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INn medication safety
In Intensive care:
a simple reproducible audit

feedback methodology
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Background

 Medication errors more common in ICU

* Reported medication error rates in ICU vary
— 2 t0 >2000 events per 1000 patient days

* Direct observation probably gold standard for detection
— Local system relies on voluntary reporting
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Aims

« Develop a simple, reproducible audit methodology to
determine rates of medication errors in ICU

 Use results to increase awareness of medication
safety & reduce high risk medication practices

Improve medication safety culture in intensive care



Ingredients

* Clinical Pharmacist + ICU Nurse
— Within existing resources

 1-2 hours per audit

* Simple, easily adaptable tool

« Rapid feedback mechanisms
— Daily handovers
— Weekly newsletter / meetings

* Themes from local error reporting systems

'z|

TheAlfred



-
Il
TheAlfred

ICT Infusions Audit

Datient # Patient name | Medication name | Dose Wolume Diluent Expired
Prescription
Infusion

Prescription
Infusion

Prescription
Infusion

Prescription
Infusion

Prescription
Infusion

Prescription
Infusion

Prescription
Infusion

Prescription
Infusion




Audit 4: Potassium Chloride ampoules in bedside drawers

Patient FPotassium chlotide amp found in Other corunents

Humhber bedside drawer (/M)
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Audit Topics

* Infusion prescription and labelling

 Flush bag expiries and prescribing

« Potassium ampoule storage at the bedside
 Prescribed frequency does not match times charted
* Drawn-up drugs storage at the bedside

* [llegible / illegal / incomplete prescriptions
 Controlled drugs storage at the bedside
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Methodology

Track l I Audit of

improvement all ICU patients

Team Bedside

Feedback -Feedback



Error rate (%)

Results
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= flush bag expiry

® drawn up syringes

® infusion prescribing
infusion labelling

potassium

mtimes & frequency

January

February

March

April

May

June July
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Discussion

* Demonstrated improvement
— Specific interventions / solutions
— Involve wider Quality and Safety community

« Conducted regularly
— Fortnightly

 Support from senior medical, nursing and pharmacy staff
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Limitations

« Snapshots don’t tell the whole story

* High risk practices don’t always result in error
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Conclusions

 Successful development and implementation of simple
and effective audit methodology

* Improvement in rates of errors / high risk practices
— Sustained

 Increased awareness of medication safety in ICU
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