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Introduction

The idea for this toolkit originated from our work to improve pharmacists’ feedback to doctors
on their prescribing errors. We created this toolkit to briefly describe our interventions and
assist anyone who is interested in using feedback to improve prescribing.

The diagram below summarises the approach we took with the aim of improving feedback,
represented in the centre.

Underpinning

evidence

Identifying

 Feedback gy prescribers

Involving
and

engaging
staff

Each section of this toolkit is represented within the diagram, and colour coded to help
navigation. This toolkit can be read from start to finish, but each section can also be read in

isolation.
We'd be delighted to hear your comments, experiences and any suggestions for
improvements.

Bryony Dean Franklin, Ann Jacklin, Seetal Jheeta, Matthew Reynolds and Jon Benn
Prescribing.feedback@imperial.nhs.uk.
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Background and purpose of this i R e B )
toolkit

Are any of these Prescribers make prescribing errors.
problems Prescribers want feedback on their errors but do not get it.
familiar?

Pharmacists cannot identify who wrote erroneous prescriptions.

What we did and why

This toolkit was designed to share learning from the design and early implementation of a
package of interventions to improve pharmacists’ feedback on prescribing errors.

Our team of researchers and practitioners received funding from the Health Foundation to
develop, implement and evaluate a package of interventions to improve feedback by
pharmacists to Foundation Year 1 (FY1) doctors on their prescribing errors. We had
previously identified that prescribers were not getting sufficient individual feedback on their
prescribing errors®.

We conducted this quality improvement work over 18 months from October 2012. We
identified specific local problems and developed local solutions at Imperial College
Healthcare NHS Trust. We also worked with North West London Hospitals NHS Trust to
improve the generalisability of our work, and to increase its applicability outside our setting.

Our aim was:

To improve prescribing by the provision of better feedback on prescribing

errors.
This toolkit is for anyone who shares that aim.

Although both professional groups
supported improvements in feedback®
particular problems we identified were:

1) our FY1 prescribers often did not
state their name when prescribing
and could therefore not be identified;

2) pharmacists sometimes lacked
opportunity, confidence and support 2 ———
to contact prescribers who had Figure 1: | don’t recognise this signature — who
prescribed erroneously. needs to know that they have made an error?

To enable pharmacists to identify prescribers, we gave each prescriber an individual
name-stamp to use when prescribing and used a multi-faceted approach to encourage them



to write or stamp their name when prescribing. We audited whether or not they did this and
fed back their performance fortnightly.

To enhance pharmacists’ feedback skills we designed and conducted education sessions
with pharmacists to overcome barriers to feedback to FY1s. We also developed “Good
prescribing tip” emails which were sent to FY1s fortnightly, and addressed one prescribing
error in depth.

The logic model in figure 2 summarises how we conceptualised our approach.

Increased quality
and quantity of Reduction in
feedback on prescribing errors
errors

Improved

identification of
prescribers

Figure 2: Logic model

“Change Theory”

Provision of feedback on prescribing errors will facilitate prescriber education,
reflection and changes to practice, and thus increase safety of prescribing.

This toolkit is therefore:

e Our attempt to generalise and share our learning so that it may be applied in other
settings to achieve a similar goal.

e A description of a practical low-cost method to improve prescribing and patient safety
by addressing three common problems:

4 1) Prescribers are often unaware of the prescribing errors they make; )
2) Pharmacists are ideally qualified to give feedback on prescribing errors,
but often don’t;
3) Prescribers don'’t always state their name when prescribing and therefore
\_ cannot be identified in order to receive feedback. )

The principles of giving feedback to prescribers are relevant regardless of whether paper-
based or electronic prescribing systems are in use, although the challenge of identifying
individual prescribers is likely to be less of a problem with electronic systems.



Rationale for this work

Underpinning
evidence

Prescribing errors occur in up to 15% of UK inpatient medication orders;

it is estimated that about 1% of patients are harmed?>.

If a prescriber makes a mistake which a pharmacist

detects, the pharmacist usually resolves the error to /It’s OK to screw up once but \

ensure the safety of the patient, usually after there ought to be a process that
consultation with an available doctor. However, the says you've screwed up once
prescriber contacted is often not the original prescriber: and we’re going to correct it so
the original prescriber is therefore not made aware that it doesn’t happen

of their error and therefore unaware of the need to adapt again. What'’s unforgivable is if
their practice. Particularly when paper drug charts are you've got the ability to go on

used, individual prescribers may not be identifiable by screwing up time and time againj
their signatures. It is therefore difficult for pharmacists to \/

identify and contact the initial prescriber.

Even when the prescriber is identifiable, pharmacists may also lack

Public focus group
participant

the opportunity to tackle the prescriber’s knowledge gap: the cause of

the error is therefore not addressed.

As part of our background work scoping the problems and potential solutions, we asked FY1
doctors and pharmacists if they agreed with a number of statements (appendix 1):

Questions to foundation year 1 doctors (n=65 responses)

% of respondents who
agreed or strongly agreed

Receiving feedback is a valuable use of my time

| want to be told of all prescribing errors | made however
minor

98%

89%

Questions to pharmacists (n=57 responses)

% of respondents who
agreed or strongly agreed

Giving feedback is a valuable use of my time

| believe foundation year 1 doctors are aware of all major
prescribing errors they make

95%

29%

The pharmacists’ responses suggest that the doctors are not told about all the errors that

they make.



