O OH
IMPROVING THE SAFETY OF POTASSIUM TASMANIAN S~
o™y SEE ke,
= overnmen
Phar’macy L. ROBERTSON*1, M.Y. ROSE")Y. HABLUTZEL "2,
STATEWIDE HOSPTAL PHARMACY A. GARDNER"?, S. SEATON"3 L. STURGES 4, M.J. PAINE"4
@ MEDICATION
SAFETY 1. Statewide Hospital Pharmacy, Tasmanian Health Service

2. Launceston General Hospital 3.North West Regional Hospital 4. Royal Hobart Hospital
Who Flagship Area : High-Risk Medicines

/Potassium is a high risk medicine. | /Aim of this project was to\ /Stakeholder consultation highlighted use of potassium \
Potassium can cause catastrophic harm when reduce the use of ampoules in non-critical areas stemmed from lack of
administered in error and has been implicated in potassium ampoules and suitable premix alternatives. Formulary changes led to the
deaths both nationally and internationally. remove the requirement addition of potassium chloride 20 mmol/100 mL bags,
Potassium ampoules were available in areas for potassium ampoules to potassium dihydrogen phosphate bags 20 mmol/100 mL
outside critical care within the Tasmanian Health be utilised outside critical and 10 mmol/250 mL. Potassium chloride 10 mmol/100 mL

\\Serwce (THS). v Qare areas. / Qnd 40 mmol/100 mL were already in use. /

ﬁnethods included imprest reviews with the removal of potassium ampoules from all non-authorised areas. To reduce the risk of selection error, specific\
premix strengths were allocated to clinical areas and imprest restrictions were imposed — potassium chloride 20 mmol/100 mL could not be co-imprested
with potassium chloride 40 mmol/100 mL bags. Other premix strengths were available via individual patient dispensing.

Development of a statewide protocol provided necessary governance for the changes and supported the rationalisation of standard potassium dilutions.

Resources including alerts, newsletters, lanyard and wall charts regarding the correct administration and storage of IV potassium products were distributed
and showcased on the THS medication safety webpage. Ongoing education was offered at ward level and within THS pharmacies. Training modules were
developed for all clinical staff. The module is mandatory for THS pharmacy staff including stores staff and pharmacy technicians. Regular audit of supply of
\concentrated vials of potassium is reported to Medication Management Safety Committees. /
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STORAGE OF POTASSIUM CONTAINING FLUIDS

Potassium Fluids - suitable for Peripheral Use

General Potassium Containing Fluids
+ 10 mmal Potassium Chioride in 100 mL Sodium Chioride 0.29% (isctanic)
+ 10 mmal Potassium Chioride in 500 mL Sodium Chioride 0.45% & Glucose 10% *

Governance
Consolidate all regional
protocols into a single

+  20mmal Potassium Chioride in | litre Sodium Chloride 0.45% & Glucose 5% **

+ 20 mmal Potassium Chioride in | litre Sodium Chloride 0.9% & Glucose 5%
+ 30 mmal Potassium Chioride in | litre Sodium Chloride 0.9%
+ 30 mmal Potassium Chioride in | litre Glucose 5%

e S Eren s ot e Resource statewide protocol
R ey Development ?ee;;:fis;gomg auditing & Stakeholder
. Posters regarding Consultation
L I — Storage New premix products
——_— Administration Rationalise
p—r————r—— e Lanyard with emergency packs
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Potassium Chloride 20 mmol in 100mL Sodium Chloride 0.9%

THS Safe Use of Potassium Protocol — available on the SDMS
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Remove ampoules
Add premix products

Medication Safety Information
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Summary of Issues
«  Potassium chloride is a high-risk medication
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Standard - Medication Safety Pharmacy technicians / stores Education Package
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Safe Use of Intravenous Potassium Protocol

Potassium Safety
Education

X llegible and incomplete prescripti

: Parphaa nion o s posshon solions Medication Safety (Statewide)
R :: :a::m::e;mmmd porassim sckutions 1 Aim oftf:s edfucation isto E?E%E‘Pﬁ N
Manager Kol Beswick % Misinteroretation of prescription ensure the safe storage, ~ rls Tasmanian
xUmnf::csmd:m;:mmmmmdmpou\smmnr i prescribing, administrgation... Safe Medication Practice Unit SERVICE “»Jgo“ernment
HEALTH gk mosmanien | [ iogsinidstonisi-tiviiosinpnt i SO ([ [ [ [ [ [ [ [ [ [ [ [ ]ololololololo]]
SERVICE ™~ Government :2:::::pm:nh=:\r::i::wfdst.rdrneperhi‘mmmw\ Pe———
¥ Always prescribe using full potassium (and other electrolytes). Abbreviations
must not be used and have and ':":‘lﬁz;il;;m:‘:r: —
e e ser s oy 1%
Prescriptions for IV porassium must specify the rate of infusion and_never be prescribed as ‘STAT or ‘Bolus'.
~__f———— .
T Annual IV Potassium Usage
35000
Evaluation of usage has shown significant reduction, 45% initially and 47% on re-audit 12 30000
months after implementation, in the use of potassium ampoules. There has been a 000
corresponding increase in the use of the equivalent premix bag alternatives.
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Discussion The establishment of the statewide Safe Medication Practice Unit (SMPU)
provided resources for a multipronged approach to remove potassium ampoules from all 10000
clinical areas outside critical care. Providing suitable alternatives was key to the success. 5000 -
The SMPU collaborated with the statewide pharmacy service in South Australia to standardise 0
Qhe formulation, labelling and packaging of the pre-mix potassium dihydrogen phosphate bags./ Ampoules Premix bags
p . M Pre-Project M Post-Project
Contact Details ths.medicationsafety@ths.tas.gov.au
Note: Usage includes ampoules supplied to critical care and to manufacture parenteral nutrition.
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