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Prescribing Errors 

• international problem 

• patient safety issue 

• complex causal 
relationship 

• poorly understood 

• damages training 
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“A cheerful heart is good medicine, but a crushed spirit dries up the bones.  
(Proverbs 17:22)”.  



Literature review  

Great variation in the paediatric medication error rates 
reported due to differences in study design  

– prescribing error rate 0.45 to 30.1 errors per 100 
orders in the USA  

– drug administration error rates varied from 0.6% to 
27%  

Dosing errors are the most common type of 
errors in paediatrics (particularly 10-fold or 
greater overdose caused by calculation errors)  



What is your experience? 

• personal… 

• organisational 

– prescribing error 

– administration error 

– ‘near miss’ event 

• what measures are in place to minimise risk? 

• is this enough? 



How big is the problem in our hospital?  
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ABSTRACT  
Objectives: To determine the incidence and nature of 
prescribing and medication administration errors in paediatric 
inpatients.  
Design: Prospective review of drug charts to identify 
prescribing errors and prospective observation of nurses 
preparing and administering drugs to identify medication 
administration errors. In addition, incident reports were 
collected for each weird studied.  
Participants: Paediatric patients admitted to hospitals and 
nurses administering medications to these patients. Setting: 
11 wards (prescribing errors) and 10 wards (medication 
administration errors) across five hospitals (one specialist 
children's teaching hospital, one non-teaching hospital and 
three teaching hospitals) in the London area (UK).  
Main outcome measures: Number, types and  
•' : J 'L: J:  

•What is already known about this topic  

Medication use in paediatrics is particularly prone to error.  

Limited evidence from the US suggests that medication 
errors and corresponding harm could be higher in children 
than in adults.  

There have been no large-scale studies to investigate the 
incidence of prescribing and medication administration 
errors in the UK hence, the epidemiology of medication 
errors in the paediatric inpatient setting in the UK is unclear.  

Results: 391 prescribing errors were identified, giving an overall 
prescribing error rate of 13.2% of medication orders (95% CI 12.0 to 
14.5). There was great variation in prescribing error rates between 
wards. 
Incomplete prescriptions were the most common type of prescribing 
error, and dosing errors the third most common. 429 medication 
administration errors were identified; giving an overall incidence of 
19.1% (95% CI 17.5% to 20.7%) erroneous administrations. Errors in 
drug preparation were the most common, followed by incorrect rates of 
intravenous administration. 
 
Conclusions: Prescribing and medication administration errors are not 
uncommon in paediatrics, partly as a result of the extra challenges in 
prescribing and administering medication to this patient group. The 
causes and extent of these errors need to be explored locally and 
improvement strategies pursued. 



Clinical Responsibility 

• Clinical Governance (patient safety) - Hospital 
Trust (organisation) 

• standards of care – NHS 

• training standards – Colleges 

• trainee performance – Deaneries 

• doctor indemnity – NHS and insurance 



RCPCH Curriculum 



RCPCH Assessment 

Assessment of  
competence 

Assessment of  
performance 

MRCPCH part 1 

MRCPCH part 2 written 

MRCPCH clinical 

Multi-source feedback annually 

Mini Cex  

CBD  

ST4 
ST5 

 

 

 

 

ST6 
ST7 
ST8 

Multi-source feedback annually 
CBD 
Mini Cex 

Portfolio and trainers reports 
D

O
PS as required Multi-source feedback annually 

CBD (with external validation) 
SAIL 

Structured 
paediatric 
assessment 

ST3 
ST2 
ST1 Level 1 

Level 3 
Level 

2 

Year of Training 



Prescribing Assessment 

• entry to specialty training 

• part of induction process 

• completion of training (penultimate year) 

• sub-specialty training 

• within workplace-based assessment 

• if concerns about practice 

√ 

√ 

√ 

√ 





Paediatric Prescribing Summary 

Don’t forget: 

– Age 

– Weight 

– Show your calculations initially 

– Always use local guidelines or BNFC to check doses 

– Prescribe in dose rather than mls whenever possible 

– If you are ever unsure, always ask for help from a 
senior colleague or pharmacist 

 

 
 



Trust Assessment 
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Paediatric Prescribing Assessment Tool 
(PPT) 



