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Plan:
Introduce white boards at the entrance of each bay, IC;CC'? ::; gft:-é?éﬁL:i»'crnaffq:°'
wher.e dqctors can wrrtgwheq statmedicationsare <taff of the project and Zettzam on
required inaddition toinforming the nurseswhen they board
are prescribed
Do:
Nursgs cancan thenwipe these off oncethe medications spealowith fases and docors. Ask
are given. for their opinions and input. Get

. ' consutants and key nursing staff to
Serves 3s3 vgual rems.nder tq bothdoctorsand nurses 2zree with my project. =
that medication are still pending.
Study:

Found a few nursing staff willing to
try my intervention. Gained
support from junior and senior
doctors after expiaining my
intentions in detail.

Act:

Recognised that not 3!l staffare
keento try new system therefore
provided gent'e reminders that tis
only a2 week trial. Explored their
reseryations and prov.ded
reassUrances.

Initial problem

- -

( Delays in drug administration
lengthens patient recovery times,
prolongs admission and can lead to

avoidable patient harm and

suffering.

Improvement aim

* To reduce the time delays in stat mediation
administration, by providing a system that improves
communication and acts as an aide memoire, to

prevent the human errors that lead to delaysin
treatments being given on ward 19.

The change in time delay for stat medication administration on
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Evidence base

Problem:

* There are often longtime delays between stat medications being
prescribed and administered

Observation:

» | often find that patients have not received their stat medications, or have
had them significantly delayed duringward rounds

Extent:

» Dccursonadaily basizonward 19 atthe LRI

Evidence:
* MPSA Rapid Response alert - 1183 A | Reducing harm from omitted and
delayed medicines in hospital supporting information | RRR | 20100223 |
vl
» Baseline measure:
* |dentify all the stat medications given to patientzon ward 1% over a 2 week
period.
* ldentify the time prescribed and the time given to calculate the timedelay in
administration
* Plotthe delays on a run chart to see the pattem.
* |Implement a change and collect 2 more weeks of data to see how this change
affects the delays in medicationadministration.
* Potential long term outcome measure:
* Effect on length of inpatient admission
Qutcome:
My Intervention increzs ed time delays in stat medication ad ministration, which actuclly worsened while | was
sy From the ward.
Conclusion:
= The intereention was unsuccessful and ocould easily be bypassed by staff if they chose not to enzaze with it
Things kely worsened while | wasn't on the ward dus to the fact that when | was pressnt, | would actively
encourage staff to wse the charts/Sdminister stat medications.
Reflecton:
= Staff did not find the intereention wseful and it actually worsened communication, a5 doctors did ot inform
nursing staff we rbally and instead wrote stat medications on the wall chart only. Nwrses in twen did not look at

the wall chart, leading to an increzss in the delay of stat medication administration. The sxtent of the
wiorssning =ffect was dampensd by my persistent reminding of staff to wse the wall charts. This was
highlighted by the worsening effect on the time deloys for stat medication ad ministration,. whilst | wes away
from the ward for & few days toward the =nd of the project. Incidentally staff found the wall charts mone
useful for recording other information ie=. patients reguiring bladder scans, OT/PT etc, a5 a reminder for
themeshes,

Recommendations:
= Stop using wall charts for stat medication commusnication

Try a different intervention ie. an elactronic system similar to the “nerce centre™ corrently being vsed to

assizn jobs to oncll staff &t the hospital. This would allow stat medications and other communications to be

sent directly to iphones that the nwrsing staff could camry. ldeally the messazes reganding stat medica tions
d get sent automatically. when prescribed on the slectronic prescoribing software. The iphone could then

continwe to remind norsing staff at time intervals i the medication is ot gieen within 2 acceptable time

pericd. This may address communication and memory Epse human errors contributing to delays in

meedica tion administration. A& potential barrier to this intervention would be the ocost of setting up such a

system.
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