/This toolkit includes guidance and ideas aimed at improving feedback by: \

1) targeting feedback at the initial prescriber to make them aware of their
mistakes;

2) supporting pharmacists in providing constructive feedback to help inform
prescribers and prevent error reoccurrence;

3) increasing the proportion of prescriptions for which the prescriber states
their name.

o /

e

Prescriber
prescribes

\incorrectly
3 _

] Pharmacist

detects the

\error
Pharmacist

\
resolves error
with any

EVCIEL]L]
doctor

Figure 3: we need to break this cycle

presciber is

Your feedback interventions

unaware of
Qe error

e
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Prescriber J Pharmacist
prescribes | detects the
correctly [ \error
These schematics represent a
simplified version of the system for
correcting prescribing errors. We
are attempting to move from figure Y u
3to ﬁgure 4. Prescriber PR

resolves error

[SENES

ractice | with orignial
V / Vescriber

Figure 4: using feedback to change the
outcome



Underpinning
evidence

Before you start —

Setting up your work

Identify which local problems you are trying to resolve
Design the intervention to encourage prescriber identification
Decide how to give feedback

Get buy-in from staff members involved

Pilot locally

Identify your problems — do you share any of the problems we had?

e Doctors wanted more feedback and e Even when prescribers were
pharmacists were happy to provide it, identifiable, a lack of bleep or phone
but practices did not support this number meant they could not be

contacted - compounded by varied

e Pharmacists needed support and :
working patterns

guidance to provide effective
feedback e Pharmacists often did not address

e Pharmacists were often unable to gaps in the prescriber's knowledge

identify prescribers on drug charts

A clearly defined problem and specific objectives will guide your work; it would be pointless to
encourage prescribers to state their name if this isn’t a problem locally. Other objectives such
as improving knowledge of where prescribing resources are found could also be worthwhile.

Design the intervention
Consider the specific problems identified in your organisation.
Decide how to give feedback

What feedback currently takes place, if any? How can you enhance the positive aspects and
ensure that any ineffective practices are changed?
Get buy-in

We recommend recruiting representatives from all professions involved. The pharmacists or
other staff providing feedback, and prescribers receiving it, will provide valuable insights into
what works practically.

Pilot

Whichever changes you decide on, we strongly recommend piloting locally. A pilot will enable
you to refine your work to improve your chance of success. Involving staff members also
reduces the risk of introducing something that staff members are unhappy with.



Involving stakeholders

Involving
and

engaging

Who needs to be involved?

As with any change, the relevant people should be involved at the outset. These are likely to
include:

e Senior doctor(s) responsible for medical education
e FY1 representative / champion(s)

e Pharmacist representative / champion(s)

e The clinical pharmacy / pharmacy education team

e If collecting data (see Monitoring your progress), it would be helpful to include someone
with good computing skills who can enter and analyse these data

Others may also be able to offer valuable support or advice:
e The chief pharmacist and senior pharmacy management team
e The medical director
e A nursing representative
e Representative of any local quality improvement or research groups
These are not exhaustive lists, but suggestions of those who are likely to be able to help.

Contacting groups of prescribers can be challenging — your postgraduate administrator for
teaching or human resources department may be able to help you contact prescribers or
groups of prescribers (and make your life easier).



|
Identifying prescribers —

The aim of this section is to consider how to encourage prescribers to state L
their name when prescribing. Effective feedback can only be provided if the
initial prescriber can be identified.

engaging
staff

Change prescribing

like this... l

...to this

First, consider what is covered by local standards and policies. How can you build on these
(or change them if necessary)? Does your policy support your message? If not, does the
policy require updating?

There are several issues to consider. For instance, do prescribers need to state their name
on each individual medication order of any type (e.g. regular, variable, fluids)? Knowing what
is acceptable, and what is common practice, will help you ask for reasonable changes in
practices. You will also have to consider questions such as whether a legible signature is
sufficient, or whether one clearly printed prescriber's name per chart is acceptable, rather
than for each mediation order.

Your drug chart or electronic system may support or hinder your intervention. Does the chart
prompt the prescriber to state their name and contact number and is there sufficient space to
make this realistic? If your electronic prescribing systems do not allow the prescriber to be
easily identified both on-screen and on printed outputs, is there any way you can improve
this?

e Check your prescribing policy

e Define an “identifiable” prescriber

e What is feasible locally?

10



|
Name-stamps for prescribers m —
|

One element of our intervention was to provide name-stamps for our
FY1 doctors to make it easier to identify individual prescribers.

Assuming paper drug charts are used, there are two options for prescriber identification:

1) Prescribers clearly handwrite their name;
2) Prescribers stamp their name using a preformatted name-stamp.

In our work with prescribers we found that many wanted name-stamps. We therefore issued
all FY1 doctors with personalised name-stamps.

Designing and using name-stamps
We found the design of the stamp to be important. Consult your prescribers to see what is
likely to work locally.
e Find a name-stamp supplier.

e Measure the drug chart signature box sizes — what size stamp fits? Some charts have
very small spaces to sign, as illustrated in figure 5.

Figure 5: Even a

IZJ:ZJLS . MQO__MAKQME(JU___;Zimm g'..s:"g E"‘ZE small name-stamp

spans two lines!

e Consider how prescribers will carry them. Do you need a
lanyard to attach the stamp to bags or clothes?

e Decide on the name-stamp specifics and design. See
appendix 2 for some suggestions. Our stamp is shown in
figure 6.

e Establish how to distribute the stamps and brief the
recipients. Inductions and other mandatory sessions are
good options. Figure 6: Our example

You will also need to consider: stamp

e Which prescribers to include: FY1s only? All medical prescribers? Supplementary or
independent prescribers?

e How to obtain and distribute ink refills and replacement stamps.

Providing prescribers with name-stamps is unlikely to be sufficient to change their prescribing
habits. We recommend ongoing engagement and encouragement and suggest some
approaches in dissemination of key messages below.

11
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Principles of effective feedback
Prescribers who state their name are easier to identify, and subsequently
provide feedback to. staf

Our intervention is based on the assumption that effective feedback of prescribing errors is
central to reducing the number of prescribing errors made.

Designing your feedback

We describe two different but complementary methods of feeding back details of prescribing
errors to the relevant prescribers:

1) Pharmacists providing individualised feedback on prescribers’ own errors;
2) Supporting wider learning via email summaries of common or serious errors.

e Tailor your feedback — local problems, local solutions

e Direct prescribers to appropriate prescribing resources

What does good feedback comprise?

Our work suggests that most prescribers want to know what was wrong and how they can
avoid repeating the mistake. Below are other key principles which will help provide effective
feedback which is valued by prescribers.

