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April  
2013 

May June July August September October November December 
January 

2014 

 

 

  

Pilot FY1s 

Collaboration with pilot FY1s to help development of intervention 

Audit use of name-stamps twice weekly 

Intervention / control FY1s 

FY1 medication orders audited for presence of handwritten or stamped name (from August at 

intervention site and December on control site) 

Results of audit e-mailed to intervention site FY1s every fortnight  

Intervention site FY1s receive a ‘Good Prescribing Tip’ e-mail every fortnight 

Data collected weekly on prevalence of prescribing errors on FY1 medication orders  

Pharmacists encouraged to provide individualised feedback to the original prescriber 

Pharmacists assessed on their provision of feedback during accompanied ward visits 

Pharmacists receive a ‘Good Prescribing Tip’ e-mail every fortnight 

Intervention pharmacists 

 PRE-INTERVENTION PERIOD   INTERVENTION / CONTROL PERIOD ROLL-OUT 

Key 

Blue – events concerning foundation year 1 (FY1) doctors  

Red – events concerning pharmacists                          

Orange – events concerning the public One-off events 

Rolling events 

All aspects 

rolled out to 

all pharmacists 

All pharmacists 

All FY1s 

All FY1s 

receive ‘Good 

prescribing tip’ 

and run-chart 

emails 

Appendix 2.1: The prescribing improvement model major event timeline 
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• 3. Study • 4. Act 

• 2. Do • 1. Plan 

Need to email  
FY1s prescribing 
error feedback 

Propose idea to 
pilot FY1s 

Email must be 
educational, 

appealing and 
address 

common errors 

Agree to send 
details of error 

and appropriate 
prescribing 
resources 

• 3. Study • 4. Act 

• 2. Do • 1. Plan 

Decide on source 
of error data for 

email 

Discuss at 
project meetings 

Topics addressed 
must be relevant 
locally and relate 
to actual errors 

Use errors 
detected via data 

collection and 
clinical pharmacy 

meetings 

Appendix 2.2: PDSA cycles used to design ‘Good Prescribing Tip’ e-mails 
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• 3. Study • 4. Act 

• 2. Do • 1. Plan 

Further 
develop 

content of 
email 

Discuss 
source for 
content of 

emails with 
wider team 

Issues of 
anonyminity, 
legality and 
timeliness 

raised  

Exclude SUIs 
under 

investigation; 
anonymise 

errors 

• 3. Study • 4. Act 

• 2. Do • 1. Plan 

Develop a title 
for feedback 

email 

Discuss with 
wider team 

Must identify the 
drug, that an 

error was made, 
and the 

educational 
aspect 

"Avoiding errors 
with *drug* -

Good Prescribing 
Tip of the 
fortnight" 
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• 3. 
Study 

• 4. Act 

• 2. Do • 1. Plan 

Decide when to 
send e-mail 

Discuss in 
operational 

group 

Once a fortnight 
is reasonable 

avoid, beginning 
and end of week 

Send every other 
Tuesday 

 

 

 

 

 

• 3. Study • 4. Act 

• 2. Do • 1. Plan 

To decide who 
the email 

should come 
from 

Discuss at 
project 

meetings 

Require 
pharmacy 

ownership and 
branding with 
contact details 

Send from 
generic project 
address, brand 

with 'PIM' 

• 3. Study • 4. Act 

• 2. Do • 1. Plan 

Decide on when 
to send emails 

Discuss with 
operational 

group 

Questionnaire 
results show 

every 1-4 weeks. 
Prudent to avoid 
ends of the week 

Send fortnightly 
on tuesdays. 

Start 20 August 
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• 3. Study • 4. Act 

• 2. Do • 1. Plan 

Draft an example 
email and pilot 

Use template 
established by 

PDSA, use example 
paracetamol 

overdose. Circulate 
to team for 
comments 

Suggestions 
received regarding 
formulary, images, 

colour, wording, 
policy compliance 

Updated email and 
template in line 
with comments 

• 3. Study • 4. Act 

• 2. Do • 1. Plan 

Send first 
'Prescribing tip' e-

mail to FY1s 

Finalise e-mail 
incorporating 

comments from 
team and circulate 

to FY1 cohort, 
pharmacists and 
senior doctors 

Informal verbal 
feedback from 
FY1s indicate e-
mails are useful 

and should remain 
concise, relevant 
and anonymous   

No major changes 
suggested, 

continue to send 
fortnightly taking 

comments on 
board 
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• 3. Study • 4. Act 

