Contrast Media Allergy Review Process Improvement

Problem

Patients with a documented history of allergy were occasionally re-challenged with
the offending contrast media unintentionally or without premedication in the outpatient
setting. Information on patient medication allergies, the nature of the reaction, and
the causality of the reaction is documented in cPOE, but not readily available to the
technologist in Radiology using the Radiology Information System.

Aim/Goal

Establish a new process to prevent unintentional contrast media re-challenge in
patients with a history of previous adverse drug event.
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Anlaysis

A review of the medication use process for prescribing contrast media in the
outpatient setting was performed with an interdisciplinary team to identify opportunity
for process improvement. Key failure modes identified include the following:
e Patients may not recall allergy history and communicate this information
to the Radiology staff.

e Radiology technologist does not use the cPOE system during normal
course of business where allergy information is routinely documented.

Allergic events to contrast media are reported to the Patient Safety
Reporting System by Radiology staff. All adverse drug reactions are then
reviewed by HCQ, Radiology, and Pharmacy staffs who update the patient’s
allergy information updated in cPOE. However, patient allergy information
documented in cPOE does not communicate with the Radiology Information
System (RIS).
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Interventions

Patient allergy information documented in cPOE was linked to the Radiology
information requisition printed. This allows the Radiology technologist to readily view
the information in cPOE along with the patient reported history of medication allergies
on the day of the radiology exam. The Radiologist is contacted if any questions arise
about a patient’s allergies. A clinical pharmacist is also on call at all times to help clarify
medication concerns.
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Results

Direct observation of the Radiology technologist during February 2008 was done on
both the East and the West campus locations. The Radiology technologists were seen
reviewing the patient questionnaire as well as the RIS requisition form for patient allergy
information in all cases. The technologists were able to articulate that they would
contact a Radiologist for any question of contraindications to performing the diagnostic
test. The Radiology technologists were also able to demonstrate the process for
documentation of a patient allergic event on the Patient Safety Reporting System. There
have been no further reports of administration of contrast media in patients with a
documented history precluding re-challenge.
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