Feedback should:

® Be as soon as possible after the event

e Ensure the prescriber is aware of the cause of the error and that an error has been
made

e |dentify the solution
e Highlight any relevant prescribing resources (e.g. clinical guidelines)

e Be non-judgemental and blame-free

12



Feedback to individuals

Personal feedback by pharmacists

Many pharmacists already provide feedback about prescribing errors: this section gives tips
on how to maximise its effectiveness.

Pharmacists are ideally placed to inform prescribers about any
errors. Pharmacists regularly detect prescribing errors during
their clinical practice; however, it is often the case that the
nearest doctor corrects the chart, rather than the one who
initially prescribed. Prescribers want to know about the errors
they make, so why not tell them?

I've always found the
feedback really helpful and
the pharmacists really
approachable.

Foundation year 1
Information for pharmacists doctor

Ideally, ward-based pharmacists should agree a plan in advance with prescribers they
regularly work with. Pharmacists should let prescribers know that they will attempt to contact
them regarding their own prescribing errors and agree how this should be done.

In order to provide effective feedback when a prescribing error is identified, pharmacists
should:

1) Identify the prescriber

2) Contact the prescriber

3) Describe the problem and tell the prescriber an error has been made

4) Direct the prescriber to appropriate prescribing resources, such as local guidelines
5) Ensure the error is resolved

Our experience is that prescribers generally prefer feedback to be face-to-face wherever
possible. Our FY1s reported that they are often asked to amend charts, without being made
aware that an error had been made: pharmacists should be encouraged to clearly state that
there is an error on the chart concerned. If possible, the actual medication order should be
corrected by the original prescriber, or at least be available to support the conversation.

Key points for pharmacists

e Prescribers value feedback

e Aim to provide feedback as soon as possible after the event

e Provide feedback personally whenever possible

Training for pharmacists may be important. Any training session should cover the five points
above. Some pharmacists, especially juniors, may lack the confidence necessary to tell
prescribers that they have made an error. Running training sessions which remind
pharmacists that prescribers want to know about their errors should help. We also suggest

13



illustrating some phrases to help pharmacists provide confident professional feedback, and
have included some below. Additionally, if a prescriber is willing to come to a teaching
session and talk about how valuable feedback is, why not invite them?

Here are some suggested phrases we developed together with our FY1 doctors:

| want to highlight to you
that there was an error
made on this prescription.
The correct way to
prescribe it is...

— y

This drug was prescribed incorrectly;
the correct way to prescribe itis ....,
everything else you have prescribed
is spot on.

| just wanted to give you some feedback on This dose is incorrect for this
thIS. prescription th.at.you wrote for this patient: it should be ..... here’s
patient. The dose is incorrect. I'll show you where you find the guideline.

how to obtain the correct dosing information
S0 you know where to look next time.

\_ %_)

Here are some phrases to avoid:

You have made an
error on this
prescription

| thought you'd
know better than
to prescribe this

Why have you
made the same

mistake again?

dose

Your organisation will have an incident reporting system. The organisation still needs to learn
from incidents and near-misses, even if the error is fed back to the prescriber. Feedback
should therefore be encouraged alongside the usual incident reporting, rather than to replace
it.

Information for prescribers

Feedback is a two-way process: prescribers need to be briefed to expect feedback, and
informed of why they are getting it. Prescribers should be briefed to:

e Agree a plan with their pharmacist for how they would like to receive feedback
e Recognise that this is non-punitive and a learning opportunity

e Adapt their practice in line with the prescribing resources
14



A note about professional relationships

During our work with pharmacists, we found that they highly valued their professional
relationship with prescribers, and did not want to compromise it. Pharmacists were
sometimes concerned that feeding back errors might risk that relationship. However, we
found that prescribers really wanted feedback and did not see it as a negative encounter,
providing it was given fairly, objectively and constructively. It may therefore be important to
stress this to encourage pharmacists to feed back. Our prescribers stated that they were very
comfortable being told that they had made an “error” whereas our pharmacists were
uncomfortable with this word and found it easier to say “mistake” or “incorrect”. Whichever,
term is used, it is important to be clear that an error has occurred, but also to depersonalise
the error (for example by saying “there is an error on this chart”, rather than “you have made
an error”). The phrases above were designed to enable errors to be identified in a non-
confrontational manner. It is also worth noting that health care professionals should provide
the best care possible, and this obligation should override any reluctance to engage in
feedback.

15
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Feedback to groups .

Wﬂgnﬂ

Learning from others’ errors B

Here we discuss providing group feedback via email. This provides an opportunity to share
learning. The aim is to prevent errors caused by gaps in prescribers’ knowledge before they
occur.

Creating a feedback email

Must be visually appealing
Simple and quick to read
Must be readable on desktops, smartphones and tablets

Provide hyperlinks to relevant online prescribing resources

Thank you, this is very
helpful. Especially
pictures. This has
confused me before"

= | Foundation year 1 doctor

Health care professionals are unlikely to want to read lengthy
S 0% shine emails, so here are some tips for creating something short
enough to be used, but rigorous enough to be worthwhile.

Figure 7: example

prescribing tip Use photos or screenshots, especially of real errors, but

remember to make them anonymous (both in terms of the
patient and the prescriber). Photos of easily confused drugs or formulations are also useful.

Make sure you state the potential impact of the error — there is a patient at the end of it!
A summary of the problem and the solution is helpful. Provide links to relevant guidance.

We recommend that a feedback email should be sent at scheduled intervals: prescribers will
expect it. We found fortnightly was a good compromise between overloading recipients and
being forgotten about. See figure 7 and appendix 3 for examples.

16



We sent our prescribing tips to all FY1 doctors, all pharmacists, and all medical education
leads, plus anyone else who wished to be included on the mailing list, but you may wish to
distribute further.

You need a list of email addresses which are regularly checked — your human resources or
education department may be able to help.

Finally, we rewrote our example prescriptions to maintain prescribers’ anonymity and focus
on the central messages.

Topics for group feedback

Deciding on topics for prescribing tip emails is a good way to engage staff in the work:

Ask all parties (e.g. nurses, pharmacist, and doctors, or medication incident review groups)
for suggestions.