• 2. Do • 1. Plan 

Ensure anonymity 
of prescribers of 
the prescribing 

error used 

State that all 
prescriptions are 

re-written  

Informal feedback 
from FY1s and 

pharmacists 
indicate 

maintaining 
sensitivity is 
important 

Ensure no 
identifiers of 
prescribers  

(handwiritng) is 
included in e-mails 

• 3. Study • 4. Act 

• 2. Do • 1. Plan 

Aim to ensure 
prescribing tips are 
reader friendly and 

concise 

Request feedback 
from colleagues 
and recipients 

Feedback included 
to 'BCC' the 

recipients and not 
to repeat the title 

e-mail body to save 
space   

Subsequent e-
mails adopted this 

feedback  
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• 3. Study • 4. Act 

• 2. Do • 1. Plan 

Discuss e-mail 
format with FY1s 

Asked FY1s if the 
format of the e-

mails can be 
improved  

Many FY1s check 
their e-mails on 

their phones and 
the e-mail was not 
compatible with all 

smartphones 

Change format so 
e-mails are easy to 

read on 
computers, smart 
phones with Apple 

and Android 
software 

• 3. Study • 4. Act 

• 2. Do • 1. Plan 

Ensure prescribing tip 
e-mails are 

compatible with 
smartphone software 

before sending to 
recipients 

Various formats were 
tried and tested to 

ensure one was 
compatible with 

computers, Android 
and Apple 

smartphones 

E-mails are 
compatable and easiy 

to read when the 
content is in the body 
of the e-mail with no 

attachments   

E-mails are now 
developed and  sent 

to smartphones 
before being sent to 

recipients. No pdf 
attachment is 

included   
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Appendix 2.3: Key messages document for pharmacists 
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Appendix 2.4: ‘Good Prescribing Tip’ e-mails 
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Appendix 2.5: FY1 and pharmacist questionnaires 
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Appendix 2.6: Instructions for pharmacist data collectors 
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Appendix 2.7: Presentation for pharmacist engagement 
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Appendix 2.8: Publicity posters 
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Appendix 2.9: Instructions for FY1s on how to use their name-stamp 
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Pharmacist: 1 06/11/2013 Pharmacist: 2 12/11/2013 Pharmacist: 3 22/11/2013 Pharmacist: 4 02/01/2014 Pharmacist: 5 13/01/2014

Criteria Classification Comments Classification Comments Classification Comments Classification Comments Classification Comments

Attempts to 

contact the initial 

prescriber 

whenever 

possible

Mostly

Quite difficult [to 

do this] in A&E 

Ward, [but] could 

have asked Dr. if 

he was original 

prescriber

Always None Mostly

For one of the 

errors the 

pharmacist asked 

who the 

prescriber was 

(but more than 

one error was 

identified)

Always

Dr. said they had 

not seen patient 

before

Always

Asked doctor at 

start whether they 

were looking after 

the patient

Provides 

feedback on 

prescribing errprs 

in a professional 

manner

Mostly

Be more 

confident, direct 

with feedback, 

did do in a 

professional 

manner however

Always None Always
Confident and 

assertive
Always none Mostly

Seemed quite 

nervous

Informs doctor of 

available 

resources to aid 

prescribing

Mostly

Could have 

informed Dr 

about looking at 

dose timings in 

MCA (multi-

compartmental 

compliance aid) 

for future ref.

Mostly

N/a for antibiotic 

as Dr. aware of 

policy. Could 

have informed Dr. 

about checking 

PODs & patient 

for DHx dose

Rarely

Inform where Dr. 

can find out 

prescribed drug 

medicine times 

(from MCA or 

previous EDC 

etc.)

