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MANAGEMENT

« Clear plan not made

on ward round

« Prescribers
requested to
prescribe for patients
they may not know or
whilst completing
other tasks

* No rules regarding

interruptions when

prescribing compare

to nurses drug

rounds

MATERIAL

+ Different medication
in different
concentrations

* Accessto intranet
guidelines, BNFC,
microguide

- Difficulty locating

protocol to prescribe

medications

ENVIRONMENT

+ Multiple interruptions
- Restricted space
+ Loud environment
= Prescribing often
done away from the
bedside.

+ Accesstodrug

charts

* Black pen

* Adult formatted
drugs chart

+ Patients height/ weight
not/incorrectly recorded

« Lack of knowledge inc

« E P tion, .
frors In Prescription diff drug concentrations

* Limited opportunity to
check calculations

« lllegible handwriting

* Drug cards misplaced
* No formal tuition

PROCESS

« High turnover of doctors

Introduction

Plan
* Introduce education sessions for
prescribing

Do
* Introduce tutorial/prescribing
workshop

Trial with current doctors in
lunchtime teaching session

members

Act
Adapt to give during induction
Add in durgs perceived to be
challenging to clinicians

Plan

Adapt tutorial based on feedback

Create prescribing survival guide
Do
*  Target prescribing workshop to most
challenging areas of prescribing
Create prescribing guidline to
include prescribing mat into a

« Computer access e ;
+ No clear prescribing ;r:gsacdr%pitnwc;;,rztriaarat\on and dose regimes for Study booklet
mat i different conditions Good length of tutorial Study
* Human factors; haste, .
« No prescribing fatigue and abbreviation « Insufficient experience Not everyone able to attend Introduce tutorial/workshop to local
stations - Drugs not optimized by - Other t:ams not Would be more helpful at induction induction
—— weight prescmbmg or . rather than later in placement Act
EQUIPMENT preseribing wrong dose Not as useful for senior team Re-audit

Consider how to create access for
all prescribers

Medication errors are the single most preventable cause of patient harm. 237 million medication errors are estimated to occur annually within the
NHS in England alone. The financial burden to the NHS is impactful, but more costly is the significant morbidity and mortality of patients. Multiple
patient safety issues around prescribing were highlighted by the submission of over 100 Datix within a 12 month period. Our project, inspired by

other similar projects, aimed to highlight areas within our own department that we could address and implement change.

Further info

Aims

90% of drug charts to meet prescribing standards and to improve

confidence of prescribers by September 2024 and reduce the number of

medication error related Datix

Method

Our audit looked at prescribing standards of drug charts in paediatrics.

We sampled 50 charts in a retrospective audit (25 before doctor

changeover and 25 after) during the period Nov 2023- Jan 2024, against

4 sets of criteria based on national prescribing guidelines and Trust

guidelines.

Results

Our study showed that in all cases prescribing standards were below

expected. There was no significant impact of the changeover although

standards did slightly worsen.

Improvement

Following on from this we have instigated remedial actions to improve

the prescribing. These include;

» Providing a training tutorial and prescribing workshop for all junior
doctors, face to face and regular virtual sessions.

+ Creating and distributing a prescribing handbook.

*  Working towards collaborating a paediatric drug chart.

Initial feedback from the team suggests this has helped to clarify

requirements and improve prescribing and created our second PDSA

cycle. We aim to re-audit in Q4 2024.

LEARNING AND REFLECTION AND NEXT STEPS

Our project was data driven incorporating evidence from a departmental audit
and a review of submitted Datix. With our literature search we were able to
increase not only our own knowledge but share this with our colleagues
through raising awareness, providing education and focussing on change in
attitudes towards prescribing. Additionally, it helped us to develop new
leadership skills. It has been really fulfilling to watch my colleagues who are
new to the NHS develop into prescribing champions in a situation they once
found difficult. One of the most challenging aspects was to give all prescribers
access to attend the workshop due to shift patterns. Introducing regular
quarterly virtual session may overcome this and, working towards a paediatric
drug chart which is already practised in many NHS Trusts and aiming for zero
tolerance for prescribing errors.
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