An injustice has been done: Jail time handed to a pharmacist who made an error.
Since Friday’s sentencing, I have truly lost sleep over the Eric Cropp case. Eric of course is the Ohio pharmacist I tweeted about last week after he was sentenced to 6 months in jail, 6 months home confinement (with an ankle bracelet) after his release, 3 years of probation, 400 hours of community service, a fine of $5,000 and payment of court costs.  I can’t get thoughts about Eric off my mind. Eric made a tragic error by not recognizing that a pharmacy technician he was working with made a chemotherapy solution that had far too much sodium chloride (salt) in it. Whereas it was supposed to have less than 1% (0.9% to be exact) it was made with 23.4% sodium chloride. 
My motive in caring about Eric is not to advocate for a pharmacy practitioner just because I am also one. I have never even met him. I do however know a lot about his case. Some of what I know comes from the media, as articles have appeared in the Cleveland, Ohio press or national press, but more recently from my direct knowledge of the case through review of legal records like state board of pharmacy hearing documentation. I have also heard some eyewitness accounts, such as from another pharmacy colleague who attended a hearing on the case and listened to testimony at the Ohio State Board of Pharmacy. As a pharmacist at the Institute for Safe Medication Practices, my knowledge of cases has sometimes been from direct investigation of an incident at the location. We often serve as sort of a National Transportation Safety Board for medical errors. That did not happen in this case because I wasn’t asked to do so. I was however contacted by Eric’s attorney, Gretchen Holderman, of Lillie & Holderman, Cleveland, who asked me to write to the judge to plead for him to NOT have to have a jail term. I did so and that is available at http://www.ismp.org/download/files/Judge_Corrigan_07-13-09.doc. And just so you also know, we do help to defend practitioners when we feel they have been unfairly targeted, as happened here. We have published a few of these, like the Denver nurse case that was in the IOM med errors report. A new one that we wrote with other authors about the nurse at St. Mary’s hospital in Wisconsin (involving Julie Thao, RN), who was also targeted by the criminal courts, will appear in Nov or Dec Joint Commission Journal of Quality and Safety in Healthcare. Whatever we do legally is done pro bono and we do not accept paid expert witness engagements. We have also given support to many patients and family members after a tragic incident. In fact, we probably have done that more so, and these too have often been published or have even wound up as an FDA public health advisory on a few occasions. 
Pharmacist Eric Cropp showed up at work one day and learned that his computer system was down and his assistant in the IV lab was a pharmacy technician who had inadequate training in IV solution production. She was also said to be distracted as she was planning her wedding while working that morning (see press account below). When a pharmacy computer system is down, in itself it is a disaster because it backs you up tremendously and creates incredible work pressures. That morning a nurse called the pharmacy saying that she needed a chemo immediately (the one for the victim, Emily Jerry). However, according to a witness at an Ohio State Board of Pharmacy hearing, in truth it was not needed until several hours later (late that afternoon). That of course put excess pressure on Mr. Cropp, who was working the IV lab with the technician and a downed computer system. And by the way, testimony at the board hearing recognized that he was working short-staffed and without time for normal work breaks.  

The technician started to prepare the order. I do not have complete knowledge of exactly what caused the sodium chloride overdose in this case. However, when preparing IV chemotherapy, some pharmacies remove fluid from a bag when they have to add a large volume of medication to infuse, and then add additional fluid to the bag and titrate with 23.4% sodium chloride injection to bring the final concentration of the infusion to whatever was prescribed (usually not more than 0.9%). Or, they start with an empty bag and follow a similar process. But compounding the solution from scratch is error-prone and such exactness of base solutions is most often unnecessary from a clinical standpoint. Communication failures between technicians and pharmacists, IV compounder-related failures, inadequate documentation of the exact products and amounts of additives, and other system issues, have contributed to numerous fatal errors. We have also seen compounding errors and subsequent failed double-checks due to adverse performance shaping factors such as poor lighting, clutter, noise, and interruptions. In fact, in this particular case, news reports suggest that the pharmacist felt rushed, causing him to miss any flags that may have signaled an error. Long ago we added sodium chloride 23.4% to our high alert drug list, which is sort of a watch list for drugs that are extremely dangerous when involved in medication errors. The complete list can be seen at: http://www.ismp.org/Tools/highalertmedications.pdf. In any event, whatever happened, Eric did not make the error himself. Still, he did not see that his technician made the error when he checked her work and that clearly should not have been missed. I don’t know why it was missed. I have no doubt that the work pressures and/or other systemic or environmental issues played a role. Because of the error and its missed recognition, the patient, a gorgeous little girl named Emily Jerry, got an incredibly high amount of sodium chloride. After receiving it later that day, she suffered terrible head pain and thirst and soon lapsed into a coma and died.
