Subflowcharting
1. Is anticoagulant indicated?

v

1ALl. Diagnostic tests
Not performed

1A2. Doesn’t meet
standards of
practice

1B. Are there
contraindications or

or disease interactions?

1B1. No or
incomplete
information

1B2. Not evaluated
1B3. Diagnosis not
conclusive

1B4. Did not know
patient had epidural
1B5. Interpretation
biases

v

1C. Are there
drug interactions?
Food, dietary supplements
or herbal interactions?
Can they be
managed?

1C1. Incomplete
medication hx

1C2. No computer alerts
1C3. Skipped alert

1C4. Incomplete alert
1C5. Herbal/supplement
interactions not
considered

1C6. Didn’t check




Anticoagulants: Subflowcharting
2. Initiate therapy, write order

2A Initiate

policy, pre- 2B Select 2C Select 2D Write »  2E write orders
printed orders or drug dose and route order for monitoring
protocol if exists
2A1. Don’t exist 2B1. Not 2C1. Wrong dose 2D1. lllegible . 2E1. Omitted or
2A2. Not formulary 2C2 Wrong route 2D2. Ir_lapproprlate incomplete
followed 2B2. Not 2C3. Age, size, abbreviations monitoring orders
2A3. Old,; available renal function not 2D3. Order unclear 2E2. Over or
outdated; 2B3. Wrong drug considered 2D4. Key el_ements under frequency
inaccurate for this patient 2C4. Mixed up of order omitted 2E3. Wrong time

2A4. Providers
use differently
2A5. Unclear
when to use
them

2A6. Preprinted
order wrong
2A7. Protocols
not standard

2B4. Specific
drug
contraindications

drug or strength
2C5. Order of

magnitude error
in writing dose.

2D5. Left out
sections of
preprinted order
2D6. Transcription
errors

2D7. No read back
on verbal orders

2E4. Wrong lab
test ordered




Anticoagulants: Subflowcharting
3. Process Order (part 1 of 2 parts)

3A. Pharmacy
receives
order

3B Pharmacist
indication
check

3C. Pharmacist
contraindication
check

3ALl. Order not
received

3A2. Not received
in a timely manner

3B1. Not done or
incomplete

3B2. Don’t
distinguish
between
treatment and
prophylaxis

3D. Dose and dose
interval check.

3D1. Not done or
inomplete

3D2. Information
not readily
available (Is
patient on
epidural?)

3D1. Checks not
done

Next page
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A 4

3E. Dosage form
selection

Anticoagulants: Subflowcharting
3. Process Order (part 2 of 2 parts)

3E1. Wrong
one selected

A 4

3F Enter in 3G. Drug
computer system interaction »  3H. Time dose
check
3F1. Wrong 3G1. Don’t read 3:12 W[orlg
patient 3G2. Bypass alert administration

3F2. Computer
entry error

3F3. Wrong
admission

3F4. Entered on
wrong profile
(Inpatient vs
outpatient)

3G3. Database not

current

3G4. Computer not
available to check

(See 1C)

times

3H2.
Administration
times not standard
3H3. Time not
coordinated with
lab draws and
other procedures
3H4. Mis-
communication
with team on
appropriate time




Anticoagulants: Subflowcharting
4. Drug preparation and delivery
(High level diagram for this step)

4A. Select product
and preparation | ———>»{ 4B. Prepare drug

method in pharmacy

A 4

4C Pharmacist 4D Deliver product
Check product to unit

A 4

.| 4E. Drug available
"I From floor stock”

A 4

4F. Drug available 4] Ready to
from automated » | 4G. If Nurse can oRls Drl{g app_roved > select from
. . . . for dispensing
dispensing unit over-ride automated

(profiling)

Dispensing unit




4A. Select product
and preparation
method

Anticoagulants: Subflowcharting
4. Drug preparation and delivery

(part 1 of 3 parts, drug prepared in pharmacy)

4A1. Wrong
drug

4A2 Wrong
dose

4A3 Select
wrong product
4A4 Select
wrong product
for route

4A5 Wrong
storage

A 4

4B. Prepare drug
in pharmacy

4B1 Wrong
packaging
4B2 Wrong
syringe needle
4B3 Wrong
equipment
4B4 Poor
technique
4B5
Incompatibilities
4B6 Draw up
wrong dose or
concentration

A 4

4C Pharmacist
Check product

4C1 check
omitted

4C2 failed to
detect an error

A 4

4D Deliver product
to unit

4D1 Delivered to
wrong unit

4D2 Lost in
system

4D3 Delays in
delivery

Next page




4A. Select product
and preparation
method

Anticoagulants: Subflowcharting
4. Drug preparation and delivery
(Part 2 of 3 parts: Drug Available from floor stock)

— See part 1.

