Prescribing and
® monitoring errors in
primary care

Professor Bryony Dean Franklin

Professor Tony Avery, Dr Maisoon Ghaleb, Professor Nick
Barber, Professor Bryony Dean Franklin, Professor Soraya
Dhillon, Dr. Sarah Armstrong, Dr. Sarah Crowe, Dr. Anette
Freyer, Dr Rachel Howard, Dr. Cinzia Pezzolesi, Mr. Brian
Serumaga, Glen Swanwick and Olanrewaju Talabi

1 N . .

P/ INY : : The University of
- — W School of University of . r yersty
ASLOVBY ;harmacy @Reading e W & | Nottinghom

UNITED KINGDOM - CHINA - MALAYSIA




e ¢ » |Background

Prescribing errors an important cause of
morbidity and mortality

However, few large-scale studies in primary
care to assess the size of the problem.

* In 2009, the UK’s General Medical Council
oublished a report on prescribing errors in
nospitals.

e In 2010-11 our team was funded by the
General Medical Council to do a
complimentary study in primary care.
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To determine the prevalence, nature and
causes of prescribing and monitoring errors in
general practice




®e o The UK system

« Each person registered with a
local doctors’ practice (general
practitioner “GP”)

* A GP referral is needed to
access most secondary care
services (no direct access to
specialists)

* Routine medication prescribed
by the GP, but some specialist
and “hospital only” medication
prescribed by clinic / hospital




Methods

Quantitative

* Retrospective review of
medication items
prescribed over a 12
month period to 2%
sample of patients from
15 general practices

 Descriptive and
multivariable analysis
of factors associated
with error.

Qualitative

* Interviews with 34
prescribers regarding
70 potential errors

* 15 Root cause
analyses of potential
errors

* 6 focus groups with
staff in General practice



Prescribing error definition

m prescribing error occurs when, ag

result of a prescribing decision or
prescription-writing process, there is
an unintentional, significant:
Reduction in the probability of
treatment being timely and effective
or

Increase in the risk of harm when
compared to generally accepted

practice.” Dean et al (2002) /




Monitoring error definition

“A monitoring error occurs when a
prescribed medicine is not monitored in
the way which would be considered
acceptable in routine general practice. It
Includes the absence of tests being

carried out at the frequency listed in the
criteria, with tolerance of +50%. If a

patient refused to give consent for a test,
then this would not constitute an error”./

Barber et al (2009)



e o o |ldentification of errors

~
« Research pharmacists reviewed all
prescriptions to identify “potential errors”
V),
~

 Multidisciplinary panel discussed each potential
error

_J

 Classified as prescribing error, monitoring error,\

“sub-optimal prescribing”, or legal problem

_/




® ® © |Characteristics of patients

 Random sample of 1,777 patients.

* Mean age of 39.3 years (standard deviation:

22.7 years)
* similar age distribution to the English population

* 884 (49.8%) were female



e o o | Results

* 6,048 unigue prescription items were
reviewed involving 1,200 (67.5%) patients.

* The prevalence of prescribing or monitoring
errors was 4.9% (95% ClI: 4.4%-5.4%).

* The vast majority of the errors were of mild to
moderate severity.

1 In 550 items associated with a severe error.



e o o | Prevalence of error
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e ¢ o |Error rates for different patients

All patients (n=1,777)
Patients who received at least
one medication (n=1,200)

Patients who received at least
one medication AND aged 75
years and older (n=129)

Patients who received five or
more medications (n=471)

Patients who received 10 or
more medications (n=172)

12% (95% Cl 10.5%-13.6%)
17.8% (95% Cl 15.7%-20%)

38% (95% CI 29.5%-46.5%)

30.1% (95% CI 26.6%-35%)

47% (95% CI 39%-54%)



Generic/Brand name error
Formulation error
Quantity error
Inadequate documentation in medical records
Allergy error

Interaction error
Duplication

Incorrect drug
Contraindication error
Unnecessary drug
Omission error
Frequency error

Timing error
Dose/strength error

Incomplete information

Percentage

Types of prescribing error
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® @ © |Severe errors

* There were eleven severe errors
* nine involved warfarin monitoring
* two involved prescribing a drug to which the patient
had a documented allergy.
 Of the nine warfarin-monitoring errors, eight
occurred in the same GP practice, where it was
routine practice to prescribe warfarin without
knowledge of the patient’s INR.

* No documented evidence of any actual harm
arising for any of these severe errors.



e o o | Factors associated with errors

Increased risk:
* Age
— Less than 15 years (odds ratio 1.87 (95%CI 1.19-2.94)
— Greater than 75 years (odds ratio 1.95 (95%CI 1.19-3.19)

 Number of unique medication items prescribed (odds ratio
1.16 for each additional medicines prescribed)

 Preparations in the following therapeutic areas:

— (cardiovascular, infections, malignant disease and
Immunosuppression, musculoskeletal, eye, ENT and skin)

Reduced risk:
* Female gender (odds ratio: 0.66, 95%CI 0.48-0.92, P=0 .013)



® ® © [Causes of errors

* A wide range of underlying causes of

error were identified relating to:

— Prescriber

— Patient

— Team

— Working environment

— Task,

— Computer system

— Primary/secondary care interface



o0 Recommendations

* GP training.

 Continuing professional development for GPs.

* Clinical Governance.

* Effective use of clinical computer systems.

* Improving safety systems.

* Pharmacists more involved with medication
review



® & & | Summary

* Prescribing errors in general practices are
common, although severe errors are unusual.
* Many factors increase the risk of error.

e Strategies for reducing error should focus on:
* GP training
e continuing professional development for GPs
» effective use of clinical computer systems
 Improving safety systems within general practices
 Improving systems at the interface with secondary
care
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