
Research Week 2019

Aims

ResultsIntroduction

ConclusionsMethods

Fraginal, ANJ.1., O’Keeffe J.1, Bull, K.1,2, Tebbs, O.1,2

A Culture of Safety: 

Reducing Medication Errors

Epworth HealthCare, Richmond.

Clinical Education Department, Epworth HealthCare Richmond

Medication therapy is the most common intervention

for most illnesses, and with this, medication error risk

increases.

In 4 Cato Epworth HealthCare Richmond, there were

8 medication errors from February to May of 2019.

The most common contributing factors are displayed

in Figure 1.

The aim of this study was to evaluate the evidence

that use of electronic prescribing software can reduce

medication errors related to documentation and

misread orders.

A systematic literature search was undertaken to

evaluate whether introduction of electronic prescribing

decreases medication errors.

Eight non-randomised studies were identified and the

key findings were synthesized. The identified studies

observed the difference in medication errors before

and after implementation of Computerized Physician

Order Entry (CPOE) software.

A reduction of medication errors and erroneous

prescriptions was reported in 4 studies. One showed

33% reduction in preventable adverse events (ADEs).

Another showed a 20% decrease in mortality rate in

children.

In contrast, two studies reported no changes in rates

of preventable ADE’s and one resulted to increased

overall ADE’s.

CPOE can help prevent medication errors by ensuring

clear, complete and legible scripts and lessens paper

work. As one of the most common causes of medication

errors are misread orders and documentation related,

CPOE helps prevent such events.

A multi-disciplinary system approach that involves patients

and all members of the healthcare team and robust

policies and procedures are still required to achieve

sustained decreases in the occurrence of medication

errors.
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FACTORS CONTRIBUTING TO 
MEDICATION ERRORS

Effectiveness of CPOE

Author Intervention Findings

Mir et al. (2009) CPOE • 10-fold decrease in erroneous (missing, incomplete)

prescription information

Leung et al. 

(2012)

CPOE • Preventable adverse drug events decreased by 33%.

• Increase in overall adverse drug events

van Doormaal et 

al. (2009)

CPOE • Significant reduction in medication errors.

• No change in preventable adverse drug events

King et al. (2003) CPOE • Significant decrease in medication errors.

• No decrease in adverse drug events

Devine et al. 

(2010)

CPOE • Significant reduction in errors, especially of Illegibility.

• No significant reduction in preventable adverse drug

events

Collin et al. (2008) CPOE • Ordering of some tests (full blood counts, urea and

electrolytes, and chest roentgenograms) reduced.

• Ordering of other tests (computed tomography)

increased

Bartos et al. 

(2008)

CPOE • Healthcare workers directly involved in CPOE

implementation had negative feelings towards CPOE

and felt a decrease in power; as they see it interfering

with their work and increasing time on rounds, spending

more time at the computer, less time at the bedside.

Other staff who are not directly involved do not have

much negative feeling towards it due to them having

less responsibilities and maximizing CPOE’s benefits

Longhurst et al. 

(2010) 

CPOE • Mortality in the children’s hospital decreased by

• 20% (0.8%-40%)

Figure 1 Factors contributing to medication errors

Table 1 Summary of Study Findings


