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Introduction

• The medication errors can result in severe patient harm  including death

• Most medication errors occur at prescribing & administration

• Most medication errors are preventable

• **High workload, time pressure, interruptions in day-to-day activity of physician 
and nurses are known patient safety concerns for medication errors

**Medication errors: what is their impact? Mayo Clin Proc Aug 2014 89(18) 1027
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Problem Definition

• The bed side staff is a multitasker 
• Safe drug administration consumes 25% of the shift time

• Audit by clinical pharmacists revealed ever increasing incidence of medication 
errors

• Adverse drug events
• Increased length of stay
• Financial burden to the family
• Collateral litigation risk for the hospital
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Audit findings
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Pre intervention medication errors data
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Medication errors data /1000 Patient days 

• In Pre intervention Phase from April 2018 to April 2019 total medication 
errors per 1000 Patients days was 33%

• Most of the errors was  administration errors 
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GAP ANALYSIS
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Objective

• To substantially decrease the medication errors

• To ensure safe medication environment in our ICU

• To increase the knowledge of nursing staff regarding medication use

• To improve patient care services
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Concept Note 

• A presumption that if we could somehow decongest the responsibility of the 

bedside staff by splitting the drug delivery process, we may be able to reduce 

medication related errors and hence the adverse drug events and simultaneously 

improve the care at the bedside.
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Methodology

• Look out for dedicated preparation and dispensing of IV medications
• Drug preparation room identified and customized (Medication bay)
• Based on prior errors as per the audits -
q Process flow created and refined as per the challenges encountered
q Prescription diary checklist was created for all patients- modified 
• Team meetings & discussions with nursing teams to decrease errors
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Methodology
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Medication verification nurse
(MVN)



Methodology
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Methodology (….Continued)
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• A dedicated nursing 
staff as  MVN

• Round the clock 
cover

• Clean clutter free 
medication 
preparation bay



Methodology (….Continued)

12



Methodology (….Continued)
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Tangible results
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Year wise Percentage of Total Administration Error/1000 
patient days
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Total Medication errors rate was decreased by 58% 
from pre intervention Phase 

70% reduction in Nursing administration errors 
from Pre intervention Phase



Tangible results
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Intangible Results
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Intangible Results
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Intangible Results
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Conclusion

• Improved medication delivery process with reduced medication errors

• Controlled management of high alert medications

• Nurse empowerment and Improved knowledge 

• A viable and self sustaining model with minimal recurring cost 

• Definite value preposition for all stakeholders- patients, healthcare staff, 

organization
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Thank You!


