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Most common healthcare intervention
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" Lethal errors in 2m prescriptions

& Doctors are making mistakes in drugs given to one in five patients, with elderly worst affected, says GMC

- By Rebecca Smith, Medical Editor scribing errors shows. The study found
e R - evidence that GPs are signing prescrip

G ffecti mputer systems an
was given two prescriptions for antibiot- error followed by l’)l‘esl'!‘ihll‘l{.’, a drug to th‘)ln LlLll“ll\?_’,r;:'.ll'(l]vL:f»\. w h?d(\]}eg;?‘fnr;;; ?gfsﬁ:inat Pﬁ-om pharmacis
ics in the same consultation but with which the patient was allerg ‘_\ll““-“f““ .l.r”hm‘_’l : nnl}.‘\d '\_:ry.‘ arch, said the minimise errors
'FAMILY doctors are giving out almost tions without seeing patients, issuing different doses stipulated. serious errors involved warfarin, which ~ University, who 5 EKS& hic ‘cgnse- Martin Astbury, president
million prescriptions a year contain- repeat prescriptions without questions  Pharmacists investigated the records'of has heen used as rat poison. It is pre- mistakes could have ("l&t':“k’ opp ibing of Pharmaceutical Societyy:
potentially life-threatening errors, and failing to adjust drug dosages follow- 1,700 patients in 15 practices over a 12- g(‘~,l11)t-d 10 thin the blood in people atrisk quences. KEICP‘ll}g to 'l C_PTESLH'I Eel number of kAR T
General Medical Council warns ing new tests. month period. One in five patients had ' of blood clots. It must be carefully moni- warfarin, he said: llredléy lsaneﬁeegtasi up 10 50 per centif ERAHGA
: Serious errors uncovered include a 62-  been given a prescription with an emor. tored because it interacts with other unsafe situation. Blee: 'sallca-Ftal % hguse Fanndei

year-old woman with an allergy to peni- This rose to four in ten of the over-75s. fa d some foods and poses a risk of strophic, they are potentially fa L Andrpew Lansley, the
mlhr; whdorgas prescribed flucloxacillin,a Each extra medicine a person wasg n?i ﬂ;f‘ﬁ::.uenmg stomach blt‘,cdls. In ‘;ue J l’r_(i:i rc}\-'c:‘“y. wthui:fcﬂi\(;:ksir apgoinotf sl e et 'm
similar , and elderly patients pre- increased the tisk of errors by 16 per o 3 : Iderly woman was ac mitted to family doctors to ; : checked | COIT

scribed warfarin, who should have been Among 6,000 prescri tinnys *l? L case, il -lehly bleed two weeks after ment times from the average 13 minutes were “Patients
closely monitored but who were not one in 550 had a se p : Lx}ilmned_ h":"l"")'k willis arin. to 15. He also c;llled for better training (Gt S

tested for two years. lated across Enl_jﬂfﬁ’emlzz‘ugukxlr_aIl;u\ being prescl'lbedv\cf:;'fg’emnd most mis- and for pharmacists and GPreceptionists - medicines "l'lle!y&
Moderate errors included a four-year- prescriptions are issued annuall foion -~ Human efgt s. GPs have blamed to carry out medicine reviews and check appropriate, Sald
monitored.  old girl with a stomach upset who was mean 45million i’)rgs(-‘rzmty( Yliwould  takes, the study sallyls.and complex com-  monitoring arrangements. : Dr Clare Geti
1d young children are prescribed a drug that should be used errors, with 1.8million ol P""lh’s tontain  ryshed appmm-“"el makes it easy to select  Professor Sir Peter Rubin, chairman of of GPs, said th at o}
*ﬁﬁﬂ a prescription  “with caution” in children. Minor mis- Failing 1o request thu'tjb?};i ¢ pat e puter softwale lhar incorrect dose. They the General Medical Council, said GPs  sultations, "
study into pre- takes included a one-year-old girl who monitored was the most mm«:npanent be the wrong dnig osometjrnes interrupted had to give prescribing priority. He said prescri
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Last stand, Mr President?
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Antibiotic "apocalypse N EWS HEALTH

By James Gallagher
Health and science reporter, BBC MNews

The rise in drug resistant infections is
comparable to the threat of global warming,
according to the chief medical officer for
England.

Prof Dame Sally Davies said bacteria were
becoming resistant to current drugs and there
were few antibiotics to replace them.