London experience 

• 114 trainees entering ST1 training 

• attended 1 day induction programme 

• safe prescribing teaching included 

• PowerPoint in small group format 

• initial evaluation positive 

• e-survey (QuestionPro) after 5 months 



Electronic Survey results 

• 86% response rate overall 

• 90% previous paediatric prescribing experience  

• 50% had no prior paediatric prescribing training 

• 25% no assessment previously, 40% adult only 

• 70% training relevant and aided practice 

• 55% further site specific training 

• 25% prescribing skills assessed locally 

• 38% prescribing errors 



Did you feel prepared to take on the 
responsibility of prescribing in ST1 



Why is paediatrics so different? 

• unlicensed & off label drugs 

• age band 

• weight based prescribing 

• gestation based prescribing 

• dose rounding 

• indication based prescribing 



Possible Interventions 



Tutor experiences 

• is it part of your role/responsibility? 

• what approach has your department/Trust 
taken? 

• is there anything that you do routinely? 

• what does your institution require to 
demonstrate safe practice? 

• have you introduced any additional measures? 



DATE: 11th October 2013 

Paediatric medication error (PME): 
the nature of the problem in the UK 

and what works to address it – a 
systematic review 

Katy Sutcliffe - September 2014 



Research 
Initial aim: To identify research evidence and 
describe the research field in relation to Paediatric 
Medication Error (PME) 

Design: Systematic Review - to provide a 
comprehensive and unbiased account of research 
evidence on PME 

3 questions for in-depth analyses: 
‘What is the nature and extent of PME in the UK?’ 

‘What works to reduce the incidence of PME?’ 

‘What are key features of effective interventions?’ 
 
 



PME in UK: Findings 
Strong Evidence 

• primary care: off-label prescribing resulting in dose 
errors common (1 in 4 children Ekins Daukes 2004) - wide 
range of drugs 

• Type of drug/age of patient affects whether 
underdoses or overdoses more likely to be prescribed 

Promising Evidence 
• acute care - dose errors most common error type - 

account for approx. 1/5 of all errors  

Evidence Gaps 
• reporting voluntary & inconsistent – inaccurate 

picture 



What works to reduce PME?  

Multiple studies on 3 intervention types  
• Electronic prescribing (EP)  

• Clinical decision support tools (CDST)  

• Education  

Single studies on 6 intervention types 
• Ward based pharmacist support 
• Paediatric formulation 
• Pre-printed structured prescription order forms 
• Integrated care pathways 
• Mass concentration labelling 
• Patient history taking 



http://rcpch.learningpool.com/ 



RCPCH Strategy 
• curriculum review– [undergraduate curriculum] 

• ST selection 

• prescribing e-learning materials 

• assessment 
– PPT (Paediatric Prescribing Tool) 

– MRCPCH 

– ?prescribing mini-CEX/CbD 

– START 

• Safe Medicines Network 

• Paediatric Care Online project 

• ePrescribing development 
 



 



 



Conclusions 

• paediatric prescribing is clinical risk area 

• competence is clinical governance issue 

• Hospitals should assess readiness 

• Schools should focus on training/support 

• College should make tools available for 
assessment (PPAT/DOPS etc) 

• national requirement for ePrescribing/CDST 



Any questions? 


	Safe Prescribing Workshop
	Outline
	Prescribing Errors
	Slide Number 4
	Slide Number 5
	What is your experience?
	Slide Number 7
	Clinical Responsibility
	Slide Number 9
	RCPCH Assessment
	Prescribing Assessment
	Slide Number 12
	Paediatric Prescribing Summary
	Trust Assessment
	Slide Number 15
	Paediatric Prescribing Assessment Tool (PPT)
	London experience
	Electronic Survey results
	Did you feel prepared to take on the responsibility of prescribing in ST1
	Why is paediatrics so different?
	Slide Number 24
	Tutor experiences
	Paediatric medication error (PME): the nature of the problem in the UK and what works to address it – a systematic review
	Research
	PME in UK: Findings
	What works to reduce PME? 
	Slide Number 30
	RCPCH Strategy
	Slide Number 32
	Slide Number 33
	Conclusions
	Slide Number 35

