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Problem Results

The CCD2 Pharmacy had noticed an increase in the incidence of cut tablets for adult inpatient patients that was SPLIT TABLET REVIEW (ORDERS [NOT DOSES] FROM 4/1/23 TO 6/30/23)

leading to added technician and pharmacist labor. The Pharmacy Team questioned if this work was valuable and if T P R B

the doses ordered were clinically appropriate. The Pharmacy team took a step back and reviewed why the e :

Incidence of split tablets had been increasing to a point that was becoming unmanageable and creating overtime. 3 m 0 nth S On the targeted medications the use of split tablets

was reduced by over 93.7%
(This percentage would be even higher due to 3 months of data

Of d ata being reviewed up against 2 months of data)

Goals

 Identify if all our split tablets were clinically necessary.

» Discover if there were opportunities to decrease unnecessary work.

« Streamline our operations to allow for less physical manipulation of medications and provide the dose to be
pulled from the Automated Dispensing Cabinet (ADC).

» ldentify if patients were inadvertently on split tablets simply because there was a dosing button for half a
tablet.
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9 Conclusions
« This frees up Pharmacy Technicians and Pharmacists to focus on other important operational work.
* Is 25mg (half tablet) clinically appropriate or could it have « This provides more full-dose tablets available in the ADC rather than coming from the Pharmacy hand-
~ prepared.
been a fu!l .50ITIQ Fabla : . _  |f this project were to expand in the future the Pharmacy Department could likely establish that this
* Are we misinforming the LIP that 25mg is a good starting project resulted in; 1) Patient’s being on a more appropriate clinical dose. 2) Reduction of discharge
dose? complications of split tablets. 3) Protected patients from split tablets that were acceptable in-house but

* Is the patient started on 25mg inpatient and then switched not as outpatient.

anyway as outpatient? If so, why are we doing this? Acknowledgements

* Are we inadvertently encouraging some underdosing in  The Clinical Coordinators and Specialists assisted in reviewing the data and watching out for any

adults? unintentional outcomes.
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