Reducing harm from parenteral opiates & levomepromazine in -

community patients with palliative care needs T

A Quality Improvement project OF IRELAND

V O'Reilly, M Wright & B O’Neill, Milford Care Centre, Limerick, Ireland

The problem & identified opportunity to improve Project Aim

Unsafe & In-efficient use of parenteral opiates & levomepromazine To reduce preventable* medicines related harm™* from 20 incidents

(procurement, prescribing & administration) for patients with life limiting per year to Zero through safe, timely, co-ordinated prescribing &
iliness in the community administration of parenteral opiates & levomepromazine for patients

with life limiting illness in receipt of community specialist palliative care

Deemed ‘high alert’ medication, multiple agencies & transitions ! ,
in the Mid-west

Limited healthcare professional proficiency with medication & dose
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Patient & Family narratives Process Measures

a. Monthly prescription accuracy b. Monthly prescription accuracy
a. Diverse initial perceptions of injectable b. Concerns about purchase, storage & - Continuous subcutaneous infusion — As required PRN medication
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Worried initially...
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Dad dead & buried.. on the mec!lcal card ? 70% _— medicines provision in domiciliary

Daughter 1 Family 5 _ ~ settings

Please tell us what we can improve..
HAVE we managed to reduce harm from use of parenteral

shockediiBut youlexplained Clarity, Bite sized, opiates & levomepromazine in the community ?

everything slowly to put my Visual aids
mind at ease Plain English

Family 5 & other languages

Electronic PDF Website 98 Not yet - but we remain optimistic!

Efforts to date focused - internal stakeholders & getting our own house in order

~~ Decision making around parenteral medication more judicious & considered
Timing & quantity of medicines - cost-efficiencies, less waste, ? reduction in time spent

Medication procurement
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