Workarounds in Technology

The workaround in technology I chose to discuss is the overriding of medications. While technology has allowed for numerous safeguards to prevent medication errors (i.e. barcode scanning), there are still ways that nurses get around these safe measures. The use of automated dispensing cabinets (ADC) first came about in the 1980s “to facilitate transition to a more decentralized medication distribution system” (Institute for Safe Medication Practices (ISMP),2020).  In my care area, we call this an Omnicell, but I imagine all ADCs typically work the same: the provider places an order, a pharmacist verifies the order, the nurse retrieves the medication from the ADC, the nurse verifies the patient with two identifiers, the nurse scans the patient armband, and then the nurse scans the medication. As noted, there are multiple steps taken to prevent medication error, and the order goes through at least three different people, if not more, before it reaches the patient. Therefore, this increases the likelihood that someone will catch an error before it can harm the patient. 
However, as I stated earlier, nurses can get around these safety measures. Though I try my best not to, I have done it, and I have seen it done by others. Either I have forgotten to scan the patient armband, or the medication label will not scan. So, to save time you just click “scanner broken”, or something along those lines, and give the medication. While I try to take precautions to prevent medication errors, such as still using two nurse verification for insulin, even though it is not required any longer in Epic, I have still fallen prey to the workarounds of overriding medications. I try to make it a best practice not to do this, but I still see it done in my work area. 
ISMP (2020) states, “A pharmacist’s review of each medication order is important to assess potential duplication in therapy, contraindications, unsafe dosing, allergies, and other medication-related concerns before a drug is removed from stock and administered.” This statement is true for all patients, but especially true for pediatric patients, which is the population of patients I care for. A dose of medication that may be safe for adults is most of the time not a safe dose for pediatrics. That is why pediatric medications are weight-based, and why it is imperative that we, as nurses, take every safety precaution put into place to ensure we are giving the correct medication and the correct dose. 
ISMP (2020) “defines “override” as a process of bypassing the pharmacist’s review of a medication order to obtain a medication from the ADC when assessment of the patient indicates that a delay in therapy would harm the patient.” I have seen this and personally overridden medications from the Omnicell in an emergent situation, such as a code. These emergency situations really are the only time we should be bypassing the safety measures that are in place. Some care areas, such as the ED or pre-/post-op areas, do not use ADCs or scan medications before giving them to the patient (ISMP 2020). Unless it is a true emergency, this is not necessary. The safety measures are put there for a reason- to not harm the patient!
In closing, workarounds in technology are imminent, but as healthcare providers, we can take steps to minimize those. Workarounds may be “used to overcome an intentional barrier” (Pennsylvania Patient Safety Advisory, 2017), but those barriers are in place for a reason. Overriding medications is one workaround that we should try to avoid unless in an emergency. As nurses and healthcare providers, we should always remember the five rights of medication, use two patient identifiers, and double check everything. Taking a little extra time may just save your patient from harm!
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