She told a committee of MPs that going for a
routine operation could become deadly due to the
threat of infection.
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Antibiotic resistance 'big threat to health’

COALES

]

Resistance to antibiotics is one of the
greatest threats to modern health, experts
say.

g 7

The warning from England's chief medical officer
and the Health Protection Agency comes amid
reports of growing problems with resistant strains
of bugs such as E. coli and gonorrhoea.

They said many antibiotics were being used
unnecessarily for mild infections, helping to create
resistance.

Antibiotic resistance is growing

Related Stories
And they urged patients to take more care with how they used medicines.

Gonorrhoea drugs

This is particularly important as there are very few new antibiotics in e

development.




So what’s the solution?
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e
The Prescribing
Improvement
Model Study
(PIMS)

Improving patient safety through
providing feedback to junior doctors
on prescribing errors




First... identify root causes
-

ARTICLES

Causes of prescribing errors in hospital inpatients: a prospective
study

Original article

6 Prescribing errors in hospital inpatients:
.ol a three-centre study of their prevalence, types

CHOICE
and causes
Bryony Dean Franklin,"-* Matthew Reynolds, ' Nada Atef Shebl,? Susan Bumett,*®
Ann Jacklin'?
» An additional appendix is ABSTRACT about similarities or differences in prescribing error
published online only. To view — Aim To compare the prevalence and causes of prescribing  rates between wards, specialties or organisations.
tﬂ':}'ﬁnglihﬂeﬁe rwz|_5|htr|1thteDLnnL;rnal errars in newly written medication orders and hows The anly UK study to present comparative data for
PRI quickly they were rectfied, in three NHS organisations.  more than one organisation is in paediatrics®
Conira for Medicafion Safet; mo o 4 C - . e A SNy B il




Quotes
-

“Also for something like aspirin, |
know most pharmacists would just
add that on to the drug chart and
PNC [prescriber not contacted], so
not contact the prescriber because
It’s so small you wouldn’t contact
the doctor just to say, oh it should
be enteric coated or, oh it should
be dispersible and you didn’t write
that on..A lot of the time we'’ll
change, we’ll add modified release
and, without probably telling the
doctor”. (Pharmacist) 9




Quotes
-

“And there’s another key issue
here as well especially if you're in
an area where there’s a lot of
doctors rotating, sometimes that
phenytoin prescription is written by
Doctor X, Doctor X has gone home
so | have to go to Doctor Y and get
them to change it and that’s fine,
they learn something new, but
Doctor X who wrote the
prescription doesn’t know anything
about it”. (Pharmacist)




Is this the problem?
-




Imt J Clin Pharm (2013) 35:332-338
DOT 10.1007/:11056-013-9755-y

SHORT RESEARCH REFORT

Feedback on prescribing errors to junior doctors: exploring views,
problems and preferred methods

Jeroen Bertels + Alex M. Almoudaris ¢
Pieter-Jan Cortoos * Ann Jacklin * Bryony Dean Franklin




Prescribing Improvement Model

T
Aim
 To develop, test the feasiblility, and evaluate a
practical, low-cost intervention to provide feedback to

junior doctors on prescribing errors and increase
patient safety.

Three component objectives:

1. To encourage prescribers to identify themselves
when prescribing

2. To increase the feedback given by pharmacists to
Individual prescribers on their prescribing errors

3. To introduce group feedback to junior doctors on
common prescribing errors



Focus group with FY1s
R ——

This is what our FY1’s think...

Fve only had positive
experiences of feedback,
but | wish there was
more of it

I want to know about all of the
prescribing errors | make,
especially the serious ones

I would like more
teaching about
prescribing errors

There is no need to tip-
toe around prescribing
errors

=S
__‘-—

‘m often asked to amend (//))/

my prescriptions, but |
don’t realise | have made

an error unless | am told

I prefer person-to-
person feedback on

the ward

o Health

Foundation
Inspiring
Improvement



And what do the public think?
-

“...It's OK to screw up once but there
ought to be a process that says you've
screwed up once and we’re going to
correct it so that it doesn’t happen
again. What's unforgivable is if you've
got the ability to go on screwing up
time and time again”

Patient focus group participant



1. Prescriber ldentification




Plan — Do — Study — Act

e 1. ) | « 2. Do
Plan N

Introduce Name stamps

\ handed out;
naT:r SpE%TpS informal
: interview
prescribers conducted \
Replacement Prescribers
stamps offer
ordered suggestions
including the for
prefix "Dr" improvement
« 4. Act . . 3.

