Organize an ER diagram for a registry of medication errors that can be used to evaluate patterns among errors:

1 & 2: Prepare scenarios of how the database might influence at least two decisions. Properly document each scenario. Prepare at least 2 Use Cases for each scenario. Properly document each Use Case.

Scenario 1

All actual or potential medication errors identified will be documented through the hospital's risk management system. All significant medication errors, including other events that are reviewed for trending purposes, will be reviewed by the Medication Error Subcommittee and reported to the Pharmacy and Therapeutics Committee for review and additional actions as appropriate. A medication error is defined as a preventable event that may cause or lead to inappropriate medication use or patient harm while the medication is in the control of the health care professional, patient, or consumer. 

Medication Errors may be classified as occurring in any phase of the medication use process: ordering, transcribing, dispensing and/or administration. When an error occurs or a potential error is discovered, a Health Care Event Description Form [HCEDF (a system wide multi-use reporting form that is utilized to document and report medication errors)] is filled out by the individual who discovers the event and sent to the immediate supervisor. If the error causes harm, the manager of the area where the event occurred will ensure that it is reported to Risk Management immediately via telephone and that an event description form is completed and delivered within 24 hours of the event. Administration and the appropriate medical staff are also to be notified immediately by the manager. 

For an event that does not cause harm, the HCEDF is signed by the supervisor and sent to pharmacy. The pharmacy forwards the HCEDF to Quality Management (QM) after the initial analysis. QM then forwards the form to Risk Management. For analysis, the pharmacy investigates the medication error, evaluates the clinical significance using the taxonomy and enters this information into the Pharmacy Medication Error Database. This information is updated as more information on the event is available. 

Actors: Patient, Individual discovering error, Immediate Supervisor, Area Manager, Pharmacy, Quality Management, Risk Management, Administration, and Medical staff.

Use Case 1
Reporting of Medication Error: No harm to patient
Overview 


The purpose of this Use Case is to facilitate the reporting of administration of an incorrect medication dosage to a patient that caused no harm.
Primary Actor: 
Individual discovering the error
Secondary Actor: 
Immediate Supervisor

Starting Point: 
Individual discovering the error completes the Health Care Event Description Form and notifies Immediate Supervisor.

Ending Point: 
Immediate Supervisor receives the Health Care Event Description Form, reviews form, signs and sends report to Pharmacy.

Information exchange

The individual discovering the error communicates the information on the Health Care Event Description Form which includes the patient’s name, location, date and time of the event, the medication, the incorrect dosage administered, the correct dosage, patient’s reaction to event, corrective action taken and medical staff member who originated the order. The immediate supervisor reviews the information and forwards the report to the pharmacy where the information is entered into the Pharmacy Medication Error Database.

Measurable Result: 
A new record is created in the Pharmacy Medication Error Database.

Use Case 2
Reporting of Medication Error: Harm to patient-Sentinel Event
Overview

The purpose of this Use Case is to facilitate the reporting of administration of an incorrect medication dosage to a patient that caused harm. 
Primary Actor: 
Area Manager
Secondary Actor: 
Risk Management

Starting Point: 
The Area Manager notifies Risk Management, Administration and Medical Staff of the event.

Ending Point: 
Health Care Event Description is delivered to Risk Management with in 24 hours.

Information exchange

The Immediate Supervisor notifies the Area Manager of all the details included on the Health Care Event Description Form: patient’s name, location, date and time of the event, the medication, the incorrect dosage administered, the correct dosage, patient’s reaction to event, corrective action taken and medical staff member who originated the order. The Area Manager ensures that all information is reported to Risk Management immediately via telephone and that an event description form is completed and delivered within 24 hours of the event. Administration and the appropriate medical staff are also notified immediately by the manager with all the details of the event.

Measurable Result:
Risk Management assesses event and determines if the event warrants further investigation and/or action.
Scenario 2

All significant medication errors, including other events that are reviewed for trending purposes, are reviewed by the Medication Safety Subcommittee (MSS). A summary of the subcommittee's findings and recommendations is reported to the Quality Pharmacy and Therapeutics Committee (QPTC). A statistical summary of all medication errors is reported to the QPTC meeting quarterly. 

The QPTC reviews the medication errors from the MSS. The QPTC reviews actions, findings and recommendations of the Medication Safety Subcommittee. The committee can accept, reject, take further actions, and/or make additional recommendations. The Committee can develop educational information for dissemination to the hospital staff as necessary. This serves as an educational tool and provides feedback to the hospital staff regarding medication errors in the institution. The QPTC forwards its findings and actions to the Patient Safety Committee, the Quality Council, and the Medical Executive Committee. (These scenarios are adapted from Inova Alexandria Hospital Pharmacy Department Policy and Procedure “Medication Errors Number: MON-62-02.”) 

