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Lack of access to
patient’s full
previous
medication
history

Lack of
understanding of
policies and
guidelines

Drug history
taking processes,
source of
information not
standardised

Patient’s notes
not available — in
use by other
healthcare
professional

GSTT issues with current prescribing and medicines

administration processes

Decision to
prescribe

Locating
resources away
from patient’s
bedside ege BNF,
guidelines on
DMS. Relying on
hardcopy
availability

Results and
patient information
on systems which

do not
communicate with
each other. Risk in
transcribing
results and
information on
various hardcopy
forms
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! Duplication of ! No system for }
} information ! alerting nurses |
! during process } when medicine !
Information not \ eg. [ administration is \
readily available ! demographics, } required !
to the prescriber } drug names ! S }
| \ No prioritisation of [
No mandatory ! Risk of error in } medicines !
field to express | transcription ! admlnlstratl.on for |
method or route \ [ nurses — reliant on |
of administration ! Prioritisation in } going around each !
- time } dispensary is ! bed looking at }
consuming for \ difficult due to } each chart }
nurses and | multiple sources | , |
phqrmamsts later | of work with | Rotentlal for |
in process \ different } missed doses }
S urgencies. [ . [
Leads to } Nurses requiring }
~No mandatory complex information about |
fields to complete prioritisation Confirmation of how to administer !
on drug chart process, difficult order completion drugs may require !
which requires to achieve time consuming — them to leave drug
intervention by manually. reliant on phone round to check.

pharmacy staff
and delay in order
process e.g. dose
strength

Verification of
order — current
system requires
order and
pharmacist
carrying out
clinical screen to
be in the same
location. Time
dependent.
Remote access
would resolve.

calls

Information for
patients — source
of information may
not be in clinical
area

Reminder cards
for patients — time
consuming to
generate
manually.
Duplication of
information
already recorded
elsewhere

No audit system
for dose change.

Information about
a medicine’s
effectiveness not
readily available.
Risk of carrying on
with a medicines
that is not effective
if not monitored.

Sources of
information are
away from
patient’s bedside.

edication
working?

Yes

A/

Information for
discharge

On discharge
entire patient drug
list needs to be
rewritten —
duplication of
effort, risk of
transcription errors

Delays in
transferring
information to
other healthcare
professionals,
generating orders
for medicines,
coding

Legibility — errors
in continuing care,
errors in coding

Reporting

Manual data
collection and
reporting — from
paper based
notes and
disparate
systems — time
consuming

Audits can
involve manual
note pull
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I
Accurate list
available of

current
medication in one
place

Allergies flagged
up with
demographic data

Patient allocation
tool

GSTT assumed impact after EPMA implementation

Decision to
prescribe

S I
Knowledge
support - Decision
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Alert system to
Knowledge Prioritisation of nurses to
support order administer
processing medications
Dosage / Interface with
frequency pharmacy robot Recording of
information and stock medicine

Knowledge of
legal
requirements

Electronic
pharmacist
verification and
intervention
record

Electronic chart
or prescription
cannot run out of
space

support for
prescribe
(evidence base)
and link to GSTT
policies and
guidelines

Access to
formulary

Relevant test
results available

Alert to check for
specialist
prescribed drugs

/Iélag to pharmacy

staff that medicine
has been ordered

Order forms
transmitted
electronically

Legible and
complete orders

Electronic
pharmacist
screening

Process efficiency
and
communication

control system

Electronic
prescription is
widely available

Legible and
complete orders

Flagging system
that order has
been processed

Information
available to patient
or nurse as
appropriate,
regarding how to
take/administer
medications

administration

Information
available on
medicine
administration
method

Permits
prioritisation of
ward rounds and
medicines
administration

Robust audit trail

Legible and
complete
instructions

Electronic
prescription is
widely available

Patient allocation
tool

Objective data
monitoring

Recording system
for dose and
medicine change
including clinical
decision rationale
— available in one
place to all
clinicians involved
in patient’s care

Electronic chart or
prescription
cannot run out of
space

working?

Yes

Y

Information for
discharge

Process efficiency
and
communication

Record of
medicines and any
changes to these
during stay

Electronic link to
EDLs to relevant
primary healthcare
professional

Electronic link to
coding

Electronic
production of
patient information
to patient

Reporting

Easy to
formulate
reports from
solution without
need for manual
trawl.

Robust audit
trail.