Use incident reports to identify areas for improvement

Link your feedback in with other local or national announcements e.g. to reflect national
patient safety alerts or local formulary issues.

Wider distribution of learning

To supplement the emails, you may also want to consider adding the prescribing tips to your
trust’s intranet. This would provide a permanent location for previous tips. Prescribers and
pharmacists alike can access the intranet without first accessing their emails.

Tip: you could provide a hyperlink to the intranet page on all your communications, and state
where they can be found e.g. figure 8.

All previous prescribing tips are found in the Pharmacy section of the intranet

Figure 8: Hyperlinks are useful to automatically show information stored elsewhere

Other potential outlets for your message:
Training sessions

Regular team meetings

Screen-savers

Social media

17
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Key messages for prescribers,

and

pharmacists, and educators

In this section, we provide hints and tips on how to disseminate your messages and increase
awareness of your work.

Key messages

e Be clear what you are asking of pharmacists and prescribers

e Changing practice is difficult: provide consistent messages and make it easy for
people to do the right thing

In Personal feedback by pharmacists you decided on what you wanted to tell your
pharmacists and prescribers in order to encourage them to give and receive feedback.

Provide consistent messages wherever possible:

e To pharmacists: feed back to the original prescriber

e To prescribers: expect and use feedback; clearly write or stamp your name
Our initial work involved FY1s only, but these messages are generalisable to anyone.

Dissemination of key messages

You are unlikely to be able to get all pharmacists or prescribers together as a group. You will
need to take that into account when disseminating your key messages. We suggest using as
many different ways as possible. Here are a few suggestions:

e Teaching sessions are an excellent forum to reinforce your messages.
e Using your intranet is a good way to publicise to a wide audience.

e Design posters to put up around your departments, appendix 4.

e Do you have a departmental or organisational newsletter?

e Use pharmacy meetings: add feedback as a running agenda item in relevant
meetings: encourage pharmacists to share their interventions and how they fed back.

¢ Include in new pharmacists’ inductions

e Feedback emails can also be used to remind prescribers to state their name, and
pharmacists to feed back. State clearly what you are asking recipients to do.

e Visibly copy consultants and other senior staff into key communications - senior
pharmacists and doctors should be asked to support these messages.

18



Monitoring your progress

|
_ B
|

How are you doing?

The two measures of success we discuss here are:

1) Are pharmacists feeding back to the initial prescriber?
2) Are doctors writing or stamping their name when prescribing?

Answers to these questions are technically not needed: you can introduce your interventions
and leave it there. However, a modest amount of monitoring may help you reinforce and
improve your initial work, ensuring that the effort you put into changing practice in the first
place is translated into a sustainable improvement.

Feedback to prescribers is central to improving prescribing. You will probably want to
know if, and how, pharmacists are doing this in practice. We suggest below two simple
ways - using accompanied ward visits or self-reporting - for you to determine whether
and how pharmacists are feeding back regarding any prescribing errors identified.

The information gained from monitoring whether prescribers write or stamp their name
when prescribing can be used for two purposes. Firstly, like the assessment of
pharmacists’ feedback provision, it can be used to identify weaknesses in the system.
Prescribers or teams of prescribers who do not routinely state their name can be
identified and targeted with specific interventions. The information can also be fed back
directly to prescribers to inform them of how they are performing. This in itself may
encourage competition between groups of prescribers: benchmarking against peers
can lead to an increase in performance.

19



Do pharmacists feed back?

|
_ B
|

Are pharmacists feeding back?

Provision of feedback is difficult to assess formally, but we suggest two options:

e Accompany pharmacists on ward visits;
e Ask pharmacists to self-report.

Assessing pharmacists’ provision of feedback enables you to determine whether they are
doing it, and identify what barriers to feedback they encounter. Findings can be disseminated
to other pharmacists so that they can also learn how to overcome these barriers.

Accompany ward pharmacists

Many pharmacy departments use accompanied ward visits for peer review or assessment. It
may be possible to add extra criteria to a local accompanied visit checklist. We suggest some
criteria in appendix 5. If formal accompanied ward visits are not currently used you may wish
to conduct a small number of accompanied visits for the purposes of this work. The
requirements for effective feedback should form the basis of any assessment (see Key
Messages). This is the most labour intensive of the two methods.

Ask pharmacists to self-report

This is more subjective, as it relies on the pharmacist giving an accurate summary. However,
it is much less labour intensive than accompanied ward visits. Regular pharmacy meetings
may provide a convenient moment to ask pharmacists about their interventions and feedback
to prescribers. Question 9 on our supplemental work questionnaire also asks whether the
pharmacist contacts the prescriber.

20



Do prescribers state their name? — —
|

We now discuss assessing whether prescribers state their name when

prescribing. This is optional, but likely to provide very useful information to

help you improve further. The information gained can itself be fed back

periodically to prescribers to promote and reinforce your messages. An example of how we
did this, via emaill, is included as appendix 6

Are prescribers stating their name?

To assess if prescribers are identifying themselves, consider this simple method:
1) Obtain a signature list for all your targeted prescribers.

2) Periodically (e.g. once weekly) check a random sample of drug charts for all medication
orders written by your prescribers. Ideally, the same data collector should be used, who
will need to become familiar with the prescribers’ signatures.

a. Decide which sections of the chart are to be included (e.g. stat / regular / fluids)
b. Check charts on a selection of wards where your prescribers work

c. Record whether the prescriber has stated their name

d. The presence of contact details can also be recorded

e. Record the number of medication orders audited for your denominator

We suggest sampling 5-10 drug charts on each selected ward. You may want to rotate the
wards on which data are collected. The intensity of data collection will be guided by which
staff members you can use. As a guide, we required 2-3 minutes per chart, more at first.

3) Calculate the percentage of medication orders where the prescriber is identifiable:

number of orders with name stated
x 100

Percentage identifiable =
g / total number of medication orders

4) Plot your results (appendix 6)
5) You may wish to circulate this data to prescribers and to pharmacists.

If you do plan to collect such data, we recommend staring a few weeks before you introduce
start your work to encourage prescribers to state their names. This would enable you to
compare identification rates before and after your intervention(s). Our data collection form is

found in appendix 7.