Study



Plan — Do — Study — Act

Plan N

L E:géu§;i§;;SI Audit use of
ctampe name stamps
Emiggt?;"n? in Provisional
disguas at FY1 results indicate
meeting; PSR!
continue audit Signing

e 4. Act - * 3.
Study



Fortnightly data

 Percentage of inpatient medication orders written FY1s
where the prescriber is identifiable
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Fortnightly data
-

 Percentage of inpatient medication orders written FY1s
where the prescriber is identifiable
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. Individual feedback

e Pharmacists asked to:

— ldentify individual
prescriber

— Contact individual
prescriber

— Tell them an error made

— Suggest how to avoid the
error

* Publicity and education

HHS Trust

Imperial College Healthcare [[TfH The
¥ B OHeanh )

ound
Inspiring
Improvement

PROVIDING FEEDBACK ON PRESCRIBING
ERRORS TO JUNIOR DOCTORS

The Prescribing Improvement Model (PIM)

Prescribing errors occur in up to 15% of UK inpatient medication orders and 1% of
patients are harmed. Foundation year 1 (FY1) doctors are often unaware of making
errors and receive little feedback on how to prevent them.

This is whatour FY1’s think...

I've only had positive
experiences of feedback,
but I wish there was
more of it

Twant to know about alf of the
prescribing errors | make,
especially the serious ones

1 would like more
teaching about
prescribing errors

There is no need to fip-
toe around prescribing
errors

I'm often asked to amend
my prescriptions, but |
don't realise | have made
an error unfess | am told

1 prefer person-to-
person feedback on
the ward

PHARMACISTS:
When you identify a prescribing error made by a FY1, we would like you to:
+  Identify the prescriber (encourage your FY1s to use their name-stamps)
Contact the prescriber, preferably in person
Tell them that they have made an error
. Provide feedback and explain how to prescribe the drug correctly
+  Check their understanding so they do f right the next time

We hope this change will provide education to junior doctors,
decrease prescribing errors and improve patient safety.

« Accompanied visits

21




3. “Prescribing tips”

.
Avoid errors in penicillin sensitive patients: good prescribing tip of the fortnight
(this preseription has been re-written to maintuin the anonymity of the prescriber]

Can you spot the error? The errol

1) This patient has a documented allergy

P 14 E ; Ot th e e rro r” to fluclaxacillin, a type of penicilin.
p 2 2) This patient has been prescribed
Tazocin® (piperacillin/ tazobactam]
D . t
- . . .
Always check a patient’s allergy status before prescribing any medicine.
I I I I I l O re e p Administration of a penicillin based drug to a patient with a history of hypersensitivity reactions to

penicillin can be fatal.

which contains penicillin and is
therefore contra-indicated as this
patient had 3 severe adverse reaction

%o another peni

Prescribing
]
. . Always establish the nature of any allergy and document it on the chart and notes. It is important to confirm
. . whether the allergy s severe, less severe or an intolerance/ side effect. The nature of the reaction will guide
prascribing decisions.

. For information related to penicillin allergies, refer to the document D antibiotic

l oeescribing i 2 penicilin sensitive patient on the intranet. This document uses a ‘traffi RED drugs
are contraindicated for penicillin allergic patients,
n

for penicillin-allergic patients.

. The Adult Treatment of

Infection Policy gives an iz ap
0mg P ED o g £ STAT e 00 P2 00 153 eriram e

Identify and link to relevant TEE | B

¥ eyl of charwie at 1k of C_diche. vl 15 abere

prescribing resources —

found in the Antibiotic App (download onto a ook mperia Coiege veatrcore (Y
smartphone here or scan the QR code).

s Beaware of commonly used brand names for
combination drugs which contain peni
i iclav), Tazocin®

neg

tazebactam), Timentin® (ticarcillin/ clavalanic acid]
and prascribe s the generic name.

