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MEDICATION FLOW CHART (UNIT DOSE)
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Nurse requests refills from pharmacy for missing doses or "prn" medications.
(via communication memo)


Pharmacy Technician refills medications.


Automated robot prepares 24 hour batch (1600h -1359h)
Doses not filled by robot are manually picked by a pharmacy technician #4


Pharmacy technician #5 checks the manual picks.


Health care team assesses patient for allergic reaction,  adverse drug reaction, effectiveness


Nurse records medication administration in MAR


Patient is administered medication


Nurse prepares medication for administration


Nurse checks medication against MAR
Assessing for the 5 R’s


(right drug, right dose, right patient, right schedule and right formulation)


Nurses receives medication from pharmacy
(via tube or porter)


Pharmacy technician #2 fills enough doses until next batch
(via Robot or manual picks). Pharmacy technician #3 checks manual picks.


Pharmacist assesses order for appropriateness and verifies it


Pharmacy technician #1 receives and enters order Medication is part of ward stock or retrieved from night cupboard


Unit clerk processes order and sends to pharmacy
(via fax or tube)


Prescriber writes medication order






Potential Errors
1) Prescriber writes the wrong medication or prescribes a medication, which could harm patient.

Solution: Have clinical pharmacist check for therapeutic appropriateness 
2) Pharmacy does not receive order in a timely manner (fax malfunctions, unit clerk forgets to send to pharmacy)

Solution: Ensure fax machines are functioning; give wards of alternate pharmacy fax numbers if needed. Call repair technician if required. 

3) Nurse does not realize medication in wardstock leading to delay in therapy. This could have consequences if medication should be administered in a reasonable amount of time (ie. Antibiotic, anti-hypertensive, potassium)

Solution: Nurse should become familiar with wardstock and check regularly for new wardstock additions by pharmacy.

4) Pharmacy technician enters the wrong medication in the computer

Solution: Ensure pharmacy technician has scheduled breaks prevent fatigue and to help him/her re-focus

5) Pharmacist verifies the wrong medication or dispenses medication which could potentially harm the patient (i.e. allergy, contraindication)

Solution: Ensure pharmacist has scheduled breaks to prevent fatigue and to help him/her re-focus

6) Robot malfunctions: there is a delay in finishing the batch or it drops medication that should be placed in patient’s envelope

Solution: Ensure regular maintenance is done on Robot. Ensure there is a process in place to fill batches manually if Robot breaks down.

7) Wrong drug is picked by pharmacy technician and may or may not be caught during TCT. 

Solution: Store drugs with similar names or similar packaging away from each other to avoid picking errors

8)  The wrong medication is stocked in wardstock or in night cupboard 

Solution: Replace all wardstock and night cupboard stock with AcuDose machines to minimize errors. 

9) Wrong drug is picked by pharmacy technician and may or may not be caught during TCT. 

Solution: Store drugs with similar names or similar packaging away from each other to avoid picking errors
10) Pharmacy sends the wrong medication.

Solution: Write up medication incident report to determine if there are any system changes which can be made to reduce the chance that the same error happens again.

11) Nurse does not check medication against prescriber order and cMAR (i.e. medication is discontinued or dose is changed)

Solution:  Night nurse should check cMARs daily. Day nurses should modify cMARs after prescriber writes new orders. 

12) Nurse reconstitutes medication incorrectly or dilutes it in wrong solution, crushes tablets that should not be crushed, or measures the wrong volume for liquid doses.

Solution: Double check the product and/or IV monograph for reconstitution, dilution and administration instructions. Have another person double check volumes for liquids prior to administration.

13) The wrong drug is administered or there is delay in administering a drug, which was considered ASAP. 
Solution: Double-check the medication order and patient prior to administering drug. Administer all medications that are due one patient at a time. Request for drugs to be ASAP from pharmacy if required
14) Nurse forgets to record medication administration in cMAR and the drug is administered again. Likewise, the medication is never administered and never recorded on the cMAR. 