Mostly

Pharmacist 

explained repeat 

list was out of 

date

Never
Could have 

referred to SPC

Appendix 2.10: Accompanied ward visit summary 
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Median Lower range Upper range

Question text Count % of responses Count % of responses Count % of responses Count % of responses Count % of responses

I feel there is an open culture in this organisation with respect to discussing prescribing errors. 6 (Slightly agree) 1 8 2 3% 13 20% 30 46% 20 31% 0 0%

I understand why doctors make prescribing errors 7 (Strongly agree) 1 8 0 0% 3 5% 26 40% 36 55% 0 0%

When I have made prescribing errors in the past, I understand why I made them 7 (Strongly agree) 1 8 0 0% 2 3% 24 37% 38 58% 1 2%

I am aware of the conditions under which I am likely to make a prescribing error 7 (Strongly agree) 1 8 0 0% 4 6% 17 26% 43 66% 1 2%

I believe I am aware of all major prescribing errors I make 6 (Slightly agree) 1 8 3 5% 12 18% 19 29% 31 48% 0 0%

I believe I am aware of all minor prescribing errors I make 5 (Slightly agree) 1 8 15 23% 15 23% 27 42% 8 12% 0 0%

I think knowing about the prescribing errors I make is important 8 (Strongly agree) 1 8 0 0% 0 0% 4 6% 61 94% 0 0%

I think knowing about the prescribing errors others make is important 7 (Strongly agree) 1 7 0 0% 0 0% 15 23% 50 77% 0 0%

The feedback I currently receive is useful in improving my prescribing 6 (Slightly agree) 1 8 1 2% 7 11% 31 48% 26 40% 0 0%

I feel I receive verbal feedback often enough for it to be useful 6 (Slightly agree) 1 8 3 5% 13 20% 28 43% 21 32% 0 0%

I feel I receive written feedback often enough for it to be useful 3 (Slightly disagree) 1 8 29 45% 22 34% 9 14% 4 6% 1 2%

I receive verbal feedback soon enough after the event to be useful 6 (Slightly agree) 1 8 3 5% 13 20% 24 37% 25 38% 0 0%

I receive written feedback soon enough after the event to be useful 3 (Slightly disagree) 1 8 24 37% 20 31% 13 20% 7 11% 1 2%

The feedback I receive on prescribing errors is highly relevant to my personal practice 7 (Strongly agree) 1 8 1 2% 2 3% 28 43% 33 51% 1 2%

I believe that the information I receive on prescribing errors from pharmacists is accurate 7 (Strongly agree) 1 8 0 0% 0 0% 15 23% 49 75% 1 2%

I believe that the information I receive on prescribing errors is from a trusted source 7 (Strongly agree) 1 8 0 0% 1 2% 24 37% 39 60% 1 2%

The feedback I receive from pharmacists on prescribing errors is provided in a constructive manner 7 (Strongly agree) 1 8 0 0% 4 6% 23 35% 36 55% 2 3%

Receiving feedback is a valuable use of my time 7 (Strongly agree) 1 8 0 0% 0 0% 19 29% 45 69% 1 2%

I am always receptive to feedback I receive from pharmacists on my prescribing errors 7 (Strongly agree) 1 8 0 0% 1 2% 15 23% 45 69% 4 6%

The feedback I receive from pharmacists on prescribing errors is non- threatening 7 (Strongly agree) 1 8 2 3% 2 3% 19 29% 38 58% 4 6%

Receiving feedback on prescribing errors has caused me to reflect on my prescribing practice 7 (Strongly agree) 1 8 1 2% 3 5% 25 38% 32 49% 4 6%

I have made changes to my prescribing practice in response to feedback received from pharmacists 7 (Strongly agree) 1 8 0 0% 2 3% 16 25% 42 65% 5 8%

I am happy to discuss prescribing errors with my peers 7 (Strongly agree) 1 8 0 0% 4 6% 16 25% 41 63% 4 6%

I think receiving formal feedback on prescribing errors means I would make fewer errors in the future 7 (Strongly agree) 1 8 0 0% 8 12% 15 23% 38 58% 4 6%

 I want to be told of all major prescribing errors I make 8 (Strongly agree) 1 8 0 0% 1 2% 2 3% 58 89% 4 6%

I want to be told of all prescribing errors I make, however minor 7 (Strongly agree) 1 8 2 3% 1 2% 19 29% 39 60% 4 6%

I would like to have feedback by pharmacists which includes examples of specific errors I make 7 (Strongly agree) 2 8 0 0% 1 2% 15 23% 45 69% 4 6%

Feedback by pharmacists which includes generic guidance on    prescribing practice would be useful 7 (Strongly agree) 2 8 0 0% 1 2% 17 26% 43 66% 4 6%

Feedback which includes statistical comparison with my peers would be useful 5 (Slightly agree) 1 8 10 15% 18 28% 11 17% 22 34% 4 6%

I prefer to receive feedback on prescribing errors from pharmacists rather than senior doctors 7 (Strongly agree) 2 8 1 2% 4 6% 23 35% 33 51% 4 6%