Remember to use your name-stamp when prescribing
Have you lost your name-stamp? Click hiere to order a replacement

Do you need an ink refll for your name- stamp? Click A27z ta order one
Do you find this feedbnck useful? Email us snd ket us know your thoughts

Th
Rty O

Matt Reynolds on behalf of the Pharmacy Good Prescribing Team fodnlaton I

This work farms part of i o i n




3. “Prescribing tips” - topics
-

« Unusual frequencies
e Oral opioids

e Treating DVTs

e |nsulin

e Laxatives

* |Inhalers

23



Evaluation

e Process measures

 Weekly audit on identifiable
prescribers

e Pharmacists assessed for
feedback provision

e Qutcome measures

—_—

» Prevalence of Intervention and
prescribing errors [~ control hospitals

* Questionnaire _
e Focus groups Intervention hospital

24



Results
S

e Questionnaire results from April 2013

We asked all junior doctors if they agreed with
the statement:

“I am aware of all major prescribing errors |
make”

/7% agreed / strongly agreed

The complementary statement to pharmacists:

“I believe FY1s are aware of all major
prescribing errors they make”

31% agreed / strongly agreed 25



Reflections
S

 Need to take time to LISTEN

* Need a rigorous approach

Downloaded from gualitysafety bmj.com on October 16, 2013 - Published by group bmj.com
SY 3T el ATIC REVIEVY 62

B, Systematic review of the application

oenaccess  Of the plan—do—study—act method to
improve quality in healthcare

Michael J Taylor,'% Chris McNicholas,® Chris Nicolay,' Ara Darzi,’
Derek Bell,? Julie E Reed?

»| Additional material is ABSTRACT INTRCDUCTION

published online anly, To view - _ : : : : :
b c it the ol Bl Background Plan—do—study—act (PDSAY cycles Delivering improvements in the quality

(http: e doi org/10. 1136 bmjgs-  Provide a structure for iterative testing of and safety of healthcare remains an inter-

—\J



Hopefully...



http://www.bmstores.co.uk/products/prolex-2-slice-toaster-249206

Other Innovations



Smartphone apps

Point of care antimicrobial 13 | Imperial College Healthcare (VI3

NHS Trust

prescribing support to health
care professionals

Infections

|CI|'ck to increase the magnification of the entire page i

Journal of Antimicrobial Chemotherapy Advance Access published December 19, 2012

Journal of
J Antimicrob Chemaother Al'ltlmICl'ObICIl
doi: 10.1093/jac/dks492 Chemotherupy

An analysis of the development and implementation of a smartphone
application for the delivery of antimicrobial prescribing policy:
lessons learnt

E. Charanil*, Y. Kyratsis!, W. Lawson?, H. Wickens?, E. T. Brannigan?, L. 5. P. Moore? and A. H. Holmes!

The Nationat Centre for Infection Prevention and Management, Imperial Coltege London, London, UK; 2Imperidt College Healthcare NHS
Trust, London W12 OHS, UK

*Corresponding author. Tel: +44-{04203-313-1553; Fox: +44-{0}208-383-335%4; E-mail: echarani®@imperial.ac.uk

Search

V-Oral
switch
policy

art Smart
en Focus




Dr-CARD

Analgesia—acut
Faracetamol FO /P
Paracetamaol v =50)
=50
lbuprofen PO
Maproxen PO
Codeine PO
Dibydrocodeine PO

Tramadol PO I
Morphine PO
Morphine M/ SC

Antihistamines
Chlorphenamine PO
Chlorphenamine [

Laxatives

Senna PO
Lactulose PO
Macrogol (eqh ovical
Glycerol 4 PR
Fhosphate PR

F¥1 DOSE REMNDER
In severe renal ar heps

Insulin sliding scale

prescribed as 50 units of soluble insulin (e .q.
Human Actrapid) in S0ml sodium chloride 0.9%

EM range [mmalflL)

Insulin administration rate

0.0-3.9 0.5 units'hour
(recheck every 18mins)
40-749 1 units/hour
B.0-11.49 2 unitsfhour
12.0-154 3 units/hour
16.0-19.9 4 unitsfhour
=200 B to 8 units'hour

(If =20mmolfL for 2 hours contact medical staff)

Mot for use in patients with HOMIK, in level 2 o0r 3
patients, or in theatre or recovery—see The Source

For enguiries contact the WARD PHARMACIST or MEDICINES INFORMATION
Ext 11703711713, Qut of hours contact the an-call pharmacist via switchhoard.

Warfarin initiation protocol

Where anticoagulation not urgent (can wait 2
weeks ar mare), consider referral to GF

Where inpatient anticoagulation needed:

Smg OD on day 1, and refer to The Source far

dosing thereafter.

sTake baseline INR priar to starting warfarin

sZonsider lower starting dose if =7oyrs, =53kg,
cardiac/hepatic failure, severe renal impairment,

an interacting drugs.

e Consider higher starting dose if =100kg, on

interacting drugs.