Solution: Bring cMAR into patient room and sign off as patient takes medications. 
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MEDICATION FLOW CHART (TRADITIONAL DOSE)
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Nurse requests refills for missed doses or "prn" medications
(via communication memo)


Pharmacy Technician refills medications


A bi-weekly or weekly batched is prepared depending on the ward
Pharmacy technician #4 prepares the batch by manual picking.


Pharmacy technician #5 checks the manual picks.


Health care team assesses patient for allergic reaction,  adverse drug reaction, effectiveness


Nurse records medication administration in MAR


Patient is administered medication


Nurse prepares medication for administration


Nurse checks medication against MAR
Assessing for the 5 R’s –


(right drug, right dose, right patient, right schedule and right formulation)


Nurses receives medication from pharmacy
(via tube or porter)


Pharmacy technician #2 fills enough doses until next batch
(via manual picking). Pharmacy technician #3 checks manual picks.


Pharmacist assesses order for appropriateness and verifies it


Pharmacy technician #1 receives and enters order Medication is part of ward stock or retrieved from night cupboard


Unit clerk processes order and sends to pharmacy
(via fax or tube)


Prescriber writes medication order






Potential Errors
1) Prescriber writes the wrong medication or prescribes a medication, which could harm patient.

Solution: Have clinical pharmacist check for therapeutic appropriateness 
2) Pharmacy does not receive order in a timely manner (fax malfunctions, unit clerk forgets to send to pharmacy)

Solution: Ensure fax machines are functioning; give wards of alternate pharmacy fax numbers if needed. Call repair technician if required. 

3) Nurse does not realize medication in wardstock leading to delay in therapy. This could have consequences if medication should be administered in a reasonable amount of time (ie. Antibiotic, anti-hypertensive, potassium)

Solution: Nurse should become familiar with wardstock and check regularly for new wardstock additions by pharmacy.

4) Pharmacy technician enters the wrong medication in the computer

Solution: Ensure pharmacy technician has scheduled breaks prevent fatigue and to help him/her re-focus

5) Pharmacist verifies the wrong medication or dispenses medication which could potentially harm the patient (i.e. allergy, contraindication)

Solution: Ensure pharmacist has scheduled breaks to prevent fatigue and to help him/her re-focus
6) Wrong drug is picked by pharmacy technician and may or may not be caught during TCT. 
Solution: Store drugs with similar names or similar packaging away from each other to avoid picking errors

7) Wrong drug is picked by pharmacy technician and may or may not be caught during TCT.  
Solution: Store drugs with similar names or similar packaging away from each other to avoid picking errors

8) The wrong medication is stocked in wardstock or in night cupboard 

Solution: Replace all wardstock and night cupboard stock with AcuDose machines to minimize errors. 

9) Wrong drug is picked by pharmacy technician and may or may not be caught during TCT. 

Solution: Store drugs with similar names or similar packaging away from each other to avoid picking errors

10) Pharmacy sends the wrong medication.

Solution: Write up medication incident report to determine if there are any system changes which can be made to reduce the chance that the same error happens again.

11) Nurse does not check medication against prescriber order and MAR (i.e. medication is discontinued or dose is changed)

Solution:  Night nurse should check MARs daily. Day nurses should modify cMARs after prescriber writes new orders.
12) Nurse reconstitutes medication incorrectly or dilutes it in wrong solution, crushes tablets that should not be crushed, or measures the wrong volume for liquid doses.

Solution: Double check the product and/or IV monograph for reconstitution, dilution and administration instructions. Have another person double check volumes for liquids prior to administration.

13) The wrong drug is administered or there is delay in administering a drug, which was considered ASAP.

Solution: Double-check the medication order and patient prior to administering drug.  Administer all medications that are due one patient at a time. Request drugs to be ASAP from pharmacy if required.
14) Nurse forgets to record medication administration in MAR and the drug is administered again. Likewise, the medication is never administered and never recorded on the MAR. 

Solution: Bring MAR into patient room and sign off as patient takes medications.  
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