
(n=45; 94%). Only n=13 (31%) hospitals prescribed medica-
tions with dose bands such as IV chemotherapies (n=27;
64.3%), antimicrobials (n=9; 21.4%) and other type of drugs
(n=6; 14.3%). The dose banded antimicrobials were cefotax-
ime, ceftriaxone, piperacillin/tazobactam and benzylpenicillin.
Almost all of the participants agreed that it could reduce pre-
scription errors (n=37; 77.1%), save nursing time (n=37;
77.1%) or reduce wastage by reassigning the syringe to
another patient (n=32; 66.7%). On the other hand, n=13
(27.1%) participants thought dose banding can expose to risks
of drug inefficacy or toxicity by not giving the exact dose
(milligram-per-weight) and n=8 (16.7%) thought it can
increase wastage (because of the batch production and the
expiry date). Only 13 hospitals (29%) prepared some antimi-
crobial in the centralized aseptic unit with milligram-per-
weight doses.
Conclusion Some paediatric hospitals have experienced dose
banding for IV antimicrobials such as cefotaxime, ceftriaxone,
piperacillin/tazobactam and benzylpenicillin. The participants of
the survey thought that it was very attractive in order to
reduce wastage and the prescription errors. On the other
hand, there was no paediatric hospitals currently producing
batches of IV antimicrobials in the CIVAS. Introducing batches
of dose banded antimicrobials will needs further studies about
time and cost saving as well as stability of some IV antimicro-
bials syringes.

P17 DOSE RANGE CHECKING (DRC) IN PAEDIATRIC
ELECTRONIC PRESCRIBING; AN EFFECTIVE TOOL IN
REDUCING PRESCRIBING ERRORS?

1Elizabeth Kane*, 1Alice Lippitt, 2Octavio Aragon Cuevas, 2Andrea Gill. 1Liverpool John
Moore’s University; 2Alder Hey Children’s Hospital

10.1136/archdischild-2022-NPPG.25

Aim DRC software aims to reduce dosing errors,1 however, it
has been linked to ‘alert fatigue’, a phenomenon which causes
prescribers to potentially override alerts despite being clinically
relevant.2 3 The project aim is to determine the effectiveness
of the DRC software implemented into the electronic prescrib-
ing software used in a paediatric tertiary hospital.
Method A retrospective clinical audit was undertaken to inves-
tigate the DRC alerts produced during July and August 2020.
The DRC alert subtypes and the top 10 drugs that produced
alerts were described. Alerts generated due to a ‘missing value’
(height, weight, or dose unit) were counted but not analysed
further. Dose-based alerts were clinically screened to ascertain
whether they were appropriately or inappropriately overridden.
This involved considering whether the DRC recommendations
differed from BNFc recommendations, local in-house guidance,
or deviations occurred due to individual patient idiosyncrasies
or specialist prescribing. Data from dose-based alerts was inter-
rogated to determine whether increasing the acceptable dose
range limit from 5% to 10% would have significantly reduced
the number of alerts fired. Alerts that were inappropriately
overridden and resulted in a medication error were categorised
by severity using the EQUIP study scoring tool.3

Results 1778 alerts generated in July and August 2020 were
analysed. 48% (n=846) of those alerts were produced due to
a ‘missing value’. The DRC software did not recognise
whether the alerted drug was recorded at the same dose in
the patients’ ‘home medications’ (verified drug history) or

whether in-house dose guidance was used. If recognised, the
number of alerts would have reduced by 21.4% (n=200).
Conversely, increasing the DRC acceptable dose range from 5
to 10% would have reduced the number of alerts only by
4.5% (n=42).

Overall, 741 alerts were clinically screened. 95% (n=704) of
these were not actioned by prescribers. Of those alerts 5.2%
(n=37) should have been acted upon and this led to medica-
tion errors. 35% (n=13) of the errors were significant and
22% (n=8) were serious according to the EQUIP study tool.
62.5% (n=5) of serious medication errors involved a ‘Narrow
Therapeutic Index’ drug, such as gentamicin and liposomal
amphotericin. 38% (n=5) of significant errors related to no
prescribed maximum frequency for intravenous ondansetron.
Conclusion DRC systems are effective tools for preventing
prescribing errors,1 but it is concerning to see that several sig-
nificant and serious prescribing errors occurred despite an
alert generation. This potentially suggests that alert fatigue
may counteract the error preventing effects of DRC alerts.
Therefore, further refinement of DRC systems is required to
reduce alert fatigue. Unfortunately, increasing the acceptable
dose range limits from 5 to 10% does not appear to be a
simple way of sorting this problem. Removing ‘missing value’
alerts would significantly reduce the number of alerts gener-
ated. Including in-house guidelines alongside BNFc dose rec-
ommendations into the DRC software would also reduce
unnecessary alerts.
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P18 ROLE OF THE PHARMACY TEAM IN PAEDIATRIC
PALLIATIVE CARE
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Background In 2016, NICE published a guideline on ‘End of
life care for infants, children and young people with life-limit-
ing conditions: planning and management’.1 These guidelines
recommended that pharmacists should be embedded in every
paediatric palliative care team.
Aim To identify the roles of pharmacy teams in paediatric pal-
liative (PP) care and examine the effectiveness of their services
as perceived by PP doctors and nurses. To compare 2020 sur-
vey results with a study conducted in 2014 by Khan et al,2 to
assess whether any changes could be observed.
Method This was a repeat of the study conducted in 2014 by
Khan et al. A SurveyMonkey link was emailed to members of
the APPM (Association for Paediatric Palliative Medicine) and
NPPG (Neonatal and Paediatric Pharmacists Group) as well as
to community pharmacies working closely with local children’s
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