Antibiotics

For guidelines see guick
finks on The Source or
download the ABX APF  mesp

[=];

[=]

[=]

"=
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Pharmacists on ward rounds
I

e Pharmacists who attend consultant-led ward rounds
make more interventions per patient than those who
provide only a standard ward pharmacy service.

PROFESSIOMAL ISSUES Clinical Medicine 2011, Vol 11, No 4 312-16

Including pharmacists on consultant-led ward rounds:
a prospective non-randomised controlled trial

Gavin Miller, Bryony Dean Franklin and Ann Jacklin

ABSTRACT = This study aimed to compare interventions made mation about the medication or patient can contribute to such
by pharmacists attending consultant-led ward rounds in addi- errors.! If pharmacists attend ward rounds, detailed information




‘Check and Correct”
e

L 0  Observed values
18 Predicted values
= = 95%Cl for predicted values

16

14 . = .
- ’f O

- o

PP v g -
5 - _l - gy - .
E 10
s = Eur J Pedistr (2012) 171:1239-1245
E 8 al D00 101 a3 1-012-1751-3
v -
@
-

4 ORIGINAL PAPER

The use of a consultant-led ward round checklist to improve
paediatric prescribing: An interrupted time series study

S ': Carole Lépée  Robert E. Klaber + Jonathan Benn +
ROXO
o Q}'g‘ q.“: Penny J. Fletcher + Pieter-Jan Cortoos - Ann Jacklin -
Bryony Dean Franklin




And what next..?



Hospital electronic prescribing
-

|Click to create PDF Using Acrobat.comi

OPEN @ ACCESS Freely available online @ PLOS | one

The Use and Functionality of Electronic Prescribing

Systems in English Acute NHS Trusts: A Cross-Sectional
Survey

Zamzam Ahmed'? Monsey Chan McLeod™?, Nick Barber', Ann Jacklin', Bryony Dean Franklin'-%*

1 The Centre for Medication Safety and Service Guality, L School of Pharmacy, London, United Kingdoem, 2 Pharmacy Department, Imperial College Healthcare NHS
Trust, London, United Kingdoem




Hospital electronic prescribing

No EP

31 1 system
hospitals

(30.7%)

31
hospitals
165 trust 101 trusts (44.3%)
rusts (61.2%)
70
respondents hospitals
(69.3%)
39
Some form hospitals
of EP (55.7%)

More than
system



Hospital electronic prescribing
and medication adminstration

prescribing error-rate (%)

Percentage of patients

Overall identified prescribing error-rate
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“IMPRESS” study
T

How do hospital | How would they
inpatients engage| LIKE to engage with
with medication | medication safety?

safety?
How does this dif%r

between paper-
based and
electronic
medication

What interventions
are needed?




Further app developments
-

e Cross-sector smartphone
applications:

— point of care antimicrobial
prescribing support

— antimicrobial therapy
Information to patients

— linking whole health system

e Collaboration with Public
Health England (ex-HPA)

e Grant from Imperial
College Healthcare Charity




Better use of our workforce
S

Published in final edited form as:
JInfact Prev. 2011 Jamary ; 12(1): 6-10. dow: 10 117717571 7741038962 7.

Covering more Territory to Fight Resistance: Considering
Nurses’ Role in Antimicrobial Stewardship

R Edwards!""", LN Drumright'" M Kieman2-2 and A Holmes!!.4)
1. The Mational Centre for Infection Prevention and Management, Division of Infectious Diseases,
Imperial College London, London, W12 OHS, UK

% Infection Prevention Society, UK
% Southport and Ormskirk Hospital NHS Trust, UK
4. Imperial College Healthcare NHS Trust, London, UK

Abstract

Thepnt&nhalcunmbmmnnwa canmakemﬂumamgennnrnfantmmcman within an 1n-
; SNEENEE ’mﬂﬂh[ﬁ}andh&alﬂ:mare

anh.tr.w:ruhal ﬂmmpv 15 needed, As Ourses ]:m'e the most EDI:EIEtEI'.‘I.‘t presence as patient caver, they
are 1n the 1dezl posifion to provide this level of serice. However, for purses to tmly mmpact on
AMFR and HCAT= through mereasing therr profile m A%, bamers and facilitators to adopting ths
enhanced role must be contexdtualized in the mplementation of any imufiatve.



The solution?
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The solution?

| Patients
Understanding
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