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Medication errors
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Medicines management pathway
Prescribing 

49%
Transcription 

11%

Dispensing 
14%

Administration

26%



APAC – continuum of care
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Guiding principals for medicines 
management in the community



System redesign

• Keep what works well

• Implement new safety 
functions

• Monitor for unforseen 
consequences



Systems redesign – error management

error/near miss reported surveillance by clinical pharmacists health staff 

Divisional risk management meetings

Director of pharmacy

Medchart team

…..”but the computer let me do it”

never hear…”but the drug chart let me do it”Director of pharmacy

Medchart team

Investigation and recommendations after liaison with Software vendor

Test with clinical user group

NT D&TC meetings/NAC/MAC/Exec

never hear…”but the drug chart let me do it”



Systems redesign – changing work processes

• poor understanding on how humans 
interact with computers

– nurses and pharmacists have made – nurses and pharmacists have made 
changes to work practices

– doctors still conducting ward rounds in 
pretty much the same way



Meet Alice and Angie



Role of clinical pharmacists

• participate in the 
management of 
individual patients

• apply the best available 

• identify and reduce 
risks associated with 
medicines use

• educate patients, • apply the best available 
evidence in daily clinical 
practice

• contribute clinical 
knowledge and skills to 
the healthcare team

• educate patients, 
carers, and other health 
professionals

• undertake research

SHPA standards of practice 2005



Systems redesign - prescribing
• Legible
• Legal
• Accountable

• Informed



Systems redesign - prescribing

Information at the point of decision making



Systems redesign - prescribing



Prescribing - errors

• standard administration times
– once daily = 8am
– if a drug is prescribed after this time then  – if a drug is prescribed after this time then  

defaults to 8am the following day
– missed doses as not scheduled for 

administration 



Prescribing - errors



Prescribing - errors

• generic vs trade names
– Insulin, aspart (rys), Insulin Aspart (rys) 

protamine suspension (30%, 70%) protamine suspension (30%, 70%) 
injections



Systems redesign – pharmacy review

Throw away the purple pen



Systems redesign – pharmacy review



Pharmacy review – errors in transcribing



Pharmacy review – errors in transcribing

• 83 medicines out of 502 (17%) had changes 
made on discharge prescription

• 77% were made by pharmacists
– inability of pharmacists to make amendments on 

Medcart

• Of the 83 items that were changed, only 23 
(23%) changes were reconciled in eMMS

Full study will be presented at SPHA conference next week



Systems redesign – dispensing

• Satellite dispensary 
concept

• Clinical technicians

• CMI and medicines 
information



Systems redesign – administration

Schedule for doses

Monitor workload



Systems redesign – administration



Systems redesign – administration



Administration - errors

• reduction in missed doses
• a lot of administration errors can be 

traced to unclear prescribingtraced to unclear prescribing

– give metoclopramide 30mg intravenously 
regularly every 24 hours 



Administration - errors



Administration - errors

• exceeding max cumulative dose with 
PRN doses
– common with analgesics and anti-emetics– common with analgesics and anti-emetics

• dose ranging limits difficult to quantify
– relearning how to read the medication 

chart 



Administration - errors



Systems redesign – staff support

High staff turnover



Systems redesign – staff survey

Full study will be presented at SPHA conference next week



Systems redesign – staff support

• Dedicated training 
staff

• Peer support 
importantimportant

• Test
• Training
• Production



Steps forward• Review of discharge 
scripts by pharmacists

• Medication 
reconciliation

• complex medications
– warfarin
– gentamicin
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