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Safer prescribing, dispensing and administration of medicines to minimise patient harm
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The objectives of this session is to provide you
with an understanding of:

* why a standardised chart is needed,;
* the benefits of a standardised chart;

«» the main features of the chart.
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++We all make errors

“all human beings without
exception whatsoever, make
errors..... And such errors are a
completely normal part of human
cognitive function”

Allnutt M.F. Human factors in accidents. Br J Anaesth. Jul 59(7):856-64, 1987.










Principles

*+ The health-care system is making errors
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[nvisible Injuries

We need a better system for

tracking and preventing medical errors.

The Institute of Medicine, our nation’s most re-
spected adviser on medical science, says that at
least 100 patients will die in hospitals in the Unit-
ed States today because of injuries from their care,
not from their diseases.

How many will die tomorrow?

Tom Nolan, one of the leading quality-improve-
ment scholars of our time, identifies three es-
sential preconditions for improvement of any-
thing: will, ideas and execution. When it comes to
reducing medical errors, America’s will and ideas
are increasing steadily now, following the In-
stitute of Medicine's lead.

And yet, so far I see no evidence that he:
care in the United States is becoming safer.
ingredient we seem to be missing most is the

workforce largely remains blind
patient injury. People who wor
clinics cannot easily see, day
and injuries that large-scale 1,
found.

A simple calculation sh
die from injuries in U.§f hospitals each day and
there are 5,000 hospitafs, that is very roughly one|
death per hospital every two months. From the
viewpoint of individual doctors and nurses, this is
an unobservably low rate, even if every death
caused by error’is known to be so, which is far
from the case.

It's like most public health burdens. About
43,000 Americans die every year in automobile ac-
cidents, but most of us never actually witness such
a death. !

the enemy—
hospitals and
day, the errors
arch studies have|

Of course, nonlethal injuries to patients are far”
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® They believe that adding complexity improves tems and patterns of activity. Dozens of habitual
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A

simple calculation shows why: If 100 patients
die from injuries in U.S. hospitals each day and
there are 5,000 hospitals, that is very roughly one
death per hospital every two months. From the
| viewpoint of individual doctors and nurses, this is
an unobservably low rate, even if every death
caused by erroriis known to be so, which is far

from the case.

doing what other competent, caring people would
do. i

® They believe that analyzing errors will allow
them to find a single root cause, even though in
fact the very idea of a “root cause” is misleading.

Most system failures come from complex inter-

actions between latent failures (the little things
that go wrong all the time) and specific actions.
Saying that one factor is a “root cause” is usually
an illusion created by hindsight bias. It is Monday
morning quarterbacking,
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tant hope for long-term returns or vague calcula-
tions about how much patient injuries are costing
today don’t often seem to carry the day in hospi-
tals and clinics facing large and immediate fi-
-nancial losses.
Finally, improving safety is hard, not easy. A
hospital that wants to make patients truly safer
has to involve almost all departments, support sys-




More deaths
blamed on
medical error

Tom Reble
Health Editor

More than one death a week
reported to the Coroner by
Victorian hospitals may be due to
medical mistakes, ingtoa
new investigative unit based at
the Coroner’s office.

In the first six months of this
year, the Victorian [nstitute of
Forensic Medicine identified
about 30 cases in which medical
errors may have caused or
contributed to the patient’s
dearh, said the unit’s acting
director, David Ranson.

"About 20 cases a week come
from hospitals. Of those we
would probably pick up one or
™wo a week that need in-depth
analysis," Dr Ranson said.

The Age revealed yesterday
that the state's hospirals reported
10 the Health Department 16
deaths due to medical mistakes
for the year to June 30, 2003, the
second year hospitals have been
required 1o report such inci-
dents.

Almost a dozen other people
suffered injury due to medical
staff treating the wrong patient or
body pant, insmuments being left
behind after surgery and neuro.
logical darnage.

A range of errors led to the
deaths, including three cases in
which padents, including a child,
were given the wrong medi-
cation. Medical experts regard
the 16 reported deaths as only a
small proponion of the actual
number,

Dr Ranson said about 4000

deaths in Victoria were reported
to the Coroner each year, includ-
ing abour 1000 from hospitals.

By law, hospitals must report
1o the Coroner cases thar involve
trauma, accident, people in care,
a sudden nat death or an
unexplained death, "We know
there is a level of under-
reporiing to the Coroner as
well,"” Dr Ranson said.

The¢ investigations by the
clinical liaison unit — set up late
last year — were independent of
the Health Department and
would reinforce confidence in
ﬂa‘ifd Coroner's office. Dr Ranson
said.

He said the unit's weekly
-examination of cases would
counter criticism that suspected
medical error cases were slow to
be investigated. “Instead of
being looked at the end of the
process, they are being looked at
near the start of the process.”

The six-member unit, which
includes two doctors and two
nurses, advised which medical
specialists should be consulted
for expert advice. “They go out
and help police investigators ask
the right questions from the
beginning." If medical error was
gaﬁqgacted. an inquest would

W,
Dr Ranson said that in most
medical error cases, individual
doetors or nurses could not be
blamed. “The reality is most of
the issues are system issues,” he
said,
_ Akey aim of the unit was

identify struetural jssues that
wolld prevent incidents TeCurT-

ing, and ide ha with
research 1o | them
eliminate mistakes.

He said if the unit us
broader guidelines to determine
whether a medical error possibly
contributed to a :E:;h' it could
investigate 150 de a 2ty
you inke a middle view. fte:tght
be 60," he said.

