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SP1 USING KOTTER’S CHANGE MODEL TO REDUCE
PAEDIATRIC PRESCRIBING ERRORS

Ashifa Trivedi*, Richa Ajitsaria, Tristan The Bate. Hillingdon Hospitals NHS Foundation Trust
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Aim We describe a quality improvement project to reduce the
paediatric prescribing error rate on a paediatric ward in a dis-
trict general hospital. The project is called STAMP (Safe Treat-
ment and Administration of Medicine in Paediatrics) and was
started in 2016. In 2017 the local error rate was 5.2% (aver-
age monthly error rate) and decreased to 3.8% in 2019.
Despite these earlier interventions the error rate has since not
improved and in 2020 the error rate increased to 4.4%. Using
Kotter’s Change Management model1 our aim was to decrease
the prescribing error rate by 20% (from 4.4% to a target of
3.5%) by August 2021.
Method The paediatric pharmacy team collected weekly error
data from December 2016 to August 2021. Reynolds et al2

report that hospital doctors are often unaware of their errors.
As a result of this Reynolds et al developed a questionnaire
to better understand the attitudes and perceptions of prescrib-
ers with regards to prescribing errors. Permission was asked if
we could use the questionnaire locally and this was given to
us.

The questionnaire was emailed to all paediatric prescribers,
including non-medical prescribers, in September 2020. 97%
(30/31) of respondents felt that the number of prescribing
errors can be reduced. However, 65% (20/31) of prescribers
said that they feel they do not make a significant number of
prescribing errors. The results of the questionnaire helped us
to better understand why prescribing errors happen and
changed the way errors were fedback to prescribers. Interven-
tions included paediatric pharmacy teaching at induction,
reporting of weekly error rate, ‘spot the error’ quizzes and
individual feedback given to prescribers. Prescribers were asked
if they were happy to receive feedback via email if we were
not able to give face to face feedback.
Results The project has been able to achieve a reduction in
error rate to an average of 2.1% (from September 2020 –

July 2021) compared to an average error rate of 4.4% the
previous year. The aim was to reduce the error rate to 3.5%
or below and we have been able to achieve this constantly
since October 2020. There have been four weeks where there
have been no errors on the ward.
Conclusion This project demonstrates that Kotter’s model can
successfully be used in healthcare to reduce prescribing errors.
Our most successful interventions have been paediatric phar-
macy teaching at induction and emailing individual feedback
to prescribers.

REFERENCES
1. Kotter JP. Leading change. Boston, MA: Harvard Business Review Press; 2012.

2. Reynolds M, Jheeta S, Benn J, et al. Improving feedback on junior doctors’ pre-
scribing errors: mixed-methods evaluation of a quality improvement project. BMJ
Quality & Safety 2017;26:240-247.

SP2 NPPG/RCPCH POSITION STATEMENT: USING
STANDARDISED CONCENTRATIONS OF UNLICENSED
LIQUID MEDICINES IN CHILDREN. HOW WELL HAS IT
BEEN ADOPTED NATIONALLY?

1Andrew Wignell*, 2Helen Cooper, 3Jennifer Duncan, 3Andrea Gill. 1Nottingham Children’s
Hospital; 2Evelina London Children’s Hospital; 3Alder Hey Children’s NHS FT
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Aim In 2018, the Neonatal and Paediatric Pharmacists Group
(NPPG) and Royal College of Paediatrics and Child Health
(RCPCH) published a Position Statement recommending use
of standard concentrations for 20 unlicensed medicines. The
current version of this document contains recommendations
for 12 of the original 20; the remainder having been removed
due to introduction of licensed products.1 This project aimed
to assess the extent to which the current list has been adopted
nationally, and to identify any barriers to its implementation.
Method A survey was developed using Microsoft Forms before
email circulation to all NPPG members, asking them to share
the survey with non-member colleagues who had been
involved with local discussions and/or implementation of the
recommendations. The survey was open for two weeks.

Participants were asked if they were aware of the recom-
mendations. Those who answered ‘no’ were asked no further
questions; those answering ‘yes’ were asked to indicate if each
of the 12 recommended concentrations was in use locally, and
whether or not this was as a result of the publication. If a
conscious decision had been taken not to adopt the concentra-
tion for a particular drug, respondents were asked to indicate
if this was in favour of an alternative concentration, a non-
liquid formulation or because the drug is not used locally.
Multiple options could be selected for each drug.

Respondents were then asked to detail any difficulties expe-
rienced in adopting the recommended concentration for par-
ticular drugs, or the list as a whole; and to suggest ideas
which would support implementation if the list were to be
extended in future.
Results 108 responses were received. 73 respondents (67.6%)
were aware of the publication and provided feedback for the
12 recommended concentrations. Responses for a selected 4
of the 12 medicines were as follows:

Spironolactone: 88.3% were using the recommended con-
centration; of those 24.4% reported adding it to a local for-
mulary as a result of the list; 11.6% were unsure when it was
added.

Phenobarbital: 86.7% were using the recommended concen-
tration; of those 19.3% reported adding it to a local formulary
as a result of the list; 8.4% were unsure when it was added.

Chloral Hydrate: 94.4% were using the recommended con-
centration; of those 11.1% reported adding it to a local for-
mulary as a result of the list; 13.6% were unsure when it was
added.

Sodium Chloride: 72.8% were using the recommended
concentration; of those 11.1% reported adding it to a local
formulary as a result of the list; 11.1% were unsure when it
was added.

Common reasons given for not adopting a recommended
concentration were a licensed product existing of a different
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concentration, or a different strength being more suitable for
administration.

