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Definitions of medication error terminologies
Nature of medication errors

Incidence & frequency of medication errors
Severity of harm associated with medication errors

Causes of medication errors
Reporting of medication errors
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Medication errors are any patient safety incidents (PSIs) where there has
been an error in the process of prescribing, preparing, dispensing,

administering, monitoring or providing advice on medicines. These PSIs
can be divided into two categories; errors of commission or errors of
omission.
(NHS England, Patient Safety Alert March 2014)
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Medication safety in the NHS

At the heart of
future NHS .

challenges

of people over 70 years old take five or more
medicines. With an ageing population and
multiple chronic medical conditions these
numbers will just keep increasing

doses of medicines are administered o errors
evary year in the average acute hospital
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non-elective hospital admissions
are due to medicines

of these are preventable prescriptions are issued every year
in primary care

5 classes of medicine o escribing ertors
account for most admissions pr 4

Prescription

preventable deaths across all acute hospitals
are due to medicines

Antiplatelets
Anticoagulants

Antihypertensivag

97% of medication ermors reported to the NHS resuit in no or low patient harm




“A clinically meaningful prescribing error occurs when, as a result of a prescribing decision
Prescribing  ©F prescription writing process, there is an unintentional significant (1) reduction in the
Error probability of treatment being timely and effective or (2) increase in the risk of harm when
compared with generally accepted practice.” Dean, Barber & Schachter. Qual Health Care.
2000 Dec; 9(4): 232-237.

Any examples of an error/near miss you made in practice?

How did you deal with it? How did it effect your practice?



Figure 2. Schematic model for diagnostic decision making
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Reprinted from Croskerry P. Context is everything or how could | have been that stupid? Healthc Q. 2009; 12:e171-6.



Figure 3. Four stage conscious competence model of learning
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A Competency
Framework for
all Prescribers
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7: PRESCRIBE SAFELY

7.1 Prescribes within own scope of practice and recognises the limits of own knowledge and skill.
7.2 Knows about common types and causes of medication errors and how to prevent, avoid and detect them.

7.3 Identifies the potential risks associated with prescribing via remote media (telephone, email or through a third party)
and takes steps to minimise them.

7.4 Minimises risks to patients by using or developing processes that support safe prescribing particularly in areas
of high nisk (e.g. transfer of information about medicines, prescribing of repeat medicines).

7.5 Keeps up to date with emerging safety concerns related to prescribing.

7.6 Reports prescribing errors, near misses and critical incidents, and reviews practice to prevent recurrence.
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Psychological Approach to Medication Error Classification:

Errors
When actions are intended but not performed

Skill-based errors (slips and lapses)
Errors in executing correctly-planned actions

Violations are not

errors:
Intended action
1.Routine Violations:
regular short cuts
2.Reasoned Violations:
Deliberate deviations

from protocol
3.Reckless Violations:
Deliberate deviation
from protocol & ignoring
potential harm

4 Malicious Violations:
Out there to harm




Adverse drug reaction (when used as Wrong frequency
intended) Wrong quantity

Contra-indication to the use of the medicine in  Wrong route
relation to drugs or conditions

Mismatching between patient and medicine

Omitted medicine / ingredient

Patient allergic to treatment

Wrong / omitted patient information leaflet

Wrong / omitted verbal patient directions

Wrong / unclear dose or strength

Wrong drug / medicine

Wrong formulation




Communication Failures: poor handwriting, oral communication only, missing or
misplaced zeroes, use of abbreviations, ambiguous or incomplete prescriptions
Similar drug names or presentation (look alike sound alike)

repeat prescribing and dispensing without monitoring

Complex diseases or treatment plans

Patients with chronic conditions

Workplace problems: Stress, team, design, workload and satisfaction

Level of staffing

Level of experience

Complex or poorly designed technology, devices or procedures

Calculation errors

Lack of information to prescribers, dispensers or patients

Lack of patient’'s understanding of their therapy
Frequent patient transition of care




So far, PSIs indicate NMPs are not associated with
serious harm, congratulations

Clearly there are processes supporting NMPs that
lead to errors and need addressing

.... worrying issue of prescribing/administering
POMs without authority




Increase of patient safety
incident reporting to the National
Reporting and Learning System
(NRLS)

Change of organisational
structure. Transfer of patient
safety function from National
Patient Safety Agency to NHS
England (commissioning body) in
2011

Change of adverse drug
reaction (ADR) definition to
include medication error (EU
Directive 2010/84/EU1)