Australian Medical Associ-
adon federal vice-president
Mukesh Hatkerwal s;ﬁi that the
deaths reported by tale in
2002-03 needed 10 be 1;?:1 in the
context of maore than one million
people seeking hospital treat-
ment in the same period.

“We are at the safest time in
history to be in hospital and have
procedures done, but there's
always room for improvement,”
he said. “One death is cne too
many, and 16 is 16 100 many."

Dr Haikerwal said the State
Government needed 1o ensure
that medical equipment in hos-

pitals was at a standard to
help prevent cal mistakes.
“A lot of things need refurbighing

and replacing,” he said,

The Government said yester-
day it would not release infor-
mation on which hospitals were
involved in medical errors as it
did not want to encourage a
safety “league table”.

“The emphasis of the pro-
gram is 1o identify systems short-

a88h

ABG@
YEEe

am

The Age Newspaper
12 August 2003

comings and issues — not 10
' Ref: _
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“* We are making a significant number or errors when
prescribing, dispensing, documenting and

administering drugs




«» Estimated that:

* 140,000 hospital admissions each year are
associated with medication problems.

* medication errors account for up to 20% of adverse
events in Australian health care and

e medication errors cost $380 million per year in the
public hospital system.

Australian Council for Safety & Quality in Health Care, *““Second National Report on (e,
Medication Safety’”, 2002, Commonwealth Dept of Health, Canberra S¢ e




«* Medication errors are the 2nd most common
Incident reported to AIMS (WA).

“* Types of medication errors reported are:

Failure to read or misread

Failure to follow policy or procedure
Other

Prescription or order error
Unclear or incomplete order
Dispensing error

Medication not available

Patient self medicating

Incorrect calculation

New order overlooked

Previous know n adverse reaction

Administered w hen held or ceased

0.00% 5.00% 10.00% 15.00% 20.00% 25.00% 30.00% 35.00% 40.00% 45.00%
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“*We need to design systems to reduce the potential for
error

"Human beings make mistakes
because the systems, tasks and
processes they work in are
poorly designed”

Prof. Lucian Leape, Harvard School of Public Health
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So what are we doing ?

am

s Participation in the Medication Safety Breakthrough
Collaborative

¢ Distributing alerts on high risk medications eg. KClI,
Vincristine

+» Adverse Medicines Events Line - 1300 134 237
+» Pharmaceutical Review

“* Implementation of a standardised medication chart
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Standardised Medication
Chart

s Australian Council for Safety and Quality in Health
Care considered the introduction of a common

medication chart a significant quality improvement
strategy, through

e standardising processes of communication
e optimising workflow patterns

e Introducing functions to improve safe use of
medicines
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Background to the NIMC :,.:

“»July 2003, Australian Council for Safety and Quality
In Health Care established a multidisciplinary

working group to look at medication errors

“*April 2004, Australian Health Ministers’ Conference
agreed that a common medication chart be in use In
all public hospitals by June 2006, to assist In

standardisation and consistent documentation of
medications

“*Queensland already commenced development and
Implementation of standardised chart
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Background to the NIMC

“*August 2004, NIMC developed

“*Jan - May 2005, pilot of national chart undertaken
In 31 sites across Australia, including 3 in WA -
Joondalup, Broome and Kalgoorlie

+*December 2005 Area Chief Executives endorsed
Implementation of the NIMC in WA public hospitals
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What evidence did they use... .
to design the NIMC?

“» Extensive literature review focusing on factors that
cause prescribing and administration errors

s+ Learning from human factors and ergonomics
“*Observational studies and work practice mapping
“» Audits

“*Pilots

*»*National focus groups
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Benefits of the NIMC

+» Potential to reduce medication error

¢ Standard chart in all public health services

*» Improved understanding of safety principles

*» Improved completion of prescriptions

*» Reduction in need for interpretation

¢ Reduction in the need for education of staff as they move
between sites

“* Proven template for use in electronic medication management
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What are the main features?::

In summary:

¢ Initial clinician (doctor/nurse) needs to print the
patient’s name under their ID label

++ All once off orders on front

¢ All regular orders in the middle section
s All PRN orders on back

¢ Variable dose drugs and Warfarin with regular
medicine (middle section)
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What are the main features?: :

Saar

In summary:

¢ Adverse drug reaction (ADR) information is clearly
visible from 3 pages of the Chart

*¢» Doctors write administration times
*» Use of generic drug name only

¢ Must write hourly frequency and maximum dose for
PRN orders
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Other features

In summary:

¢ Prompt to ensure patients are provided with
Information about the use of Warfarin

“* Prompt to remind prescriber to indicate a sustained
or modified release

*» Space for a patient’s medication history prior to
admission

¢ Space to clearly identify prescriber
¢ Daily review of chart by clinical pharmacists
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NIMC - what It can do

Significantly reduce the types of
errors we have identified
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NIMC - what 1t can’t do

Eliminate these errors
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Success Is dependent on

Clinicians recognising the
Importance of good
communication through the
medication chart
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Where do | find more
iInformation?

www.health.wa.gov.au/nimc

&, % Department of
-

B e Health
Lt ug-t*'




	Introduction and Rationale
	Objectives
	Principles
	Principles
	Principles
	Principles
	So what are we doing ?
	Standardised Medication �Chart
	Background to the NIMC
	Background to the NIMC
	What evidence did they use to design the NIMC? 
	The NIMC�Front and Back Pages
	The NIMC�Pages 2 and 3
	Benefits of the NIMC
	What are the main features?
	What are the main features?
	Other features
	NIMC - what it can do
	NIMC - what it can’t do
	Success is dependent on
	Where do I find more information?