Strongly disagree Slightly disagree Slightly agree Strongly agree Not answered

Appendix 2.11: FY1 and pharmacist questionnaire results 
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Median Lower range Upper range

Question text Count % of responses Count % of responses Count % of responses Count % of responses Count % of responses

I feel there is an open culture in ICHT with respect to discussing prescribing errors 6 (Slightly agree) 1 8 2 4% 10 18% 28 49% 16 28% 1 2%

I understand why doctors make prescribing errors 7 (Strongly agree) 1 8 1 2% 5 9% 20 35% 31 54% 0 0%

I am aware of the conditions under which doctors are likely to make a prescribing error 6 (Slightly agree) 1 8 1 2% 4 7% 24 42% 28 49% 0 0%

I believe FY1s are aware of all major prescribing errors they make 3 (Slightly disagree) 1 8 22 39% 18 32% 12 21% 4 7% 1 2%

I believe FY1s are aware of all minor prescribing errors they make 2 (Strongly disagree) 1 8 34 60% 16 28% 4 7% 2 4% 1 2%

I think it is important that FY1s know about prescribing errors other FY1s make 7 (Strongly agree) 1 8 1 2% 1 2% 10 18% 45 79% 0 0%

In this trust pharmacy support FY1s in learning from their prescribing errors 5 (Slightly agree) 1 8 6 11% 16 28% 27 47% 8 14% 0 0%

Robust processes are in place in this trust for monitoring and feeding back information about prescribing errors 4 (Slightly disagree) 1 7 8 14% 26 46% 19 33% 4 7% 0 0%

When I identify a prescribing error I always make a doctor aware that an error has been made 6 (Slightly agree) 1 8 3 5% 11 19% 24 42% 19 33% 0 0%

The feedback I currently give is useful in improving FY1s’ prescribing 6 (Slightly agree) 1 8 1 2% 10 18% 26 46% 19 33% 1 2%

I am able to give verbal feedback often enough for it to be useful to FY1s 6 (Slightly agree) 1 8 1 2% 18 32% 22 39% 16 28% 0 0%

I am able to give written feedback (e.g. in medical notes) often enough for it to be useful to FY1s 3 (Slightly disagree) 1 8 16 28% 24 42% 14 25% 3 5% 0 0%

I am able to give verbal feedback to FY1s soon enough after detecting an error for it to be useful 6 (Slightly agree) 1 8 3 5% 15 26% 18 32% 21 37% 0 0%

I am able to give written feedback (e.g. in medical notes) to FY1s soon enough after detecting an error for it to be useful 4 (Slightly disagree) 1 8 16 28% 17 30% 16 28% 8 14% 0 0%

I believe that the information FY1s receive on prescribing errors is accurate 6 (Slightly agree) 1 8 1 2% 13 23% 32 56% 10 18% 1 2%

I believe that FY1s find the feedback they receive on prescribing errors to be trustworthy 6 (Slightly agree) 1 8 4 7% 4 7% 31 54% 18 32% 0 0%

I believe that I provide feedback to FY1s on prescribing errors in a constructive manner 6 (Slightly agree) 1 8 1 2% 5 9% 30 53% 21 37% 0 0%

I always identify the specific prescriber who makes a prescribing error 5 (Slightly agree) 1 8 8 14% 17 30% 20 35% 12 21% 0 0%

Whenever I identify a prescribing error I give feedback to the specific prescriber who made the error 5 (Slightly agree) 1 8 8 14% 19 33% 15 26% 15 26% 0 0%

I feel comfortable talking to FY1s about prescribing errors 7 (Strongly agree) 1 8 1 2% 4 7% 18 32% 34 60% 0 0%

I feel comfortable informing FY1s they have made a prescribing error 7 (Strongly agree) 1 8 1 2% 3 5% 20 35% 33 58% 0 0%

Giving feedback is a valuable use of pharmacists’ time 7 (Strongly agree) 1 8 1 2% 2 4% 13 23% 41 72% 0 0%

FY1s are always interested in and engaged with the feedback they receive on their prescribing errors 5 (Slightly agree) 1 8 9 16% 15 26% 27 47% 6 11% 0 0%

I believe that FY1s find the feedback they receive to be non-threatening 5 (Slightly agree) 1 8 4 7% 15 26% 27 47% 11 19% 0 0%