Low reporting from non-acute
NHS providers

Report quality Vs. National
Learning



Patient
Safety
Alert

England

Stage Three: Directive
Improving medication
error incident reporting

and learning
20 March 2014

Alert reference number:  RHSPSAD2014005

Alert stage:  Three - Divective

WH England and MHRA are working together 10 simplify and increase reporting, impeove data repoet qualitg, mawimise
leaming and guide practice to minimise harm from medication emars by:

= sharing incdent data bebween MHRA and MBS England redudng the need for duplicate data entry by frontine staff:

*  providing new types of fesdbadc from the Mational Beporting and Learning Systern (WALS) and MHRA to impeove
leaming at local kevel

+ darifying medication safety roles and identifying key safety contacts 1o allow befter communication between locl and
national levels; and,

*  setting up a National Medication Safiety Network 25 a new forum fior discussing potential and recognised safety issues,
identifying trends and actions to impnove the safe use of madicnes. The network will also wark with new Patient Safety
Improvermint Collaboratives that will be set up during 2004.

The Vellow Card Schemae for reporting suspected adverse drug reactions to the MHRA will continue to cperate 2
rarmal.

Actions (Target date for completion 19 September 2014)

A

All farge® healthcare providers.
including MHS Trusts, community
pharmacy multiples, home
healthcare companies and those

in the independent sector should:

identify a board bewel director

{rmiedical ar nursng supporied by the

chief pharmacdst) or in community

pharmacy and home health cane, the
superintendent phammadst, 1o hawe the

resporeabdity io overses medicabion

efror inddent reporting and leaming;

identify 3 Mediction Safety Officer

(M50} and ermail their contact details

o e Ceritral Alering System (CAS)
team. This person 'wil be a member
of a new National Medicition Safety
Petwon, support local medictian

eror reparting and beaming and act as
the main contact for NHS England and

SMHRA; and,
identify an existing or new mult

peofessonal group to regulity review

medication eTor incident reports,
Improwse reparting and keaming and

1ake kocal aChon b Impnoe medication

sfety

Fatient Safety | Domain 5

£\

A\

www._england .nhs.uk/patientsafety

smali® healthoare providers
including general practices,
dertal practices, commuriity
phamades and thase in the
indeperdent sector should:

coniinue to mport medicaton
eTor incidents to the NELS
using the e-form an the NELS
websie, or other methods and
‘takoe action ta impaoee reparting
arvd miedication safety locally,
supported by medication safety
champiore in loml professonal
COmImitees, netwarks, miti
professonal groups and
COMImiSONers.

Healthcare comimissioners
including Area Tears, and
Qinical Commissioning Growps
are invited to:

identify a M50 and emal their
mntact details 1o the CAS feam.
This person wall b2 a mermiber of
the National Medication Zafety
metwecrc, supgart reporiing and
kearning and taie locl actions

PN

o improve medication sifety.
The WED can akso wse leaming
o influerce policy, plinning
and COMIMESIonNIng as parkt

of dirical govemance in the
Commissoning organisation;
and,
reguiarty review information
from the MELS and the MHRA
1o support mprovements:

in reporting and learming

andl 1o take local action 1o
improree medication safety. This
shouldl done by working with
mmedication safety crampions in
local professioral commitises
and retworks, and with a rew
or exsting mukiprofessional
Froup.

Supporting information

*Mone detasiled information to suppaet
the implementation of this guidance is
avalabie at:

wawes.england nhsuipatientarfety FRa

Cositact NHS England. patisibabaty anduinsanbs mel
Contact MHRA. pharmacoviglancaievicembia gil gow Uk




Local Action

|dentifying

Risk Knowledge Sharing Implementing Change




Sign up to alerts from the
Central Alerting System (CAS) or
your local clinical governance
email notifications

Get in touch with your MSO

Be vigilant to alerts from
ePrescribing systems

Take part in medication safety
projects and quality improvement
programs

Know your competencies

Know your weaknesses for error

If you don’t know ask

Try and focus on what is relevant to
your practice for your patients

Reflect on practice and learn from
mishaps

Report incidents to encourage
learning

Look out for the World Health
Organization Medication Safety
Challenge




High risk drug audits

Steroid card

Lithium card

NOAC/DOAC

Anticoagulant Yellow Book
Insulin Passport

Medicine Passport

Hospital Admission Notifications
Discharge Letters

Updated Summary Care Record

Blood monitoring requirements
& results interpretations

VTE assessments &
therapeutic Vs prophylactic
doses

Medication Safety thermometer

Therapeutic area dashboards




Medication errors are serious and diverse

Must have prevention strategies to ensure
medication errors are minimised

Find ways to reflect and assess competency

Get in touch with your medication safety lead




Any guestions?