The family was of course devastated as was Eric, his colleagues at the hospital, and everyone in health care who was made aware of the case. A February 2008 USA Today article told the story publicly. The Ohio Board of Pharmacy became involved and the victim’s mother, Kelly Jerry, participated in the board hearing as a witness for the state. She was incredibly effective as a media savvy, articulate, well connected individual. Connections with state politicians even got a new law passed called Emily’s law. The law requires certification of pharmacy technicians, something I happen to stand by. Kelly Jerry (Emily’s mom) was quite effective in convincing first the state board of pharmacy, then the courts. In my opinion the media was quite one-sided in its reporting. Mrs. Jerry’s testimony has been absolutely heart wrenching. She holds a picture of Emily at the hearings. Whenever Eric would apologize she would reject his attempt saying things like, “I don’t even know how you can face me.” At his sentencing on Friday she said, "It was a senseless and preventable death," Jerry said, addressing Cropp in her prepared statement. "You were the only person who could have prevented this from happening, and you didn't do it. You killed my baby." 

http://www.usatoday.com/money/industries/health/2008-02-24-emily_N.htm
http://www.cleveland.com/news/plaindealer/index.ssf?/base/cuyahoga/1250325193310800.xml&coll=2
http://comment-blog.advance.net/cgi-bin/mte/mt-search.cgi?tag=emily%20jerry&blog_id=691
It was said that Eric went on to make other errors after the board heard his case. Never have I seen any evidence of the nature of these errors or how the board came to know about them. From what I saw they were the same types of errors that pharmacists make all the time – again, most are systemic, rooted in bad decisions made by drug companies or even the FDA, and that we write about all the time, such as giving a product a look-alike or sound-alike name. Based on all the “facts,” Eric lost his license permanently at the state board. Now Eric will be jailed for 6 months and then undergo home monitoring with an ankle bracelet. No one ever called me to present testimony to the board or the court.  I wish I would have had a chance! 
I have no idea whatsoever how the Court’s action on Friday will be effective at anything other than serving Mrs. Jerry’s purpose – to see Eric go to jail for killing her daughter. Of course I could not understand any better how she feels. I would even expect any family to react like and don’t blame her for doing so. However, it has been my observation that many who have been harmed like this do feel it in their hearts to forgive, especially when human error, which is not easy or even possible to control, and system issues beyond Mr. Cropp’s control, are what intervened in the case. However, I would certainly expect lots more of the Ohio State Board of Pharmacy and especially of the Judge in this case, Judge Brian J. Corrigan of the Cuyahoga County Court of Common Pleas. I would have thought that the board and Judge Corrigan would have been brave enough to overcome emotions that presented in this case. Eric Cropp did not receive justice either by the board or by the court. 
What good will come from jailing Eric and destroying a pharmacist who, up until the tragic incident had an excellent professional record?  I see this as potentially disastrous in health care. Some will ask, “why report errors and risk going to jail?”  That in itself is tragic and could cause a horrible backlash in the patient safety realm. In time, if we see more and more of making medical errors criminal, we could truly see a horrible situation where even our young citizens will recognize this and decide to not undertake legally “risky” professions or “risky” jobs in professions like medicine, nursing and pharmacy. Most healthcare professionals unwittingly put themselves at risk for criminal indictments when they enter the profession. They are fallible human beings destined to make mistakes along the way, as well as to drift away from safe behaviors as perceptions of risk fade when trying to do more in resource strapped professions. Many healthcare professionals already fear making that one error that could result in the harm or death of a patient. Escalating application of criminal error laws also serves as a reminder that a harmful error—often similar in form to minor mistakes we all make on a daily basis—could also strip away a hard-earned and cherished livelihood, the ability to help others, and personal freedoms perhaps once taken for granted, as may happen with Mr. Cropp.
While the law clearly allows for the criminal indictment of healthcare professionals who make harmful errors, despite no intent to cause harm, it will long be debated whether this course of action is fair, required, or even beneficial. The fact remains that the greater good is served by focusing on system issues that allow tragedies like this to happen. By focusing instead on those involved—the easy targets—one can easily avoid addressing the systems issues. 
Focus on the easy target in this case makes my colleagues and I wonder whether any regulatory or accreditation agency is assuring that all hospitals learn from this event and adjust their systems to prevent the same type of error. I am unaware of any letter that has gone out to other hospitals or any visits made by surveyors to detail what went wrong in the Emily Jerry case and what the expectations are for implementing prevention strategies. If nothing has happened, the death of this little girl is a heartbreaking commentary on healthcare’s inability to truly learn from mistakes so they are not destined to repeat.
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