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OverviewOverview

Development of alerts for HRMs as a change management tool

• increased awareness of medicines that are high risk

• decreased potential for harm to patients

Survey 

• impact of alerts within health services

• changes made

• systemic barriers

• future directions

PINCHS

• Potassium, Insulin, Narcotics, Chemotherapy, Heparin and 
Systems 



Purpose of developing alerts

Change management (Kotter)

1. create urgency

2. form a guiding coalition

3. create a vision for change

4. communicate the vision

5. remove obstacles

6. create short term wins

7. build on the change

8. anchor the change



Change management – create a sense of urgency

‘…..an order for oral liquid potassium chloride was 
drawn up in a syringe to be given to a patient via an 
enteral feed tube

……….the nurse proceeded to give the oral
potassium chloride through the intravenous line…..

….the patient required resuscitation and spent 5 
days in ICU’



Change management –
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Guiding coalition - methodology

• literature review

• consultation with healthcare 
experts

• formatting with 
communications expert

• endorsement by the VMAC

• dissemination to chief 
executive officers, quality 
managers, doctors, nurses 
and pharmacists

• development of the website

• survey

• thematic analysis



Methodology - website



Change management – Create a vision for change

Contributing factors

Recommendations

Moving from potential harm to safe care

Actions

Roles and responsibilities

Quality use of 
medicines alert

WRONG ROUTE ADMINISTRATION OF 
ORAL LIQUID MEDICINES



Vision for change



Change management –remove obstacles and create short term wins



Change management – build on and anchor the change



High Risk Medicines Alerts - Survey

Designed to gain feedback on:

• increased awareness

• improved patient safety 

• change 

• relevancy

• perceived barriers

• proposed areas for future 

• format and content of alerts

• future directions

ClassApps.com

SelectSurveyASP Advanced



Survey results – respondents

Pharmacists 53% Nurses 31%

Doctors 3% Others 5%



Survey results

2%12%86%considered to assist 
us in identifying areas 
for improvement

2%8%90%considered to improve 
patient safety

5%24%71%Relevant

2%11%87%increased awareness

2%12%86%useful for effecting 
change

DisagreeNeutralAgreeThe alerts were:



Survey results

Describe changes made in your organisation…



Survey results

Themes:

• stocks rationalised and labelling reviewed

• policies procedures and protocols reviewed

• orientation and education materials revised

• charts revised



Survey results (insulin) – you told us….

‘….the alert prompted a meeting between the medication safety 
officer, head of endocrinology and principal diabetes educator. All 
protocols were collated and reviewed and the range of stocks in 
the clinical areas were reviewed. An audit was done of all the 
fridges and their insulin stock. Our action plan included regular 
review and circulation of any incidents involving insulin. 
Orientation and educational material for junior doctors was 
reviewed and we conducted a trial of stickers on drug charts to 
alert staff ‘type 1 diabetic – adjust dose but do not withhold…’

‘….changes made to the way insulin stored at ward level. Advice to
GP’s re prescribing in units rather than ‘u’ – this has been difficult 
to implement as GPs do not believe they have to prescribe in units 

even when provided with recommendations….’



Survey results (wrong route administration) – you told us….

‘….oral dispenser were introduced in September 2008. 
There was an extensive education program and 
promotion of the use of oral dispensers. I believe the 
use of oral dispensers has become standard practice 
at our hospital. We completed the audit tool and 
followed up presence of dispensers and medicine 
caps in all clinical areas 3 months after 
implementation…’



Survey results (heparin) – you told us…

• ‘….as a result of the audit we are reviewing our heparin protocol 
– possibly changing to 25,000 units in 250ml (previously our 
protocol was 25,000 units in 100ml). It has also created 
discussion and consideration on how we prepare heparin 
infusions. We do not keep 25,000 unit ampoules in ward areas 
and infusions are made up by nursing staff. We are currently 
considering pre-mixed infusions if they continue to be available 
but some concerns with respect to storage space, expiry, 
potential confusion with other large volumes. We are currently 
reviewing our thromboprophylaxis guidelines with the 
introduction of a computerised tool as a result of the audit we 
have incorporated a specific question about heparin induced 
thromobocytopenia…’



Survey results – systemic barriers

Perceived barriers:

• resources

• processes for changing policies and procedures

• availability of materials

• no governing body to influence change to GP practice

• drugs in focus rarely used



Survey results – systemic barriers – you told us…

‘…. lack of availability of an insulin chart to go with the NIMC was a 
barrier. We adapted the Queensland chart for use at our organisation…’

‘….the alert recommended that a pre mixed bag of heparin is used. 
However, the only commercially available premixed bags are 1000 units 
in 500ml, which is not suitable for the indications. Statewide negotiation 
should be made to make appropriate strength premixed bags 
commercially available …’

‘…. Heparin is rarely used in my organisation…’



Survey results – suggestions for future alerts

• insulin infusions

• setting iv pumps for administration of drugs

• management of cytotoxic therapy and protection of health care 
workers

• opiods: morphine, oxycodone, hydromorphone, pethidine

• medication allergy recording

• omission of medications 

• clinical handover

• information bulletin could also include other areas of concern 
nationally

• labelling and packaging

• nasogastric feeding



Survey results – recommendations for improvement

Alert

• increasing awareness

• recognition that they don’t apply to all hospitals

• acknowledging that specific competencies are unworkable

• timing in relation to chart development

• extending the dissemination network

• focusing on neonatal ng needs

• providing a draft hypoglycaemic policy

• enabling on-line completion of the audit tool



Survey results - recommendations for improvement

Audit tool

• recognition that small units use HRM infrequently

• making less labour intensive

• timing to synchronise with other tools such as insulin charts

• providing an on-line tool

• conducting a staff survey

• provide common guidelines or education tools

• develop an audit tool to audit patient histories for compliance in 
documentation



Further comments

• tailor to suit large and small health services

• audit tool valuable

• useful and timely

• nurses adopt changes more readily than doctors

• several alerts – took up med safety wp time



Summary

• Alerts were effective in increasing awareness and 
creating change to potentially improve patient safety

• Valuable information provided to guide future 
directions
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Contact details

• Helen Leach

• Ph: 03 9096 7786

• E: Helen.Leach@dhs.vic.gov.au

• W: http://www.health.vic.gov.au/qum/initiatives/hrm.htm



Questions?
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