4E. Drug available
> From floor stock”

A 4

4F. Drug available
from automated
dispensing unit

See part 3.

4E1 Wrong product
selected

4E2 Incompatibility issues
4E3 Not double checked




From previous page

Anticoagulants: Subflowcharting
4. Drug preparation and delivery

(part 3 of 3 parts: drug available from automated dispensing unit)

4F. Drug available
from automated
dispensing unit

4G. If Nurse can
over-ride

4H. Drug approved

for dispensing by
pharmacy
(profiling)

4F1 Wrong drug
stocked

4F2 Not in
dispensing unit
4F3 System is
down

4G1 no double
check

4G2 Pharmacist
doesn’t profile

41 Ready to

select from

automated
Dispensing unit

4H1 not profiled
4H?2 failed to
detect an error

411 wrong
product
stocked

412 cabinet not
set up to
prevent an
error

413 Wrong bar
code (if
applicable)




Anticoagulants: Subflowcharting
5. Drug Administration

5A Nurse checks
Labs if needed

5B Nurse gets

dose

.| 5C Nurse prepares

If needed. >

5D.Check timing

5A1 Labs not
Available on time

(time mixed up)

5A2 Labs not checked
5A3 wrong lab checked

5D1 Incorrect time
5D2 Failure to
communicate dose due

5E Select

pump

5B1 Dose not
available 5C1.Error in
5B2 Gets wrong dose preparation
5B3 Gets wrong drug
5F. Check R . . >
compatibility g <C VR PRl site

5E1 Programmed wrong

5E2Incorrect use
5E3 Wrong tubing
(heparin)

? If free flow pumps
used

5F1 Didn’t check
5F2 References not
available or poor info

5G1 wrong patient

5H. Check injection| —»

51 Administer

5H1 Site not rotated
5H2 Site not
Documented

5H3 IV not patent

511 Poor technique
512 Lack of doc.
513. Administered
Incorrectly

514 Wrong route




Anticoagulants: Subflowcharting
6. Monitoring

6A. Appropriate 6C. Check patient 6D. Adjust dose or
labs ordered > 6B. Check > Status: signs of > drug
and run labs . Bleeding and . as needed
Disease progression
6A1 ordered at wrong _ _ Sgalluza'zgg ntnot
time 6B1 Not available in 6C2 Occult bleeding 6D1 Adjusted incorrectly
6A2 Not ordered Timely fashion not detected 6D2 Failure to adjust
6A3 Ordered not 6B2 No one checks 6C3 No standard 6D3 Ongoing dose adjust-
Drawn 6B3 No action taken evaluation ments not done
22; grawn wrort1g t g; A?rl\l/tllizicleaigb 6C4 Not reported to 28; (N)rilerj_nott %rocessed
an wrong tes : ot adjuste
6A6 Wrong test 6BS Not flagged as giérggFl)\a/Erent not appropriately for changes
Ordered Critical value Informed in renal, hepatic, platelet,
6A7 Lab error 6B6 Misinterpreted 6C6 Accountibility allergy status
For monitoring unclear




Anticoagulants: Subflowcharting

7A Educate
patient and
caregiver

7. Patient Education

7A1 Materials vary
7A2Misunderstanding

7A3 Language and literacy barriers
7A4 Not provided

7A5 Incomplete

7A6 Variations in practice

7AT7 Accountibility unclear

7A8 Caregiver not available

7A9 Injury prevention not included

A 4

7B Assess
understanding

7B1 Lack of formal assessment of
understanding

7B2 Active assessment mechanisms
not used




8A Duration of
therapy
established

Anticoagulants: Subflowcharting
8. Discharge Process

8B Followup

appt
set if indicated

8A1 Not established

8A2 Variation in
Standards and
guidelines

8A3 Physician
variation

8A4 Not
communicated
to patient

8B1 No appt. set

8B2 Appt or place not
communicated
to patient

8B3 Pt or family does
not understand.

8C Followup with
primary care
provider

8C1 Communication
doesn’t happen

8C2 Communication
not received.

v

8D Get
prescription
filled

8E Patient attends
followup appt

8D1 Payment or
reimbursement issues
not addressed.

8D2 Pharmacy
doesn’t carry

8D3 Don’t get script
Filled

8D4 Variations in
counseling; conflicts
with other information
received

8E1 Transportation
problems

8E2 Patient
reschedules

8E3 No followup on
missed appts.




