
Omitted Doses Re-audit
2015

Erika Hughes
Patient Safety Pharmacist



Background…..

 Medicines are often omitted and delayed

 Omitted & delayed doses second largest cause of
medication incidents reported to NPSA
(National Patient Safety Agency 2007)

 Drug omissions can have serious even fatal
consequences e.g. antibiotics, anticoagulants, insulin



Drug non-administration codes :



Kardex Examples :
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What did the data tell us ?

2012 regional
average 12.7 %

19.5 %

14.8 %



Critical Medicines …..

2012 regional
average
1.4 %



Other problems ….

 Blank spaces (where a code should be)

– - TOO MANY !!

 Use of X

– - Not an authorised code

 Code ‘D’

– - medicines should be available in a timely manner



Work to date …..

Communication of audit
results at directorate meetings

Lunch and Learn
Nursing

KPI

Pharmacy LEAN
project (supply of
medicines)

Critical medicines Cupboard

Omitted Doses
Roadshow

Posters, Trolley Cards

Medicines
Finder









Accessing medicines out of hours :
Searching for wards that stock a drug





Aim of 2015 Audit

 To establish if the improvements noted
in 2014 were maintained

 To identify areas where further
improvement needed



Audit standards

Measures of Quality / Standards:



Method

 Data collection by Foundation year doctors
and pharmacists

 All wards with a 2 week kardex

 Current kardex used

 5 patients per ward

 All 3 main hospital sites

– - 40 wards



Results



Omitted doses audit 2015

 185 patients

 12,266 doses audited

 8% increase in doses prescribed
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Critical Medicines …..
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Inappropriate Omissions : ‘X’
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Inappropriate Omissions : ‘blank’



Aggregate Data …..

 May be misleading

 Can camouflage variation

Data Collection

Analysis

Action
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Way forward…

 Multidisciplinary approach
– - Nursing, Pharmacy, Medical staff

 Targeted improvement :

– - identification of those wards that need support

– - learn from others

 Communication

– - Social media

– - Infographics



Improvement …..

2011

 Parkinson’s patient in ED

 NH resident

 Meds not stocked in ward

 PODs not available

 No evidence of out of
hours ordering

 Swallow screen / modifed
consistencies / med review

 Patient missed 7 doses

2015

 Parkinson’s patient in ED

 NH resident

 Meds not stocked in ward

 PODs not available

 Medicines finder used

 Oncall pharmacist
contacted /OOH ordering

 Patient missed 3 doses



Questions ?



Accessing medicines out of hours :
Searching for wards that stock a drug





Nursing KPI
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