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Doctors who rotate from other institutions into Assisi Hospice are often unfamiliar with
the prescribing system here which includes a paper Inpatient Medical Record (IMR).
Adverse drug events arising from prescribing errors can lead to substantial harm to
patients. Prevention of such errors are therefore paramount to improving the quality
of healthcare rendered. From 1 Nov 2020 to 30 Apr 2021, 6 out of 10 medication
errors reported in Assisi Hospice were prescribing-related errors. The National
Coordinating Council for Medication Error Reporting and Prevention (NCC MERP) has
an index for categorising medication errors according to outcome severity. Five out of 6
(83.3%) prescribing-related errors were NCC MERP Cat D where the errors had reached
the patient and monitoring was required to ensure that no harm came to them,
although no interventions were required to preclude harm. This project aimed to
reduce prescribing-related medication errors to zero within 6 months, among newly
admitted patients to our inpatient service (IP).

A workgroup comprising of consultant, resident physician, pharmacist, pharmacy
technician, advanced practice nurse and staff nurses was formed. An Ishikawa diagram
was made to determine the root causes. Pareto chart analysis was done to identify the
top root causes. (See Table 1) Proposed interventions included standardisation of
approved abbreviations used in IMRs; orientation for new doctors in prescribing paper
IMRs and review of workflow for the transfer of patients from Assisi home care (HC)
and day care (DC) services to IP. Plan-Do-Study-Act (PDSA) cycles were conducted from
September 2021. As orientation for newly rotated doctors to IP was next in January
2022, the workgroup decided to focus on lower ranked root causes first.

Fig 1: Number of reported prescribing errors and near misses (random audit) from Jan 21-Mar 22

The number of prescriber errors has decreased from 41 to 21 post intervention from
October 2021 to March 2022 demonstrating sustainability of the interventions. (Fig 1)
Rotating doctors through Assisi now undergo a formal orientation on prescribing which
includes education on the approved abbreviations list and ‘Do Not Use Abbreviation
List’. Staff are encouraged in reporting near misses with modified incident report (IR)
form which has been created for ease of reporting. The workgroup has now
progressed to reducing prescriber errors in existing patients by establishing workflow
for counterchecking new prescriptions and transcribing.

The time spent for investigating each prescribing error is approximately 183 minutes
(3.05 hours). Hence, the reduction of 20 prescriber errors translate to a total savings of
61 hours (7.6 workdays) during our period of intervention.

Quality improvement is an ongoing journey and is essential to improve patient safety.
Engagement and buy-in from staff remains important to ensure success of
interventions implemented and to achieve sustained improvement.
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PDSA 1: Standardisation of approved abbreviations used in IMRs

PDSA 2: Review of workflow for Assisi Hospice inter-service transfer to Inpatient

PDSA 2A: Revised medication reconciliation form (MRF) to indicate if original labelled medications
were brought on admission.

PDSA 3: Introduce a formal orientation on prescribing and using of paper IMR.
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