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Omission of medication doses occur for variety 
of reasons and have been reported in 
publications as a common occurrence. The UK 
National Patient Safety Agency (NPSA) has 
reported that up to 20% of medication errors 
were omitted doses. Australian studies show 
an omission rate of up to 11% with 86% of 
omitted medications placing patients at some 
risk of harm.  
 

Although majority of incidences are 
insignificant, it is important to recognise that 
harm can arise from omitted or delayed 
medication administration especially with time 
critical medications. Omitted doses of these 
medications may increase length of stay and 
cost to the health service. 

Background 

Within 6 months, 100% of patients in the 
General Ward are signed for as receiving their 
medications and/or have clear documented 
reasons for omitted doses. 

Aim 

• Graudins et al. Multicentre study to develop a 
medication safety package for decreasing inpatient 
harm from omission of time-critical medications. Int 
J Qual Health Care 2015;27(1):67-74 

 

• Rapid Response Report NPSA/2010/RRR009: 
Reducing harm from omitted and delayed medicines 
in hospital. National Patient Safety Agency, 2010. 
http://www.nrls.npsa.nhs.uk/alerts/?entryid45=667
20 (Last date accessed 7 December 2015) 

Literature Review / References 

Aligned with the National Safety and 
Quality Health Service Standards 

IIMS and anecdotal reports indicated that 
Dubbo Health Service has a similar issue to the 
rest of Australia and the UK with omitted doses 
and no clear documented reason for dose 
omissions. 
 

Case 1: Temporal Arteritis  doses not 
administered; 3 day delay in receiving 
appropriate treatment 
 

Case 2: Parkinson’s  deterioration due to 2 
days of omitted medication 
 

A pre-intervention audit of 53 patients with a 
total of 2061 charted doses indicated an 
omitted dose rate of 11.1% (n = 228). 

Problem Identified 
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Results 

Brainstorming on the causes of omitted 
medication was conducted by the project team 
and a cause and effect diagram was produced. 
It was identified that the main issues were the 
lack of staff awareness and education.  

Diagnosis of the Problem 

• Periodic in-services 
• Medical & Nursing Orientation 
• Maintaining visual prompts on wards 
• Online orientation/education module 
• Audit tool for regular sustainable audits 
• Medication safety in Patient Rounding 

Sustaining the Improvement 

• ACI Innovation Exchange 
 

• The Society of Hospital Pharmacist of 
Australia Medication Management 
National Conference 
 

• Western NSW LHD Health Awards 

Sharing the Change 

Results 

A post-intervention audit of 57 patients with 
a total of 2062 charted doses showed a 
reduction in dose omissions from 11.1% to 
4.8% (n = 99). It also indicated a reduction in 
time critical medication omission rates from 
90% to 30.8%. 
 

Documentation of reasons for withheld 
doses  improved from 21% to 85%. Pre-
intervention, 91% of patients had an omitted 
dose as oppose to 56% post-intervention. 

Outcomes 
• 95.2% of patients in the General Ward were 

signed for as receiving their medications 
and/or have clear documented reasons for 
omitted doses 

• Nursing and medical staff are more aware of 
omitted medication administration and 
documentation. 

• Incorporation of omitted medications in 
Patient Rounding 

• Nursing handover with medication charts 
 

Interventions were carried out over a period of 
4 months: 

Interventions 


	Slide Number 1

