
Improving the reporting of 
Medication Incidents

From Incident Reporting to 
Controls Assurance



Quote

• Strive for perfection in everything you do. 
Take the best that exists and make it better. 

When it does not exist design it.

• Sir Henry Royce.



Horses for Courses

• If you only have a hammer everything is a 
nail.

• Are there other tools in the rack?



Incident

• Old lady, chronic renal failure, overdosed 
on Gent- died of acute renal failure.

• Not reported in AIMS  but found through 
death review.

• Q: Has this happened before?
• How do we know?



Reporting

• No such events in incident systems but well 
known clinically.

• Pharmacists didn’t report at all.
• Built Clinical Pharmacy Intervention 

system for their reporting.
• Over 6 weeks initially tracked both 

reporting systems.
• No double reports.









Comparison

• Nursing lead reporting- Many (low SAC) 
administration errors.

• Pharmacy system- Many serious (high 
SAC) prescribing dosing errors.









Control
• Dosing errors in renal failure of well known 

low therapeutic drugs especially 
enoxaparin.

• Built integrated creatinine ht wt GFR 
calculator linked to dosage system for usual 
suspects.

• Detail system to TMO’s
• Tap both reporting systems to monitor 

success in different areas.



Monitoring 
incidents....... ....outside the square



if we don’t monitor it, then it ain’t a problem……



Dosing of renally cleared drugs.

• many key drugs excreted from the body via kidneys  

•little recognition of poor renal function in elderly, camouflaged 
by normal looking serum creatinines

• several key drugs identified in death review audit (enoxaparin, 
gentamicin)

• doses not adjusted for renal function, especially in the elderly

•known to double rates of ADE’s



John Smith



Improvement in  prescribing of  renally cleared drugs.
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Results

During episodes of acute renal failure, renally cleared drugs

(ACE inhibitors, metformin, digoxin, frusemide) were 

held on 38% of instances in the pre-intervention period 

versus 62% post-intervention (p<0.01). 

Frusemide was  more likely to be held after the intervention 

(19% versus 31%, p<0.01).

- enthusiastically embraced by medical staff

- hopefully lead to improved patient safety and outcomes.



• RCT, n=1548 surgical ICU patients intensive management 
BGL 4.4-6.1 mmol/L vs conventional (9-10mmol/l)

• Average dose 3-4U/hr, 25% incidence hypo’s (<2.2mmol/l)

• Results
– ↓ mortality by 43% (from 11% to 6.5%, NNT 17)
– ↓ mortality in long-stay patients 78%
– ↓ sepsis by 43%
– ↓ antibiotic use by 35%
– ↓ dialysis by 41%
– ↓ polyneuropathy by 44%
– ↓ ventilation by 37% (2days)
– ↓ ICU length of stay by 3 days
– ↓ intracranial pressure in brain injury, better neurological 

outcome

Van den Berghe, G. et al. N Engl J Med 2001;345:1359-67

Hyperglycaemia in the hospital setting



In-hospital hyperglycaemia

• Applies to ALL forms of hyperglycaemia
– stress-induced
– drug-induced
– pre-diabetics 

• Applies to ALL patients with hyperglycaemia, not just diabetics

• Impacts on mortality and/or morbidity seen in 
– ICU/CCU
– Cardiac surgery
– CCF
– Post-MI
– Transplant
– COPD
– Stroke
– etc



S/C sliding scales at RGH

Day 1 Day 2 Day 3 Day 4 Day 5

Patients (n) 11 12 10 7 6

No. of BGL’s 25 61 38 26 17

Patients with BGL>10 (%) 45 75 70 71 83

BGL’s >10 (%) 52 31 47 58 47

41% of ALL BGL’s were >10mmol/L, 3% were <4mmol/L



Patients maintained on normal diabetic tx.

Day 1 Day 2 Day 3 Day 4 Day 5

Patients (n) 117 119 106 86 73

No. of BGL’s 255 451 375 297 243

Pts with BGL>10 (%) 44 50 49 42 49

BGL’s >10 (%) 28 27 28 28 26

• 28% all BGL’s > 10mmol/L
• a number of these had multiple daily readings >10
• worst sub-groups – those on insulin 

- post-surgical



….….the changes to be made
• Develop basal/bolus approach to replace s/c sliding scale 

insulin
• Identification of patients at most risk for poor BG control 

during hospitalisation to enable more intensive 
management where required

• Extension of IV insulin use from ICU onto wards, 
incorporating use of a continuous glucose monitoring 
system (CGMS)



Patient
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Insulin dosing algorithm

feeds
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Development of “self-managing” IV infusion model with CSIRO.

Development of  PDA/glucometer concept with CSIRO.

….….the changes to be made



Automated DVT prophylaxis alert

sustainability

DVT prophylaxis

A pattern in the incident monitoring -
DVT prophylaxis interventions were constantly being “washed out”
by the constant turnover of junior medical staff, requiring 
unsustainable resource investment.



Clinical repository

GFR+

Nursing hand-over sheet
Early recognition of critical results
Pressure ulcer alert

Patient database
Age, gender

Clinical
Coding

Co-morbidities

Pre-op assessment
Ht/wt

Nursing hand-over
Sheet

Patient mobility, ht/wt,
key co-morbidities

SABRE
(Glycaemic control)

DVT prophylaxis
alert
onto pathology print-out



Assurance
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