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Background

Interruptions have been identified as a contributory
factor to medication errors.

Evidence that interruptions during medication
administration 1 errors

Much research quantifying the volume & type of
Interruptions on medication rounds

Safety agencies have advocated the use of visual
symbols during the medication round

Limited evaluation of the strategies to address these
Interruptions.



Objective

To assess the value of a set of
Interventions in reducing the interruption/
distraction rate during medication rounds




Methodology

Pre and post-intervention observational study of
nurses undertaking medication rounds.

Observation of 32 medication rounds; 16 pre- and
16 post-intervention

No. & source of interruptions pre- and post-
Intervention recorded & compared.



INnterventions

Education

Red Aprons
Checklist
Sighage on ward

Patient information leaflets



Checklist for Medication Round - ‘Do Not Disturb’ Protocol VERSION 2

Before you Begin

1. Advise colleagues that you are beginning the round and to intercept any queries arising.
2. Organise management of the medication keys.

3. Collect all equipment required for medication round - sharps bin, medication cups etc.

4. Advise students accompanying you to reserve questions until the round is fully complete.
5. When ready to begin, put on Red Apron.

During the Round

6. Hang the ‘Do not Interrupt’ sign on the door of each bay and close the door.

7. Do not engage in CONVERSATION unrelated to medication delivery.
8. Do not allow INTERRUPTIONS during medication round, unless emergency:
- if interrupted, state: "on medication round at present. Please speak to a colleague.”
- other staff members field phone calls & interruptions for nurses on medication round.
9. Focus on ONE patient at a time:

> only one kardex at a time, on the drug trolley

= deliver one patient’s medication at a time.

10. Do not administer medications if: o X
Contact the prescriber to amend prescription. If

> the ALLERGY box on the kardex has not been completed. required, escalate the issue to more senior
. s . members of the team to ensure doses are not
> the prescription is ILLEGIBLE and /or unclear. missed.

11. Apply 5 RIGHTS: right medication, right patient, right dose, right time, right route.
12. For all medications, verify the patient ID by checking the MRN on the kardex against the MRN on the ID band
and asking patient to state name and date of birth.

13. Involve a 2™ PERSON in checking process, for higher risk medications (see table below).

14. WITNESS consumption of medications by patient before signing kardex.

CHECKS REQUIRED* MEDICATIONS APPLICABLE -
s = - Most oral medications (exceptions listed below)
Single Person Administration - Enoxaparin (Clexane®) doses less than or equal to 40mg

= Tinzaparin (Innohep@)) 3,500 or 4,500 units pre-filled syringes

= IM injections

GZ=20mMI0O

Double Check Administration

= IV & SC medication not requiring pump administration

. = . nd
Double checking of medication by a 2 . Warfarin

Reisen = Medications involving calculations :.
= Both practitioners must sign the kardex - Weight-related drug doses T
E
= Medications requiring pump administration L
Two-Person Administration = Controlled drugs (MDAs) ?
= Double checking of both medication & patient = Chemotherapy T
1D by a 2" person. - Insulin o
= Administration witnessed by 2nd person = Tinzaparin (Innohep"") doses greater than 4,500 units
= Both practitioners must sign the kardex - Enoxaparin (Clexane®) doses greater than 40mg

= Clinical trial medications

* Reference: Medication Management Protocol, MNA(Pt) 007, Version 4 SIH. Dec. 2009 ‘Do Mot Disturb Project” Med. Safety Office,




Alert!

n The

i RED APRON

means:
Do NOT Disturb
Nurses
Administering

Medications

Focused on Patient Safety... for YOU!




Results:

Highly significant (p<<0.001) decrease In the
Interruption rate post-intervention relative
to pre—intervention

Rate of interruptions post-intervention 0.43
times that of the pre-intervention level



Fig. 3 Interruption rate per hour for each source of interruptions
pre and postintervention
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Results:

Interruption

Source

Pre-Intervention
Observations

Post-Intervention Observations

Staff nurses were the
greatest source of
interruption

Awareness of the impact of case-
irrelevant conversation

‘Key holder’ system effective

Third largest source of
interruptions

Behaviour changes were noticeable

Category least amenable
to control

Behaviour change challenged by rapid

patient turnover.

Related to nurse seeking
missing prescription
sheets /equipment.

Interruptions reduced by improved
workflow organisation, planning &
teamwork.

Disjointed work pattern

Streamlined work practices /teamwork
apparent:

- second nurse acting as a ‘runner’

- single trip to collect missing meds




Bay door left open.

High levels of staff traffic
and ambient noise within
bay.

Closing the bay door reduced the
ambient noise to much lower levels.
Traffic was minimised as staff
assessed the need to enter the bay.

Nurses were frequently
interrupted at the trolley
and 1n the corridor.

Visitors were alerted by posters and
aprons. Less noise and fewer staff
interruptions created a calmer
environment on the round.

Doctors interrupted with
non-essential queries.

Doctors limited interruptions to
times when critical information had
to be communicated.

Phone calls were one of
the most disruptive types
of interruptions.

Eastest source of interruptions for
staff to divert from the nurse
undertaking the medication round.

None: pre- or post-intervention




Results: Questionnaire

Respondent Opinion Regarding the
Beneficial Effects of ‘Do Not Disturb' System (n=41)
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Results: Questionnaire

Respondent Opinion Regarding Future
of 'Do Not Disturb' System (n=41)

“ " Agee stong
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across hospital
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Requirements

Red aprons (€ 137/year)
2 X apron holders in clinic room
Hooks for bay/side room doors

Laminated colour signs
Checklists for trolleys
PILs

Energy & Motivation of All the Workforce!



Conclusions

High levels of interruptions from multiple sources
during medication rounds on the AMAU

A multi-factorial approach was successful In
reducing the interruption/distraction rate

Measures interacted and reinforced each other,
making it difficult to assess the impact of any
single intervention in isolation.

System iIs being expanded hospital-wide on a
phased basis.
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