Actors: Pharmacy, Medication Safety Subcommittee, Quality Pharmacy and Therapeutics Committee, Patient Safety Committee, the Quality Council, and the Medical Executive Committee

Use Case 3

Committee Review


Overview

A statistical summary of all medication errors is reported to the Quality Pharmacy and Therapeutics Committee meeting quarterly

Primary Actor: 
Pharmacy
Secondary Actor: 
Medication Safety Subcommittee

Starting Point: 
Pharmacy enters all data reported in to the Medication Error Database as the events occur and generates reports on an ongoing basis.

Ending Point: 
The Medication Safety Subcommittee reviews all significant medication errors, including other events that are reviewed for trending purposes and reports findings to the Quality Pharmacy and Therapeutics Committee quarterly meeting.

Information exchange

The Pharmacy performs the appropriate queries and saves the report. The report is presented at the Quality Pharmacy and Therapeutics Committee quarterly meeting.

Measurable Result: 
A quarterly report is generated that reviews medication errors

The QPTC reviews the medication errors from the MSS. The QPTC reviews actions, findings and recommendations of the Medication Safety Subcommittee. The committee can accept, reject, take further actions, and/or make additional recommendations. The Committee can develop educational information for dissemination to the hospital staff as necessary. This serves as an educational tool and provides feedback to the hospital staff regarding medication errors in the institution. The QPTC forwards its findings and actions to the Patient Safety Committee, the Quality Council, and the Medical Executive Committee.

Use Case 4


Educational Information
Overview

Medication errors can occur anywhere, anytime along the course of medication administration from prescribing through transcribing, administering and monitoring. It also can cause confusion, alarm and frustration for the health care providers and the patients. These errors can result in death or injury. Developing education material for the hospital staff based on the analysis of the Medication Error Database contents can aid in preventing recurrence.

Primary Actor: 
Medication Safety Subcommittee
Secondary Actor: 
Quality Pharmacy and Therapeutics Committee

Starting Point: 
Medication Safety Subcommittee submits findings of the queries to the Quality Pharmacy and Therapeutic Committee.

Ending Point: 
The Quality Pharmacy and Therapeutics Committee can develop educational information for dissemination to the hospital staff as necessary. This serves as an educational tool and provides feedback to the hospital staff regarding medication errors in the institution.

Information exchange

Contents of the quarterly Medication Error Report.

Measurable Result: Education materials to aid in the reduction of Medication Errors.

3&5:
List the attributes identified in the information exchange of Use Cases as a long master list. Expand the list of attributes so that for each entity you have includes at least 5 attributes. Revise your master list of attributes to include your new additions: all may entities had 5 or more attributes.

Master List

PatientID

PatientFirstName

PatientLastName

PatientSocialSercuityNumber

PatientAccountNumber

PatientDateOfBirth

PatientAge

PatientGender

EventLocation

EventDateTime

MedicationID

MedicationBrandName

MedicationGenericName

MedicationManufacture

MedicationLabel

MedicationDosageForm

MedicationStrength

MedicationDosageOrdered

MedicationDosageAdministered
ReportingIndividualEmployeeNumber

ImmedidateSupervisorEmployeeNumber

AreaManagerEmployeeNumber

QualityPharmacyAndTherapeutics Committee

MedicationSafetySubcommittee

EducationMaterial

QualityCouncil

MedicalExecutiveCommittee

QuarterlyReport

DataEntry

PatientReaction

HarmToPatient

AdverseReaction

MedicalInterventionRequired

RiskMangementNotified

MedicalStaffNotified

PharmacistEmployeeID

EventID

4:
Classify the master list into at least 5 entities. If necessary add to your master list of attribute some new attributes. Properly document each entity.
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6: 
Identify the relationships among any two entities and document the relationship.
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The relationship is one-to-one. For each event there will be only one documentation in the Medication Error database that will be reported to the committees for review and development of educational materials.

7: 
Check for hiearchies among entities and revise the ER diagram.


I do not see any hiearhies in my entities.

8: 
Check for many to many relationships among entities and revise the ER diagram.


I also do not see any many to many relationships.

9: 
For each entity, indicate the primary and foreign keys.

Entity
Primary Key
Foreign Key

Committee Review and Education
PrimaryKey
EventID in Event Table

Event
EventID
NotificationID in Staff Reporting Table

Medication
MedicationID
PatientID in Patient table

Patient
PatientID
EventLocation in Event Table

Staff Reporting
NotificationID
EventID in Event Table

10:
For each entity create a table. The tables are as above.

11:
For each table indicate the primary key and the remaining fields. 


The Primary keys are identified by the Key Symbol and the non-primary key fields are not.
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12.
Enter three rows of data into all tables 

Patient Entity


�








Medication Entity


�





Event Entity


�





Staff Reporting


�





Committee Review and Education Entity


�

















Rhonda Richardson
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