I feel supported by my organisation to give feedback to FY1s on their prescribing errors 6 (Slightly agree) 1 8 3 5% 12 21% 28 49% 13 23% 1 2%

I want to inform FY1s  of all major prescribing errors they make 8 (Strongly agree) 1 8 1 2% 0 0% 2 4% 54 95% 0 0%

I want to inform FY1s of all prescribing errors they make, however minor 7 (Strongly agree) 2 8 2 4% 3 5% 19 33% 33 58% 0 0%

I would like to give feedback to individual FY1s which includes examples of specific errors they have personally made 7 (Strongly agree) 2 8 2 4% 1 2% 21 37% 33 58% 0 0%

Feedback to FY1s which includes generic guidance on prescribing practice would be useful 8 (Strongly agree) 1 8 1 2% 2 4% 14 25% 40 70% 0 0%

Feedback to FY1s which includes statistical comparison with their peers would be useful 7 (Strongly agree) 2 8 2 4% 8 14% 18 32% 29 51% 0 0%

Strongly disagree Slightly disagree Slightly agree Strongly agree Not answered
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Main subjects 
explored Identification of 

prescriber and 
name-stamps 

Prescribing tip e-
mails 

Individual 
feedback 

Prescriber 
identification 

run-charts 

 

Prescribing Improvement Model Project (PIM) Focus group analysis 

Coding tree for FY1 focus group 

 

Overview of coding tree 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

  

Key 

HCP = Healthcare 

professional 

Key 

HCP = Healthcare professionals 

Drs = Doctors 

Appendix 2.12: Coding tree for FY1 focus group 
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INDIVIDUAL 
FEEDBACK 

VIEWS AND 
EXPERIENCES 

Drs do and don't 
receive feedback from 

pharmacists 

Drs recieve feedback 
from other HCPs 

ADVANTAGES 

Makes prescriber feel 
safe 

Educational and 
learning experience 

Facilitates 
communications, 

improves relationships 
between professions 

DISADVANTAGES 

Over-reliance on 
pharmacist’s advice 

Pharmacists may give 
incorrect advice 

BARRIERS 
See 'Identification of 
prescriber and name-

stamps' 

FACILITATORS 

Being identifiable 
increases feedback 

Good relationships 
improve feedback 

Pharmacists give 
positive, non-

judgemental feedback 

SUIGGESTIONS FOR 
CHANGE 

Other ideas of 
providing individual 

feedback 

Providing feedback 
when prescriber is not 

available 
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PRESCRIBING TIP 
E-MAILS 

VIEWS AND 
EXPERIENCES 

Separate to 
individual 
feedback 

ADVANTAGES 

Positive views 

Pictures are 
useful  

DISADVANTAGES 

Negative views 

E-mail not as 
effective as verbal 

feedback 

Not relevant or 
too generic 

BARRIERS 

Lost amongst 
many e-mails 

Smart phone 
compatibility 

No time to read 
e-mails 

Difficult to access 
trust e-mails off-

site 

FACILITATORS 
Access to e-mails 

off-site 

SUGGESTIONS 
FOR CHANGE 

Other forms of 
feedback 

Disseminate 
information to all 

doctors 

Other ways to 
display 

information 
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IDENTIFICATION OF 
PRESCRIBER AND 
NAME-STAMPS 

ADVANTAGES 
Name-stamps raised 
awareness to make 

prescribers identifiable 

Facilitates feedback 
and two-way discussion 

Doctors are 
contactable 

Doctors are 
accountable 

Can use stamp in notes 

DISADVANTAGES 

Identifiable doctors are 
asked about ither 

doctors' prescriptions 

Doctors forget to sign 
with stamp 

BARRIERS 

Preferred name on 
stamp 

Drug chart design 

Not always practical to 
use or carry name-

stamp 

Seniors do not lead by 
example or are easily 

identifiable 

FACILITATORS 
Use name-stamp when 

available 
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PRESCRIBER 
IDENTIFICATION 

RUN-CHARTS 

ADVANTAGES 
Encourage use of 

name-stamps 

DISADVANTAGES 

Distracts from use of 
prescribing tip 

Do not encourgae 
prescriber 

identification 

BARRIERS Sent too frequently 

FACILITATORS 
Introduce 

competition 
between specialities 
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Prescribing Improvement Model Project (PIM) Focus group analysis 

Coding tree for pharmacist focus group 

 

