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BACKGROUND DIAGNOSTICS
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medical errors occurring in hospitals (Kohn et al . : . .
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AIM & MEASUREMENT DEFINITION CHANGE IDEAS
Aim: To reduce the number of errors on drug charts at St Mary’s
PlCU by at |east 50% by March 2023 /Daily MDT bedside ‘Prescribing \

round’ with doctor / pharmacist —
to address prescribing errors

Measure: Number of errors on each inpatient drug chart currently * Daily MDT bedside ‘Prescribing
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admitted on the unit. # address administrative errors
. e Prescribing
Prior to intervention, number of drug errors were recorded on a baseline of 15 inpatient drug charts. round” with doctor / pharmacist /
Following intervention, number of errors on each inpatient drug chart was counted initially daily and nurse —to address prescribing ang
later weekly. Number of charts reviewed varied depending on number of inpatients (range 7-15). adminsiativecrors
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