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Fentanyl is a common analgesia used for palliative care patients and is often applied
transdermally. However, errors in its administration can lead to significant adverse events.
The aims of this study is to investigate the factors associated with such errors by caregivers in
the home hospice (HH) setting, and to apply quality improvement methodologies to reduce
errors.

There were 3 cases of Fentanyl patch-related errors by caregivers of our HH patients formally
reported through incident reports (IR) between June 2020 and April 2021. A survey of HH
staff was also conducted to assess the prevalence of unreported errors during the same
period. Further qualitative data was collected from staff and caregivers on their experience
with Fentanyl patches (FP). The data was used to complete a fish bone diagram and a pareto
chart. The first plan-do-study-act (PDSA) cycle was implemented in October 2021 and
resulted in an instructional pictorial pamphlet. The pamphlet was first piloted for selected
patients before being given to all eligible HH patients in our service. A further four PDSA
cycles were conducted from October to December 2021 and included refinement of the
pamphlet and creation of two videos for caregiver training. Point prevalence surveys were
used to monitor the prevalence of errors.

Table 1: Top root causes

Out of a total of 506 patients, 78 patients were on Fentanyl patches and 8 of them (10.3%) had
experienced a fentanyl patch-related error. Five out of the eight caregivers (63%) failed to
change the patch on time. Three (37%) errors were due to a lack of understanding of the
instructions given. The prevalence of fentanyl patch-related errors was reduced and only one
error occurred after PDSA 1. Subsequently, no error was found since the completion of PDSA
cycle 2.

Figure 1: Run chart of Number of Fentanyl patch related medication errors from Jun 2021 to Jan
2022.

This project demonstrated how a quality improvement approach helped to reduce prevalence 
of fentanyl patch-related medication errors in home hospice setting.  
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PDSA cycle 3: Developing Caregiver Training Videos on “How to use Fentanyl Patch” 
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Cause Root Cause Rank

A No standardised caregiver training (CGT) on Fentanyl patch application 1

B No resources available for caregiver to refresh their training 2

C No established follow-up guideline on CGT 3

D No standardised training for junior doctors rotating through HH 4

PDSA cycle 2: Introduction of pamphlet to patients and caregivers 