Overview of coding tree 

 

 

 

  

Main subjects 
explored 

Individual 
Feedback 

Advantages 

Disadvantages 

Facilitators 

Barriers 

Prescribing 
Tip e-mails 

Advantages 

Suggestions 
for change 

Appendix 2.13: Coding tree for pharmacist focus group 



 

28 
 

 

Individual Feedback 

Advantages 

Pharmacist Factors 

Pharmacists can 
provide educational 

feedback 

PIM intervention has 
increased feedback by 

pharmacists 

Doctor factors 

Most doctors are 
receptive to feedback 

Doctors perceive 
pharmacists to be 

more credible when 
they provide feedback 

Doctors learn from 
recieveing feedback 

Disadvantages 

Pharmacist factors 

Providing feedback is 
time consuming 

Pharmacists provide 
feedback 

opportunistically 

Pharmacists do not 
feed back minor errors 

Pharmacists feel 
uncomfortable 

providing feedback 

Providing feedback 
may damage 

relationship between 
doctor and pharmacist 

Doctor factors 

Some doctors are not 
receptive to feedback 

Feedback may damage 
doctors' confidence 

Doctors may over-rely 
on pharmacists as a 

defence system 

Feedback is not always 
given to original 

prescriber 
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Individual Feedback Facilitators 

Environmental Factors 

Provision of feedback 
is easier on certain 

wards 

Pharmacists have a 
good reputation at 

Trust 

Pharmacy service is 
well promoted within 

Trust 

Relationship between 
disciplines 

Doctors are more 
receptive to feedback 

from an integrated 
team member 

Pharmacists feel more 
comfortable providing 

feedback when 
integrated in team 

Feedback techniques 

Pharmacists provide 
feedback with a 

methodical approach 

Pharmacists provide 
constructive feedback 

Pharmacists provide 
non-punitive feedback 
and generate two way 

discussion 

Pharmacists use 
cautious language 

when providing 
feedback 

Pharmacists consider 
work pressures of 

doctors 

Documentation 

Easier to identify 
doctors when their 

name is printed 

Easier to contact 
doctor when contact 

number is 
documented 

Easier to provde 
feedback when 

doctor's grade is 
documented 
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Individual Feedback Barriers 

Environmental 
Factors 

Provision of feedback is more 
difficult on certain wards 

Pharmacists have limited time on 
certain wards 

Relationship 
between disciplines 

Provision of feedback is more 
difficult when not familiar with 

doctor 

Pharmacists unable to build 
relationships when not based on 

ward 

Junior pharmacists lack confidence to 
provide feedback 

Hierarchy 

Difficult for pharmacists to challenge 
a prescription recommend by senior 

doctor 

Some doctors believe they are 
superior to pharmacists 

Pharmacist factors 

Pharmacists are reluctant to provde 
feedback to doctors who are not 

receptive 

Pharmacists' perception is doctors 
do not want feedback 

Documentation 

Some doctors purposeively do not 
identify themselves 

Feedback on discharge 
prescriptions is targeted at 

authorising doctor 

Unable to identify prescriber from 
signature alone 

Drug charts do not prompt prescriber 
to print name 

Contacting doctors 

Doctors often write incorrect contact 
number on prescripton 

Out-of-hours is difficult to contact 
the original prescriber 

Difficult to contact doctors when 
they are not based on the ward 
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Prescribing Tip E-
mails 

Advantages 

Doctors read 
Prescribing Tip e-

mails 

Prescribing tip topics 
are relevant to 

practice 

Pharmacists like 
layout and frequency 

of Prescribing Tips 

Prescribing Tip e-
mails are educational 
for pharmacists too 

Suggestions for 
change 

Implement group 
teaching to doctors 

Feed back to nurses 
too 

Include more than 
one error in an e-mail 
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Appendix 2.14: Prescribing error prevalence data collection form 
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Error description 
Technical Errors (% error rate) 

Error description 
Clinical Errors (% error rate) 

CXH SMH CXH SMH 

Missing drug name  0 (0.0%) 0 (0.0%) Incorrect drug 15 (0.6%) 15 (0.6%) 

Missing dose  5 (0.2%) 14 (0.6%) Incorrect dose 96 (4.0%) 79 (3.2%) 

Missing duration of treatment 2 (0.1%) 1 (0.0%) Incorrect duration of therapy  5 (0.2%) 11 (0.5%) 

