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estimated capture range of 10-25%. Over 70% of all responders believed that
nformation on medication errors is captured in 25%, or less, of actual cases. It seems
incongruent that these same responders indicated a belief that the medication error
reporting system works well. This capture rate, however, is consistent with the

numbers of reports the practitioners estimated they completed in the past 3 months.

Traditional incident report systems are most likely to capture the more serious
ADE’s and are much less likely to capture near miss situations.®” This is most likely
related to the fact that incident reports were developed as a risk management tool.
Practitioner education on the value of near miss information, accompanied by the

appropriate data collection tool(s), would be useful in increasing near miss reporting.

Practitioners responding to the survey provided free-text response inquiring
what could be done to improve the institution’s reporting system. It is apparent from
these responses that there is a desire for and anonymous, non-punitive system that is
easy to use. Survey information was used in the development of a reporting tool that
meets these criteria (see Appendix B). Computerization of the reporting process was
suggested by all disciplines. Feedback on reports and staff education were also

common recommendations for system improvement.
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5.2  Recommendations

It is obvious from the data presented that the institution’s current medication
error reporting system is essentially non-functional and is incapable of providing the
information required for meaningful systems improvement. While survey respondents
correctly identify improved patient care as the reason to report errors, their self
reported lack of action in this area does not correlate. A primary ﬁhding of this thesis
is that there is a serious need for education surrounding all aspects of medication error
reporting. Physicians, in particular, should be educated and encouraged to report
errors. A good place to start staff education would be with changing terminology from
error to variance. Reporting a system variance suggests that any and all deviations
from the norm are reportable events, not just the ones that result in patient harrﬁ. This
terminology change, along with appropriate education, would increase the number of
near miss reports. Staff must be aware that near miss data is one of the most useful
tools in guiding system redesign. It would appear that most practitioners at the
surveyed institution do not perceive the current system to be overly punitive. This is a
positive finding and provides a base on which to improve reporting. Pharmacists, in -
particular, have issues surrounding the current reporting system that need to be
addressed. Specifically, pharmacisté should be educated on the institution’s non-
punitive approach to niédication variance reporting. Pharmacists would, of course,
need to see that the system functions as portrayed. The institution’s incident report
form should be replaced with an anonymous reporting form (see Appendix B).

Research has shown a positive effect on reporting with such a transition.”” In
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addition, such a transition would further emphasize a non-punitive environment and
will assist in capturing near miss information. The reengineered reporting system
should allow for electronic documentation of medication system variances. In order to
encourage reporting equally among disciplines, all managers should receive training

on how to handle medication system variance reporting. The institution’s practitioners
desire information on what types of system variances are occurring and what is being
done to improve the system. A re-engineered reporting system must include adequate
feedback to the on-line employee. Practitioners receiving such feedback will be more

likely to report future observed system variances.

The findings of this report, while generated at one 500 bed urban tertiary-care
hospital, have implications on a much broader base. Individual institutions need to
assess where they are in the transition from an error reduction strategy that focuses
primarily on the individual to one that looks at the entire system. This determination
will appropriately focus educational activities. Some institutions will find that their
practitioners believe the current reporting system to be overly punitive. In these cases
added effort will be required to reverse this system defect. Each institution should
identify its current baseline reporting activity. This measurement will serve as a basis
for measuring the success of their reengineered reporting system. Every institution
should provide feedback to on-line user on findings and system improvements.
Institﬁtions should also voluntarily report medication variances to one of the several

national databases. In this manner other institutions may benefit from outside reports
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of actual errors or near misses. The current survey examined medication related error
reporting only. It is likely that under-reporting of other, non-medication related, near
miss events exists. A non-punitive environment utilizing anonymous reporting of all
medical delivery system variances will ultimately lead to the cache of information

necessary for real improvements in patient safety.



Appendix A

Hospital X
Medication Occurrence Reporting Survey

Responses to this questionnaire are TOTALLY CONFIDENTIAL! NO NAMES PLEASE!
Your honest responses will help improve our medication use systems and help
prevent medication errors

The Adverse Drug Event Committee is in the process of evaluating the medication error

reporting system. The mission of this committee is to improve patient care through the
implementation of safe and effective medication use systems. Improvements can only occur if we
have adequate information on system problems and where they occur. Please help us improve
patient care by taking a few moments to complete this survey.

Thank-you.

Please drop off or send/fax completed surveys to PHARMACY OFFICE. FAX #
Discipline Nursing Attending House Staff PA Pharmacy

1) Rank the following in order of impoftance for why medication errors should be reported.

