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ePrescribing The basics
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(= Medication Chart View.
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Evidencebased Benefits

Risk ratio
Study (95% CI)

Potts (2004) —_— 0.01(0.00, 0.01)
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Reduction In risk of error

Decreased risk of medication errors as a result of several
factors including:
I more legible and complete prescriptions

guidance for inexperienced prescribers

alerts for contra -indications, allergic reactions and drug -drug

interactions

support for timely and accurate medicines administration




Passiveadecision support

On themenu
(non-interruptive)
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Ceftazidime i BD Sgssion Info
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eCarrots
Helping doctors talo things right

Ibing

eSticks

Making doctorsdo the right things
Active decision support

In yourface
(interruptive)
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X Contraindication disallowed: Benzylpenicilin is contra-indicated by Allergy to Penicillin




Basic Passive Suppc

. Add Regular prescription

Drug | Furozemide
Alternative

Boute  |Intravenous Baolus Frequency | Once per day

I Uitz n,] I Stark -5t.-"arh-r

Tk off Al

X This farm is not walid For this route,

Description - Effect on safety

Set basic parameters of fields - Reduce errors due to grossly

E.g. Numeric/text, required erroneous information
fields




StructuredOrders

Prescribe - Find a Medication x

r

BROWN, Peter (Mr) gon 14-Jul-1945 (65y) GenderMale  wHs no. 129 728 7652
Phons and omail 020 81234567 | | |{) Known A

Quick Lists

Find: (O generic () BRAND (=) Both
clal
clarithromycin

Dose Form Frequency Duration
DOSE 250 mg oral solid twice a day for 7 days

DOSE 500 mg oral solid twice a day

End of 2 template prescriptions

Description - Effect on safety
Templates for orders - More complete, actionable

Guide choices with allowable orders
values, defaults




Active Decision Suppc

tion & Communication System - A. Doctor

sk Patient  Print  Help
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Description Effect on safety

Real time prompts at the time Reduced errors of omission
of order entry based on or commission

explicit rules




Barcoding Medication Administration

Hospital databases:
Integrated or stand-alone

Hospital
Information

Systems
Nurse ID badge (HIS)
barcode T

Information

System
Patient wristband (LiS)
ID barcode

Client
hardware

Barcode
Medication ID scanner

barcode

=

Pharmacy
Information

System (PIS)

Other
Information
Systems

Computer server/
application
software

Table 1.

Errors Detected by Bar-Code Medication Administration System

No. Prevented

Error Type Errors

No. (%) Errors

No. Observed
Discrepancies

Total

Rated
Moderate or Severe

Dose early 268

145 413 (44)

15(4)

No order in system 158

81 239 (25)

50(21)

Wrong dose 67

1m 178 (19)

8(4)

Expired or discontinued order 71

94 (10)

8(9)

Exceeds maximum daily dose 11

11

0

Wrong route 4

10(1)

0

Total 579

945

81(9)
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Process improvements

I Improved communication

I between different departments and care settings

I Reductions in paperwork -related problems

1 e.g. fewer lost or illegible prescriptions
I Clearer and more complete audit trails

I Improved formulary guidance and management




Possibléharms

New sorts of problems
Key stroke errors
Picklist errors

Sociotechnical issues
Human-computer interactions
Alert fatigue
MWorkaroundso

TOERRTS SYSTEM
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Safer Hospitals, Sater Wards. NHS England 2013

ePrescribing System Components

Integrated across
care sectors

Integrated with
other local systems

medicines optimisation

audit tools
i pescr | Medinesaaminiscan
7 > .omplex scheduling
lntegratlon errescribing edicines aaministration
* End to end prescribing * Scheduling
* Preparation support

* Simple medicines
Basic audit functions e.g. delayed, omitted doses * Infusions * Bar-code support

Allergy checking, interactions, standard * Specialist prescribing

Reference access e.g. BNF

Standalone system

Formulary management

general or specialist

Medicines standards - dm+d, dose syntax, GS1

Messaging standards

Display standards

Maturity

Foundations




The Implementation Lifecycle

O o o

CONCEPTUALISATION PROJECT FUNCTIONAL
INITIATION SPECIFICATION

SYSTEM PROCUREMENT/ DRAFTING A
CHOICE TENDERING BUSINESS CASE

CONTRACTING PRE-IMPLEMENTATION IMPLEMENTATION

—
I
I
I

SYSTEM OPTIMISATION (MAY INCLUDE UPGRADE OR NEW IMPLEMENTATION

www.eprescribingtoolkit.com



http://www.eprescribingtoolkit.com




