
Medication related incident 
The number of incidents reported 
after the introduction of these 
education initiatives reduced 
significantly (Figure 5). The 
first RMO orientation using 
real medication incidents and 
pharmacist interventions examples 
was in July 2015 while the first 
“Lightning Presentation” on 
overview of institution and specialty-
specific MRP in September 2015. 

Staff awareness on 
medication incidents
Increased staff awareness on 
medication incidents enables the 
reflective learning of errors or near 
misses occurred. Staff awareness 
on site-specific medication incidents 
reported increased from 45% in 
August 2014 to 73% in March 2016 
(Figure 6).

1  What are we trying to 
 accomplish?
Background:
Medication related problems (MRPs) which include 
adverse events, medicine interactions and non-
adherence to protocols and procedures are a 
major burden on health care systems.

Aim: 
To address and reduce medication incidents with 
targeted, designation-specific and site-specific 
education using retrospective clinical incidents 
and pharmacists’ intervention data involving a 
collaborative team.

Objectives
• To obtain an in-depth understanding of the 

pharmacists’ clinical interventions

• To investigate all reported clinical incidents by 
analysing the trends of medication incidents

• To use multifaceted strategies and reflective 
targeted education with the goal of preventing 
future incidents
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Table 1. Type of pharmacist interventions and according to specialties 2005-2014.

Intervention Gynaecology Neonatology Obstetrics Total

Incorrect Dose/frequency/
time 1051 (25.99%) 736 (47.67%) 1833 (21.57%) 3260 (25.7%)

Prescribing clarification 1011 (25.00%) 261 (16.90%) 1794 (21.11%) 3066 (21.77%)

Medicines Omissions 525 (12.98%) 119 (7.71%) 1499 (17.64%) 2143 (15.21%)

Hospital policy/ protocol 170 (4.20%) 165 (10.69%) 787 (9.26%) 1122 (7.97%)

Allergy Documentation 149 (3.68%) 0 655 (7.71%) 804 (5.71%)

Therapeutic reason 229 (5.66%) 64 (4.15%) 497 (5.85%) 790 (5.61%)

Administration facilitation 153 (3.78%) 30 (1.94%) 84 (3.34%) 467 (3.32%)

Medicine interaction 131 (3.24%) 2 (0.13%) 258 (3.04%) 391 (2.78%)

Counselling/Consumer 
information leaflet 157 (3.88%) 35 (2.27%) 179 (2.11%) 371 (2.63%)

Documented adverse effect 101 (2.5%) 0 162 (1.91% 236 (1.87%)

Therapeutic Monitoring 43 (1.06%) 76 (4.92%) 59 (0.69%) 178 (1.26%)

Adverse effect from drug 87 (2.15%) 7 (0.45%) 56 (0.66%) 150 (1.06%)

Contraindicated Medicine 34 (0.84%) 7 (0.45%) 83 (0.98%) 124 (0.88%)

Pathology results 4 (0.1%) 1(0.06%) 65 (0.76%) 70 (0.50%)

Microbiology Approval 
required 28 (0.69%) 0 15 (0.18%) 43 (0.31%)

Other 171 (4.23%) 41 (2.66%) 271 (3.19%) 483 (3.43%)

Total 4,044 (28.71%) 1,544 (10.96%) 8,497 (60.33%) 14,085
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Figure 1. Common medication involved in high or extreme risk 
medication-related problem

4  What did we achieve?

Staff satisfaction
Staff showed high satisfaction with the targeted-
education sessions (Figure 4).

I am satisfied with the 
overall site-specific 
reflective learning 
presentation

This presentation has 
made me more aware  
of the MRP

2  Assessment of problem

Pharmacist interventions analysis
A 10-year retrospective study involving data 
analysis of all interventions documented 
by pharmacists was performed. All clinical 
interventions documented were evaluated to 
primarily identify common medications involved 
within each specialty area (neonatology, 
obstetrics and gynaecology), and to assess the 
risks of the MRP likely to have been prevented.

There was a total of 14,085 interventions 
documented over the ten-year period, 8497 
obstetric patients (60.33%), 4044 gynaecology 
patients (28.71%), and 1544 neonatal patients 
(10.96%). The types of interventions to address 
MRPs are shown in Table 1.

