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 In January 2014, the Institute for Safe Medication 

Practices (ISMP) introduced the 2014 – 2015 

Targeted Medication Safety Best Practices for 

Hospitals.  

 The purpose of this                                                 

document is to identify,                                           

inspire, and mobilize                                                     

national adoption of                                                

consensus-based best                                                     

practices related to                                                               

specific medication issues                                                             

that have caused harm                                             

and fatalities despite                                           

previous recommendations                                                    

(Institute for Safe Medication Practices [ISMP], 

2014).   

 Striving for exemplary professional practice within 

an interdisciplinary shared governance structure, 

the Clinical Practice Council (CPC) in this Magnet 

organization took on the task of reviewing, 

assessing, and formulating recommendations for 

achieving the ISMP best practices. 

 Medication problems plague people of all ages as 

well as families, caregiver, and the entire health 

care system (Aspden, et. al. 2006) 

 Medication errors among older adults cost about 

$177 billion each year.  If such errors were counted 

as a disease, they would be the fifth leading cost 

of death for Americans over 65 (Bates, et.  al. 2008) 

 ISMP is a non-profit organization devoted to 

preventing medication errors and designing safer 

medication practices (Randolph, 2013).  

• A multidisciplinary work group reviewed the six 

targeted medication best practices.  

• A system assessment was completed to  

determine opportunities in attaining best 

practices.   

• Interdisciplinary collaboration among bedside 

nurses, nursing leadership, pharmacy, medical 

staff, materials management, and information 

systems are on-going in achievement of the 

medication safety practices.  

Fully implemented best practices:   

 Removal of glacial acetic acid from hospital area  

 Measurement of patient weights in metric units only  

 Education on and availability of oral syringes on all in-

patient units  

 

 

 

       Product review underway for oral dosing device with 

metric only scale.  Some elderly patients need oral meds 

to be administered via an oral syringe. 

       Current default order parameter for oral 

methotrexate is weekly; hard stop and means for patient 

education being considered. 

       Continue to explore implementation strategies for 

dispensing vincristine in a mini-bag 
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1 
• Dispense vincristine in mini-bag 

2 

• Use weekly dosage regimen for oral methotrexate. 

• Provide patient education by a pharmacist for all 
weekly oral methotrexate discharge orders. 

3 
• Measure & express patient weights in metric units 

only. 

4 
• Ensure oral liquids are dispensed in oral syringes 

when unit doses are not available. 

5 
• Use oral dosing devices that only display metric 

scale. 

6 
• Eliminate glacial acetic acid from all areas  of the 

hospital. 

ISMP 2014-2015 Target Medication 
Safety Best Practices for Hospitals 

http://www.ismp.org/tools/bestpractices /TMSBP-for-Hospitals.pdf
http://www.ismp.org/tools/bestpractices /TMSBP-for-Hospitals.pdf
http://www.ismp.org/tools/bestpractices /TMSBP-for-Hospitals.pdf
http://www.ismp.org/tools/bestpractices /TMSBP-for-Hospitals.pdf
http://www.ismp.org/tools/bestpractices /TMSBP-for-Hospitals.pdf
http://www.ismp.org/tools/bestpractices /TMSBP-for-Hospitals.pdf