Suggestions to aid implementation of future recommenda-
tions included ensuring dissemination to community-based
practitioners, and providing clearer detail on the rationale
behind choice of a concentration.
Conclusion The NPPG/RCPCH position statement has helped
drive standardisation to some extent, though work is needed
to understand how best to support practitioners implementing
these and any future recommendations.

REFERENCE
1. Neonatal and Paediatric Pharmacists Group and Royal College of Paediatrics and

Child Health, UK. Using Standardised Concentrations of Unlicensed Liquid Medi-
cines in Children. April 2020. Available at: https://nppg.org.uk/wp-content/
uploads/2020/04/NPPG-Position-Statement-18-01-V5-April-2020.pdf

SP3 UNDERSTANDING LIVED EXPERIENCES: A NOVEL
UNDERGRADUATE PAEDIATRIC WORK-BASED
LEARNING PLACEMENT
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Children’s Hospital; 2University of Newcastle Upon Tyne; 3Newcastle Upon Tyne Hospitals
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Introduction and Aim Pharmacy undergraduate education and
training is undergoing a transformation as placement providers
and Schools of Pharmacy look to create more meaningful
learning experiences. Work-based learning involves the place-
ment of students within a work environment to experience
and take part in work-related activities. In the majority these
experiences are within adult care.

The aim of this placement was to provide pharmacy stu-
dents with paediatric specific education with the focus on
patient and family centred care.
Method A novel work-based learning placement was designed
for year 4 undergraduate pharmacy students within a paediat-
ric hospital in North-East England. Students attended one
three-hour session on alternate weeks to a total of five. The
premise was for students to work in pairs on a paediatric
ward to talk to children, families, and carers about their lived
experiences of the child’s condition, and care. The focus was
not to give advice or to focus on medication use, but rather
the experience was intentionally unstructured so that the stu-
dents could discuss broader topics with the aim of understand-
ing the families’ experiences to develop their patient-centred
approach to consultations. Students document their conversations
and reported back to a session supervisor (a clinical pharmacist)
who conducted a debrief. This work represents a content anal-
ysis of the activities of the students to present this innovative
educational intervention; no ethical approval was required.
Results A total of 42 year 4 students took part in the place-
ment between January and May 2021. Students worked across
a mixture of five wards including respiratory, neurology and
surgery. Students spoke to a mixture of child inpatients, family
members including parents, siblings, and extended family, and
carers/other legal guardians. Topics varied and included: medi-
cine use, explanation of diseases and non-pharmaceutical treat-
ments by the families to the students, discussion of the impact
on the child’s education, parental work, homelife and siblings.
The students were exposed to a range of circumstance of the
families e.g. low income, ethnic minority and cared for chil-
dren, and also a range in the seriousness and longevity of the
admission e.g. end of life care, tonsilitis and appendectomy,

Crohn’s disease, asthma and bronchiolitis, epilepsy and varied
genetic conditions and illnesses.

The students appeared to have a greater awareness of
paediatric care and treatments and appeared to grow in confi-
dence in talking to children directly and to family members/
carers. The families also engaged and were willing to share
their experiences and at times spent long periods with the stu-
dents with some taking ownership of teaching them. It
appears that the families recognised this as an opportunity to
raise awareness of their child’s disease and to teach future
professionals.
Conclusion This work demonstrates a novel placement in
paediatric education and training. The students demonstrated
improved confidence in paediatric consultations and a greater
awareness of paediatric care through being exposed to a range
of clinical areas, and types of patients and families. The fami-
lies also appeared to enjoy sharing their experiences.

SP4 IMPLEMENTATION OF SMART-PUMPS AND STANDARD
CONCENTRATION INFUSIONS ACROSS A PAEDIATRIC
HOSPITAL GROUP – A TRAINING AND EVALUATION
MODEL

Moninne Howlett*, Eimear McGrath, Sharon Sutton, Kate Aughey, Rebecca Higgin,
Cormac Breatnach. Children’s Health Ireland

10.1136/archdischild-2022-NPPG.4

Aim To implement and train staff in the use of a smart-pump
drug library across all clinical areas of the four sites of a large
paediatric hospital group.
Method A multi-disciplinary steering group was devised with
representation from each site to co-ordinate the implementa-
tion of a smart-pump drug library and smart-pumps across the
entire organisation. Two stages of training were identified:
Phase 1: smart-infusion pump training to new users; Phase 2:
drug library education. Phase 2 training was co-ordinated by a
dedicated smart-pump team nurse educator, supported by six
nursing staff seconded to the project on a short-term basis. A
comprehensive training package and support documentation
were developed. Drug library education sessions involved
interactive practical teaching sessions in use of the drug
library, followed by completion of a self-assessment compe-
tency tool. Staff training was recorded in a training record
database. Implementation into each clinical area occurred once
80% of staff had attained competency in both pump and
drug library training. Amended training sessions were offered
to pharmacy staff and to nursing students. A 12-month fixed
term full-time Smart-Pump Support Clinical Nurse Manager
post was created and filled in Q3 2020 to support staff and
the smart-pump team and to conduct post-implementation
audit. Efficacy of training and compliance of drug library use
were evaluated at 3-month and 9-month intervals using staff
satisfaction surveys and direct observational study.
Results Drug library training was delivered to over 800 nurs-
ing staff between June 2020 and August 2021. The drug
library has been implemented in all clinical areas across four
sites. Processes for on-going training support have been
established.

Preliminary direct observational study results indicate that
drug library use increased from 41.2% to 73.5% at 3 months
and 9 months respectively. Where the drug library was used,
no clinically significant programming errors were identified. IV
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