(1=LEAST important 5 = MOST important)

information useful in improving patient safety
get rid of “poor performers”

quality assurance reports

information useful for staff education

other:

2) Rank the following with respect to your perception of the current HSR reporting system (i.e.

works well, meets needs of patient / institution.

too complicated (takes too long)

too punitive (too much individual blame)

not punitive enough (not enough individual blame)
serves no purpose

Not Applicable. I'm unaware of the HSR reporting system

|

3) Rank the following with respect to the most common reason(s) you would NOT document a
medication error? (1= LEAST common 5 =MOST common)

takes too much time to complete form

peer pressure (i.c. don’t want to report a co-worker)
only minor error i.e. “not worth reporting”

the person involved in error would be reprimanded
other

T

Not Applicable: I ALWAYS report EVERY error

|
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5)

6)

7

%)

9

10)
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Knowing who made the error (e.g. physician, co-worker, another department’s staff) affects
your decision to report?

True

False__

Would you be more likely to report an error if it did not involve filling out an “incident
report™?

Yes

No __

Which of the following would be the best name for a form designed to gather information on
medication use system failures?

a) Incident Report

b) Medication Error Report

c) Medication Occurrence Report

d) Medication Variance Report

) other:

How many medication errors have you reported in the past 3 months?
a) 0

b) 1-3
<) 4-6
d) 7-9
e) 10 or more

How many medication errors have you observed but not reported in the past 3 months?
(please include instances with no apparent patient harm such as missed doses, wrong
medication sent, etc.)

a) 0

b) 1-3

c) 4-6

d) 79

e) 10 or more

When someone completes an Incident Report in which you were involved, you feel:
(circle best description)

a) that you’re being picked on

b) that it’s good the event is being documented so the system can be fixed

) the person filling out the report just likes to make people look bad

d) guilty because you should never make an error

€) other:

In vour estimation, what is the percentage of total medication system variances (e.g. actual
errors, near misses, etc.) captured through our current reporting system?

a) <10%

b) 10-25%

©) 25-50%

d) 50-75%

e) 75-100%
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11) The best things that could be done to improve the current reporting system would be to:
1y}
2)
3)

MANY THANKS FOR YOUR PARTICIPATION!

THE ADVERSE DRUG EVENT TEAM
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Appendix B MEDICATION SYSTEM VARIANCE TRACKING TOOL
Section 1: Patient Demographics Section 2: Occurrence Location and Time
Age: yrs « Patient Care Area: QOutpatient
Sex: OM QF
Service , Day of the Week: USu OMo QTu OWe OTh OFr OSa
Shift Variance Occurred: 01 2™ Q3¢

Section 3: Medication Involved

Medication Ordered: Medication Given: ( 0] Nething Given)
Name Dose / Route / Interval Name Dose / Route / Interval

Section 4: Occurrence Type  (Which of the following best describes occurrence?)

Incorrect )
OPatient OMedication ODose QORoute QOTime [OSchedule QOIVrate OIV Solution O Other:

UMed given to patient with documented allergy UExtra dose(s) given [Dose(s) Omitted

Section 5: System(s) Involved

To the best of your knowledge, the most likely reason for this occurrence was a variance which system:
Prescribing U incomplete order Wpoor handwriting Qexcessive dosage ordered
Q Other:

Transcription Qorder not taken off O order put on wrong MAR Uwrong schedule entered
O MAR recopy error  Other:

Dispensing O wrong med. sent by pharmacy U medication mislabeled T med. sent late ‘
O wrong med taken from Omnicell O Other:

Administration O Pt ID bracelet not verified [ doses given not documented L1 misread of label
O Other:

Monitoring QO blood levels not obtained O proper labs not ordered 0 incorrect timing of blood levels
O Other:

Section 6: Occurrence Classification

Q(A) Circumstances or events that have the capacity to cause a medication related variance
Q(B) A variance occurred but did not reach the patient

A variance occurred that reached the patient, and:

Q(C) did not cause patient harm

QD) resulted in the need for increased patient monitoring but no detectable patient harm
Q(E) resulted in the need for the treatment / intervention and caused temporary patient harm
QO(F) resulted in initial or prolonged hospitalization and caused temporary patient harm
Q(G) resulted in permanent patient harm

Q@) resulted in a near death event

J@) resulted in patient death

Section 7: Contributing factors

Are you aware of any other factors that contributed to the occurrence? (please explain)

Do you have any suggestions on how a similar occurrence could be prevented in the future? (please explain)
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