21
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Supplemental work ——

Involving
and

engaging

In this section we describe extra work which falls outside the core intervention, but staff
may also be useful to conduct if you wish to evaluate your interventions locally.

User focus groups

One way to gain valuable information about what works and doesn’t, whilst simultaneously
engaging users, is to run a focus group.

A focus group gives you the opportunity to explore reasons why your interventions may, or
may not, be working. You may be able to adapt your intervention to minimise the barriers and
maximise the returns. Furthermore, inviting prescribers and pharmacists to focus groups
shows that you are interested in their experiences and suggestions, which may also aid
uptake of your interventions.

Tip: recruitment is easier if you can offer something in return — can you provide lunch, or a
certificate of participation for professional portfolios?

Questionnaires

To formally assess your FY1s’ and pharmacists’ views on feedback and prescribing errors,
consider distributing a questionnaire.

An appropriate questionnaire would allow you to establish the current views and experiences
around feedback and target areas for improvement. It could also show you what your
prescribers expect, and what your pharmacists are willing to do. Additionally, results from the
guestionnaire can be used in your teaching sessions to highlight the need for local work.

A sample questionnaire is found in appendix 1.
Prescribers’ competencies

Another method of increasing teamwork between junior doctors (FY1s and FY2s) and
pharmacists would be for pharmacists to be involved in assessing doctors’ competencies as
required as part of their foundation year training.
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endix 1: Questionnaire

The
Heal 1
OF'?sglnmlnn Shlne Imperial College Healthcare INHS |

D Brsort HS Trst

The Prescribing Improvement Model
Prescribing Questionnaire for Foundation Year 1 Doctors

This questionnaire is part of a study helping us improve how pharmacists give feedback on
prescribing ermors fo prescribers: your views on prescribing efrors are important.

Current site: CXH | |; HH SMH Gender: Male | |; Female

Previous sites worked at: CXH | J; HH [; SMH | Undergraduate medical school: Imperial |_; Other
Plesse aircle the number which bes represents your agreement with the stafement. Replies are anonymous.

Understanding prescribing ervors ik

ammy
e

| feel there is an open culture in this organisation with respect to 12 3
discussing prescribing enors.

| understand why doctors make prescribing errors 1

When | have made prescribing emors in the past, | understand why | 1
made them

| am aware of the condiions under which | am likely to make & 1
prescribing eror

o
o
-
w

v
-
=] =
o
o
-

o

v
-
o
o
-
e

-
w

« I believe | am aware of all major prescribing errors | make

-
o

4+ | believe | am aware of all minor prescribing emors | make
+. 1 think knowing about the prescribing emors | make is important
5. | think knowing about the prescribing emors others make is important

e
n|

v
| |
S
o

oo e o

Evaluation of the current feedback you receive from pharmacists on
prescribing errors 4
»._ The feedback | currently receive is useful in improving my. 1
w | feel | receive verbal feedback often enough for it to be useful 1
1t | feel | receive written feedback often enough for it to be useful 1
1

1

|| |

i+ | receive verbal feodback soen encugh after the event fo be useful
1 | receive written feedback soon enough afier the event to be useful
The feedback | receive on prescibing errors is highly relevant lomy 1
personal practice
I believe that the information | receive on prescribing srrors from
w .

phamacists fs accurate

en|

| | | ] |
|| ] ]
o |a|a|aa|e

v
o

i

| believe that the information | receive on preseribing errors is froma

' trusted source
_ The feedback | receive from pharmacists on presribing emmorsis 11345678
" provided in & constructive manner = - !
1 Receiving feedback is a valuable use of my time 123 45678
Please confinue overieaf
FPIM Operational Group 74 May 2013 version 10 1

How is pharmacists’ feedback on prescribing ervors received? E i
. | am always receptive to feedback | receive from phamacists on my 12345678

prescribing emors:

The feedback | receive from pharmacists on preseribing ermors fs non- R < 5 -
. 12345678
threatening

e - . K ]
Response to recciving feedback on prescribing errors from pharmacists £ ¢ i §
Recsiving feedback on prescrising emors has caussd me toreflecton | s 41567
* my prescribing practice - !
| have made changes to my prescriving practice in respanse to 123 45678
* feedback received from phamacists - N '
2 1 am happy to discuss prescribing emors with my pesrs 12345678

1 think receiving formal feedback on prescribing ermors means | would
* make fewer errors in the future

What kind of prescribing ervor feedback would you like to receive? H
1« want lo be told of all major prescribing emors | make 345678
1. | want to be told of all prescribing errors | make, however minor 3 45678

| would like to have feedback by pharmacists which includes examples
of specific emors | make

, Feedback by pharmacists which includes generic guidance on 12345678
™ preseribing practice would be useful N

, Feedback which includes statitical comparison with my peers would be

B eotul 123 4

o
o
-
o

1 prefer ta receive feedback on presaribing erors from phamacists
* rather than senior doctors

Do you have any comments or suggsstions that would help phamacists to provide betier fesdback ?

What is the best format for pharmacists to provide feedback on prescribing emors to you? Consider mode
of delivery, content, format, frequency etc.

Thanks for the questi & person who handed them
out, or to Matthew Reynolds, Pnamacy, CxH wescribin eem:a imperial nhs. uk

Pl Cperational Group 14 May 2013 version 10

Heal
o mummnﬂn Imperial College Healthcare EEIE‘]
e |

The Prescribing Improvement Model
Questionnaire for Pharmacists

This questionnaire is part of a study being conducted by Imperial College Healthcars NHS Trust
and Imperial College on prescribers’ and pharmacists’ views on feedback of prescribing emors.
We want to support safe prescribing, increase doctors’ confidence, enhance learning and
make pharmacists’ feedback more effective - your views are important.