Missing frequency or dosing 

schedule  

10 (0.4%) 7 (0.3%) Incorrect frequency or dosing 

schedule (but correct daily dose)  

22 (0.9%) 15 (0.6%) 

Missing route 7 (0.3%) 0 (0.0%) Incorrect route 9 (0.4%) 3 (0.1%) 

Missing formulation or brand 

name where relevant or required 

6 (0.2%) 4 (0.2%) Incorrect formulation  20 (0.8%) 27 (1.1%) 

Missing signature 15 (0.6%) 31(1.3%) Medication omitted when 

clinically indicated 

67 (2.8%) 105 (4.3%) 

Missing date 22 (0.9%) 9 (0.4%) Drug prescribed is not indicated 

for patient 

26 (1.1%) 8 (0.3%) 

Missing patient information 0 (0.0%) 1 (0.0%) Failure to take into account a 

drug interaction 

2 (0.1%) 4 (0.2%) 

Incorrect patient information 0 (0.0%) 0 (0.0%) Drug prescribed is contra-

indicated 

6 (0.2%) 0 (0.0%) 

Inappropriate abbreviation  3 (0.1%) 8 (0.3%) Duplicated therapy  

 

20 (0.8%) 21 (0.9%) 

Illegible or unclear prescription  1 (0.0%) 

 

2 (0.1%) Prescribing a drug to which the 

patient is allergic 

1 (0.0%) 1 (0.0%) 

Missing instructions for use or 

administration 

0 (0.0%) 4 (0.2%) Incorrect instructions for use or 

administration  

5 (0.2%) 7 (0.3%) 

Missing stop or review date for 

antibiotic therapy 

13 (0.5%) 7 (0.3%) Clinical total 294 (12.2%) 296 (12.2%) 

Missing indication stated for 

antibiotic therapy 

11 (0.5%) 6 (0.2%)    

Incorrect spelling of drug name 

(excludes minor misspelling of a 

drug name) 

1 (0.0%) 1 (0.0%)    

Technical total 96 (4.0%) 95 (3.9%) Overall total 

(errors / medication orders 

checked. includes omitted 

prescriptions in the denominator) 

390 (16.2%) 391 (16.1%) 

Appendix 2.15: Classification of errors 
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CAUSES OF 

PRESCRIBING 

ERRORS 

 

Key 

Green – intervention expected to 

directly influence theses causes 

Blue – intervention may influence 

these causes 

Orange – intervention may indirectly 

influence theses causes 

TEAM 

FACTORS 

PATIENT 

FACTORS 
INDIVIDUAL 

FACTORS 

TASK 

FACTORS 

WORK 

ENVIRONMENT 

The Causes of Prescribing Errors 

Physical and mental  

well-being 
 

Prescribers lacking 

concentration, feeling 

tired, stressed, unwell 

Attitudes 
 

Opinion that 

prescribing is of 

low importance 
 

Unwilling to use 

resources 

Education and Training 
 

Lack of skills, knowledge and 

experience 
 

Variable prescribing training 
 

Unaware of lack of knowledge 

or of making errors 

Other 
 

Complex patient 
 

Misplaced trust 

in patient 

Communication 
 

Patient is unable 

to communicate 

effectively 

System problems 
 

Poor provision to access 

patient information 

Practicalities 
 

Limited availability of 

aids when writing 

prescriptions e.g. 

protocols, calculator, 

ward pharmacists 

Resources  
 

Drug charts not 

user-friendly 

Time pressures 
 

Multiple wards, on-call 

shifts and ward rounds 
 

Pressures from nurses, 

relatives and pharmacy 
 

Working excessive hours 

Physical environment 
 

No desk space 

Workload 
 

Busy stressful environment 

with interruptions and 

distractions 
 

Many patients and prescribing 

for unfamiliar patients 

Defences 
 

Over-reliance on 

other members of 

staff to correct 

errors 

Communication 
 

Poor verbal and 

written 

communication 

within and between 

medical teams 

Multidisciplinary team-working 
 

Variable knowledge, 

experience and availability of 

pharmacists 
 

Pharmacists do not provide 

feedback 
 

Incorrect instruction from nurses 

Prescribing team 
 

Steep hierarchical culture 

within team; juniors unwilling 

to challenge seniors 
 

Lack of supervision and 

support from seniors 
 

Inexperienced medical staff 
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Appendix 2.16:  Causes of prescribing errors 
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