Risk assessment was performed by a panel 
of four pharmacists and three doctors. The 
common medications involved in high and 
extreme risk MRPs rated are shown in Figure 1.

Medication incident analysis
The reporting of clinical incidents is managed 
and monitored by the hospital risk management 
coordinator via the state-wide Clinical Incident 
Management System (CIMS). Trends of all 
incidents are analysed and strategies to prevent 
future incidents are discussed and put in place. 

All medication incidents are subsequently 
presented at the various hospital committee 
meetings to disseminate the investigation and 
outcome of the error and the strategies to prevent 
future occurrences.

5  What have we learned?
A continued innovative strategy by multidisciplinary 
team members is required to augment and 
reinforce the safe use of medicines.  

The flow on effect of targeted, specific, integrative 
education is a focus on continuous improvement 
and methods to effectively improve patient safety 
by reducing the harm caused by medication errors. 

 

 
 

What was the RISK? 
The KEMH Anaesthetists identified a potentially serious issue with 
the current presentation of glycopyrolate and oxytocin ampoules. 
They were almost identical…  
 

Glycopyrolate used fairly regularly in obstetric patient’s pre-delivery 
to avoid the bradycardia and decreased cardiac output associated 
with vasopressor use.  
Oxytocin is used at Caesarean Section to manage uterine tone 
post-partum. 

  

 

 
 
 

WHAT DID KEMH DO TO MINIMISE THE 
CLINICAL RISK? 

 
 Notification to State and Federal government and Industry 

bodies including Department of Health, Therapeutic Good 
Association (TGA), Chief Pharmacist, and Patient Safety 
Surveillance Unit.  

 Pharmacy ordered an alternative brand of oxytocin for theatre 
use only - different in appearance. Pharmacy will continue to 
supply this brand to theatre until an alternative solution can be 
reached.  

 Liaison with the manufacturer to change the existing 
packaging. New ampoules now have 2 red bands on the tip of 
the ampoules (as shown below): 

 
 
 
 

 

Sharing the Lessons Learned 
The following is a summary of the “Lessons Learned” from a risk identified by KEMH Anaesthetists  

- Potential medication error between two medications commonly used in the obstetric theatre. 
 

 

Note all 4 ampoules removed from 
their original packaging (as they 
may be needed for emergency 
use). Both medications are used 
on the anaesthetic trolley so they 
are immediately available.  
Which one is the ampoule of 
oxytocin? 
 All 4 ampoules displayed 
separately - shows their ‘look 
alike’ presentation…                
How easy would it be for an 
error to occur? 

DID WE ACCEPT THE RISK?      NO  
If there was an ampoule swap this would have serious adverse 
effects on the baby, as well as the alternative scenario where it 
is given in mistake (in place of Oxytocin) post-partum to manage 
uterine tone.  

 

 

Sharing Lessons Learned – developed by WNHS Safety 
Quality and Performance – Risk Management 
Coordinator: Caroline Kerr Ext: 1098 
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3  How did we do it?
System change
The multidisciplinary team approach 
and root-cause analysis methodology 
resulted in positive system changes. 
This approach is recommended to 
other services in managing medication 
error risk to ensure optimal patient 
safety and health outcome (Figure 2).

RMO orientation
At the resident medical officers’ 
orientation, medication-related 
problems including prescribing 
errors that are common, relevant 
or have had a significant potential 
for harm, are presented using 
real-life examples to junior 
doctors, followed by an open 
discussion of the incidents.

Lightning presentations
Lightning presentations utilise combined 
information from pharmacist interventions 
and clinical incidents to provide targeted, 
site-specific education in a novel format.

They contained concise, easy to understand, practical 
information. The lightning presentations were delivered 
by email to all clinical staff in the hospital. They focused 
on: (1) Clinical incidents data followed by pharmacist 
intervention data (2) The consequence of the MRP (3) 
practical advice to prevent the MRPs in future practice.

Posters 
Displays include 
posters highlighting 
the number 
of incidents in 
specific ward areas 
compared to the 
incident occurrence 
organisation-
wide, and posters 
highlighting specific 
medication-related 
problem (Figure 3).

Figure 3: Department of Health Western 
Australia poster adapting our hospital poster
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FlucloxaCILLIN

AmoxyCILLIN

Always check for penicillin allergy if patient 
is prescribed these medications
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