Please only complete this gy if you provide a ward pharmacy service
‘Which site do you most often provide weekday ward cover on: 1% ;2™ ;3%
Gender: Male | ; Female Band: 80 T(; 8

Please circle the number which best represents your agreement with the siatement. Replies ars anonymous.

zu M
Understanding prescribing errors 4] i g
| feel there is an open culture in ICHT with respect to discussing 1 23 4 26738

" prescribing emmors =
+ 1 understand why doctors make presoribing errors 123 4 %678

| 3m aware of the conditions under which doctors are likely to make a

B ) 1234356738
prescribing ermor

+ | believe FY1s are aware of all major prescribing ermors they make 123456738
« | believe FY1s are aware of all minor prescribing errors they make 123 4 56 78
1 think it is important that F¥ 1s know about prescribing emors other 123 456738
" FYismake
Evaluation of the current feedback FY1: receive from pharmacists on ’E‘ £ é b
e £2 H
, Inthis trust pharmacy suppent FY 13 in leaming from their prescribing 123 426738
enors
Robust processes are in place in this trust for monitoring and feeding . N
s - : 123 456 )
back information about prescribing ermors
When | identify a prescribing error | always make adoctoraware thatan | 3 3 4 5 g 7 §
" error has been made - °
0 The feedback | currently give is useful in improving FYis' prescribing 1 2 3 4 5 6 7 8
1 am able to give verbal feadback often encugh for it 1o be useful to 123 456738
" s N !
. | am able o give written fesdback (e.g. inmedicalnates] oftenenough 1 3 3 4 5 g 7 §
" for it to be useful to FY1 ©
, 1am able to give verbal feedback to FY1s soon enough afierdetecting | 3 3 4 £ § 7 §
" an errorfor it to be ussful N
, | 3m able to give written fasdback (2.g. inmedicalnotes) 0 FYlssoon | 3 3 4 z g 7 3
" enough after detecting an error for it to be useful b
PLEASE CONTINUE OVERLEAF
PIM Cperational Group 28 May 2013 version SMR 1

. | believe that the information F'Y1s receive on preseribing ermors is 123 45678
" accurate -
, | beisve that FY1s find the fesdback they recsive on prascribingemors | 3 3 4 z ¢ 7 §
" to be trustworthy -
, | believe that | provide feedback to F¥ 1s on prescribing emors in a 112342673
" constructive manner -
1+ | always identfy the specific presriber who makes a preseribing eror 1 2 678
, Whenever | identify 3 pnescrlbmgem:r\ give fesdback o the specific | 5 6 7 3
" prescriber who made the. -
0 | feel comforiable talking to FY 1s about prescribing emors 12 6§ 7 8
21 | feel comfortable informing FY 1s they have made a prescribing error 12 6 7
22 Giving feedback is a valuable use of pharmacists’ time 12 § 7 8
How is pharmacists’ feedback on prescribing errors received by 11 M
doctors ig H
15 are always interested in and engaged with the feedback they L 13456738
** receive on their prescribing errors - !
14 | believe that F1s find the feadback they receive tobe nonthreatening 1 2 3 4 5 6 7 8
= A
Support for giving feedback on prescribing errors to FY1s H n

I feel supported by my organisation to give feedback to FY 1 on their
* prescriving emors

What kind of prescribing ervor feedback would youlike togive to the  §§ M
FY1s? | i
2 | want to inform FY s of all majer prescribing emors they make 113 4 6 7 3
+1 | want ta inform FY 1s of all preseribing emors they make, howeverminor 1 2 3 4 6 7 8

, I would like to give fesdback to individual F 15 which includes examples
of spacfic emors they have personally made

w
-
-

"
@

Faedback to FY 15 which includes generic guidance on prescribing
practics would be useful

Py
-
n
ES
4
@

Feedback to FY 15 which includes statistical comparison with their
peers would be useful

w
-
n
EN

4
@

Electronic versions are available from the authors.

Do you have any comments or suggestions that would help pharmacists to provide better feedback?

What is the best format for pharmacists o provide feedback to FY1s on prescribing errors? Cansider mode
of delivery. conient, format, frequency tc.

Thanks for compieting thy Please retum the fo Maft Reynolds or Seetal
Jheeta, or place in the box ihe pharmacy tea room, CXH pressribingfesdback(Blimperial nhs uk
PIM Cperational Group 28 May 2013 version SMR 2
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Appendix 2: Name stamp design ideas

Preferred name - some prescribers will not be known by their forename; it’s better to
check before ordering.

Name prefix or suffix - consider adding “Dr.”, “CT1”, or “Consultant” in order to
differentiate between groups of prescribers. However, adding prefixes or suffixes
specific to levels of training would mean replacing the stamp after every promotion and
add to costs.

Contact number - consider “Bleep " or “Phone ”. Is it possible to state
permanent number? Some prescribers share bleeps or regularly change numbers, and
would therefore often need a replacement stamp.

Signature prompt - is there space to add a prompt onto the stamp if required? Adding a
reminder to the stamp’s outer box can also be considered.

Doctors may not be the only prescribers in your organisation. If you have pharmacist,
nurse, or other prescribers you may wish to offer them name-stamps.

You can also consider adding an individual’s professional registration number to the
stamp.

We included a lanyard on our stamps to allow them to be attached to bags and belts
etc.

“‘Pen-stamps” may be another feasible option.

Here are a couple of illustrative designs.

Dr. Good Example G. Example Good Example
Bleep: 1234 Contact: 07899876543 Pharmacist Independent

Prescriber Ext. 12345
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Appendix 3. Example Good Prescribing Tip

emails

Avoid errors when prescribing drugs with unusual frequencies:
good prescribing tip of the fortnight
(this prescription has been re-written to maintain the anonymity of the prescriber)

.

Trnde

i/
_ o
b
—
The emror:

This adult patient emoneously received a dose of alendronic acid on two consecutive
days instead of once a week because the dose administration section of the chart had not
been clearly marked.

Not indicating the dosing frequency on the administration section of the drug chart
can result in a patient receiving an incorrect dose. An overdose of alendronic acid may
cause or upper ga: adverse events.

Prescribing tips:

B plicitly is due by marking the dose
i of the chart, to g is admini atthe
intended times only.

+  Some examples of prescribing drugs with unusual frequencies:

Oncea

Every 36
hours

3times a
week.

K

Remember to use your name-stamp or print your name when prescribing

Do you find this feedback useful? Email prescribing feedback@imperial.nhs.uk and it
us know your thoughts

Have you I0st your name-siamp? Emat
D0 you n2ed an Ink refl or your name-stamp? Emall prascribing Saedback fimpenal.he uk 1o order one.

behatt or e y g Team
T work s par of the Prescrbing Improverment Mode (PIM) project (11102013 Vind) (modned

Of=- Shine

Avoid Errors Because of Unclear it ibing Tip of igh

Can you answer the following questions? (see answers below — no cheating!)

1) Whatis the prescribed drug?
a)

A

Tetutonine

| o | on
Answers
1a) Aciclovir was intended, however #
1b) s ianded
22) 12.5mg was the Hhough 125mg
2b) 7.5mg was intended
3a) ‘Units’ has been A: “u’ which can for 0" interpreted as ‘80"

3b) Micrograms' has been abbreviated to ‘g’ which 5 easily mistaken for ‘mg’
These types of errors happen regularly and are entirely avoidable. Help your nurses administer what you
intend by writing clearly.
Prescribing tips
+  Prescriptions should be clear and legible

Remember to use your np or print your name

Do you find this feedback usefu? Ema prescribing feedbackgimperial nhs. uk and let us know your thoughts.
Have you lost your name-samp? Emal

D0 you need an K refil for your name-6tamp? Emal, .6,k 10 orcer one

Matt Reynolds cn beRaf o the Phamacy Good Prescribing Team

This werk foms pat of g venai)

Avoid errors in penicillin sensitive patients: good prescribing tip of the fortnight

Can you spot the error? The error

1) This patient has a documented allergy
to flucioxacillin, a type of penicilln.

5 apgoddeta
7 2) This patient has been prescribed
Tazocin® (piperacilin/ tazobactam)
which contains penicillin and is
therefore contra-indicated as this
patient had 2 severe adverse reaction
to another penicillin.

Always check a patient’s allergy status before prescribing any medicine.

Administration of a penicillin based drug to a patient with a history of hypersensitivity reactions to
penicillin can be fatal.

Prescribing tips:

. i i "
whether the allergy is severe, i side effect. &
prescribing decisions.

. fori i icilin all refer Documentad penicillin Sensitivity, antibiotic
prescribing. icilin sensit i . Thi “trafficight’ system: RED drugs

for .
for penicillin-allergic patients.

. The Agyit.
infection Policy gives an

aiternative treatment option
for patients with an allergy to Sevwraan
peniiliin. ety ‘o

oy
T o 2 2wt i s e DM

+  information on penicilin allergies can also be
found in the Antibiotic App (download onto a ahes vl ot et (5
smartphone herz or scan the QR code).

+  Beaware of commonly used brand names for
Augmentin® (co-amaxiciav), Tazocin® (piperacil
tazobactam), Timentin® [ticarcilin/ clavalanic acid)
and prescribe s the generic name.

Remember to use your name-stamp when prescribing

s e e i
- ; s

Do you Yo g -

e . mvie ° e Sh?ne'

Electronic versions are available from the authors.

Avoid Errors when Prescribing Insulin: Good Prescribing Tip of the Fortnight

Can you spot the eror? The errors

1. Lantus® (insulin glargine) has been prescribed TDS with
meais. Lantus® is  long-acting insulin and is usually

‘ariable Dose Preseriptions

pr BD. The was for
T
A Novoragpia (inulin 2spart) which i 2 rapd acting incuin
e suitable o prescribe TOS with meals.
2 Mo insulin device was specified. The device must be stated
S i 1o ensure the appropriate preparation is used in hospital and
) on discharge.

Administration of an incorrect insulin can cause inadequate control of blood sugar and lead to life threatening hypo- or
hyper- glycasmic episodes
Prescribing tips:

« Prescribing insulin can be diffcult, familirise yoursef with commonty used insuiin preparatons:

Insuin typs. | Brang nams | Approved nams ‘me“"ch Commsnts.

||-uu|- | Insuln aspart ‘ Wi 15 minutes of food

BIPHASIC Insulin

+ Wihen prescibing insuin, remember to
Wedigins Gnccaued rame)

Ronite T 34
onws — Wils ‘units’ in full,

’13%_— Stae the 1y pe of device (pre-filled pen, cartridge, o visl

Remember to use your name-stamp or print your name when prescribing

a
Ser = Stale the brand name

Do you ind this feediack usetul? Db 1k and let us know your thoughis:

Emal
DD YO 120 31 11K T 0 YOUT MAME-SE3Mp? Emak 1 omer one
Matt REyTHOs O DENE o e PRAMACY GOod Frescibing Team

This work forms part of the Presceioing Improvement Mode! (PIN profect {1111/13 16

Shine

et
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Appendix 4: Publicity posters aimed at

pharmacists

Imperial College Healthcare INHS| The
NHS Trust Health
Foundation
Inspiring
Improvement

PROVIDING FEEDBACK ON PRESCRIBING
ERRORS TO JUNIOR DOCTORS

The Prescribing Improvement Model (PIM)

Prescribing errors occur in up to 15% of UK inpatient medication orders and 1% of
patients are harmed. Foundation year 1 (FY1) doctors are often unaware of making
errors and receive little feedback on how to prevent them.

This is whatour FY1’s think...

I've only had positive
experiences of feedback,
but I wish there was

more of it

I want to know about all of the
prescribing errors | make,
especially the serious ones

I would like more
teaching about
prescribing errors

There is no need to tip-
toe around prescribing
errors

I'm often asked to amend
my prescriptions, but |
don'’t realise | have made
an error unless | am told

1 prefer person-to-
person feedback on
the ward

PHARMACISTS:

When you identify a prescribing error made by a FY1, we would like you to:
. Identify the prescriber (encourage your FY1s to use their name-stamps)
. Contact the prescriber, preferably in person
. Tell them that they have made an error
. Provide feedback and explain how to prescribe the drug correctly
. Check their understanding so they do it right the next time

We hope this change will provide education to junior doctors,
decrease prescribing errors and improve patient safety.

26/6/13 V7

Imperial College Healthcare [I5) The
NS Trust Health
Foundation
nspiring
mprovement

PROVIDING FEEDBACK ON PRESCRIBING
ERRORS TO JUNIOR DOCTORS

The Prescribing Improvement Model (PIM)

Prescribing errors occur in up to 15% of UK inpatient medication orders and 1% of
patients are harmed. Foundation year 1 (FY1) doctors are often unaware of making
errors and receive little feedback on how to prevent them.

Regular Prescriptions I

We realise thatitis not always
possible to identify or contact the
original prescriber when an error
is made...

...s0 all FY1 doctors will be issued
with a name-stamp to use when
prescribing.

Regular Prescriptions
P DICLOFE
ISCMQ‘, PC VIVEES
v = Or O Verdose
- 1476

e

Now you can
easily identify
and contact
the prescriber!

PHARMACISTS:
When you identify a prescribing error made by a FY1, we would like you to:
. Identify the prescriber (encourage your FY1s to use their name-stamps)
. Contact the prescriber, preferably in person
. Tell them that they have made an error
. Provide feedback and explain how to prescribe the drug correctly
. Check their understanding so they do it right the next time

We hope this change will provide education to junior doctors,
decrease prescribing errors and improve patient safety.

26/6/13 V7

PROVIDING FEEDBACK ON PRESCRIBING
ERRORS TO JUNIOR DOCTORS

The Prescribing Improvement Model (PIM)

The

Health
Foundation
Inspiring
Improvement

Increase pharmacists’
profile on the wards

Improve Patient Safety

FY1s and
pharmacists value it

Recening / giving feedbackis 3 valusble
use of my time

PHARMACISTS:

| want to be told / tell FY 15 of all majoe prescribing errors
1they make

What’s in it for you?

continuing

“...It's OK to screw up once but there ought to be a
process that says you've screwed up once and
we're going to correct it so that it doesn't happen

again. What's unforgivable fs if you've
ability to go on screwing up time and tim

- Quote from patient
affected by error

FY1€ responses

% agre  stroagly %
aqree
9%

2%

Professional Development

al
D&V

Pharmacists’
responses
agree / strongly
aaree
5%

8%

‘When you identify a prescribing error made by a FY1, we would like you to:
+ Identify the prescriber (encourage your FY1s to use their name-stamps or print their name)
. Contact the prescriber, preferably in person
+  Tellthem that they have made an error
+  Provide feedback and explain how to prescribe the drug correctly
+  Check their understanding so they do it right the next time

Opportunity for Min-CEX

)iy

Reduce prescribing errors

NHS Trust

Imperial College Healthcare m

18 October 2013 vFinal
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Appendix 5: Accompanied ward visit
assessment ideas

We added the three criteria below as extra categories to our departmental accompanied ward
visit form.

Hm"h Accompanied Ward Visit
fr?sunfg"“ Sh Ine Prescribing Improvement Model
Improvemeni Supplement
Name: Ward: Chart / Patient Focused Visit
Competency [ Rating Always| Mostly | Rarely | Never [Comments

Altempts to contact the initial
prescriber whenever possible

Pravides feedback an
prescribing errors confidently in
a professional manner

Informs doctor of available
resources to aid prescribing

Signed (Ward Pharmacist)............................... Date...................

Signed (ASSESSO.......
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Appendix 6: Run chart example

As part of our monitoring, we created a run chart using Excel which we sent to FY1
prescribers once a fortnight to show how they were doing with stating their name when
prescribing. We included a brief narrative of the previous two weeks, and also took the
opportunity to advertise the complementary Good Prescribing Tip emails. We included email
links back to our team encouraging recipients to get in touch with ideas to improve
prescribing.

We are auditing the proportion of inpatient prescription s where the FY 1 prescriber
writes or stamps theirname
This is how yau are daing...

S o e DAL
E L
3 ¥

We present results fram your current rotztion, Well done to “athermedicing” prescribers who
achigved 82% during the last audit week, Acute medizing prescribers have had 2 couple of
average weeks, and surgery prescribers continue to disappaintingly hover between 20-40%,
The extrz line represents zll yaur FY1 calleagues 2t 5SIH, They have made rezl impravements
since we issued stamps and are gquickly approzaching the averzll CEH identification rate of
E0%...

(o

Is there anything you wauld like to see covered in aurfartnightly preseribing tip? If sa,
send your sugzestions to the address below and we’ll do the rest,

~

rescribing tips

Prescribingtipson the Saurce

Remember—all our prescribing tips are now available an the intranet: they are stored in
the Medicines Manazement falder of the Paolicies and Proceduresintranet site, here, Talk
l\.t_l:l your wiard pharmacist for mare information,

J/

Contact uswith any suggestions on how we can help you to prescribe
preseribinz. fecdbacki@imperial.nhs.ulk

Herwe you bost your names-stamp® Chick hene to order & replsosmesnt Ow:m" O

Do you pesd &6k refill for your neme-stamp® Obkde hare to onder ons rf:g‘:’?!hﬁ Sh[ne
ImEreysrmant

it Mol oo be el of #ta Rarrecy Sood Paxcobrg Tess

TRy weoek fomma part of B Pecucaliry lmprorscmenTiiodH (R propact (09 0521 5. wiimal|
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Appendix 7: Prescriber identification data
collection form

This data collection form reflects our decision to examine numerous sections of the drug chart
to monitor whether or not prescribers were stating their name in each section

Data Collection Form for the Audit on the Use of Name-stamps by Foundation Year 1 doctors PIMS 31 4/8/1333

Prescription | Doctor

Warfarin S — Signature
N - Name stamp
B — Bleep number

n.
T Other (specify)

This completed example below shows how we coded our results. For example, drug chart 4
was found to have medication orders written by prescribers 1 and 8. Prescriber 1 wrote 14
regular/variable prescriptions and two PRN prescriptions which stated a signature and bleep
only. Prescriber 8 also wrote four regular/variable prescriptions, but stated their signature,
bleep and used their name stamp for all.

31



