
Med+SafeTM: A cost effective, evidence based solution 
for patient safety
Medication safety is a global phenomenon, and two of the World Health Organisation’s top  
five priority areas to improve patient safety worldwide involve medication usage.(1)

For many years medication errors were the second most frequently reported incident type 
after falls in Australian hospitals, equating to a quarter of all incidents in our public 
hospitals. 20% of errors resulted in some degree of harm to patients, 3% resulted in 
significant harm.(2)

The problem continues and by 2013 medication administration had become associated 
with more errors and adverse events than any other aspect of health care.(3)

Overdose and omissions are the most common types of medication incident reported in 
Australian public hospitals, with analgesics and anticoagulants the most commonly 
implicated.(1) Dose errors are the second most common type of medication error and in 
paediatric settings are the most common type of error.(5)

               __________________________________________________

                “Medication administration is now associated with
                more errors and adverse events than any other aspect
                of healthcare.”
                - Roughead et al, 2013.
               __________________________________________________

A large study conducted in NSW reported error rates occurring as a result of any type of 
intravenous medication administration,(6) while another study reported 10% of deaths 
resulted from administration via the wrong route.(7)

Procedural errors occurred in 74% of administrations, while clinical errors occurred in 70% 
of administrations.(3) Over 33% of reported medication errors in WA in 2010 were caused 
by a failure to follow policy and procedure.(8)

While errors can lead to adverse events for patients they are also a burden to the 
healthcare system. Medication errors in Australia cost over $680 million per year, whilst 
medication related admissions cost $1.2 billion per year.(1),(4)

Overall it is estimated that 50% of hospital admissions due to medication errors are 
considered potentially avoidable.(5)

Will improved education help?

Academic detailing refers to an educational approach based on principles of 
communications theory and behaviour change. Two studies to date have proven 
effectiveness in reducing errors, whilst recognising that further controlled studies are 
required.



A N.S.W. study showed that academic detailing reduced prescription errors for (drugs of 
addiction/Schedule 8 medications) in the hospital setting, with error rates cut from 41% to 
24%,(9) while a Melbourne teaching hospital study demonstrated that an educational 
intervention to reduce the use of “error prone prescribing abbreviations” in an Emergency 
Department decreased errors from 31.8% to 18.7%.(10)

A Victorian study surveyed Registered Nurses employed in regional hospitals, with 29% of 
respondents citing a need for further education. Indeed ‘need for further training in 
medication administration’ was cited as the highest contributing factor to error.(11)

It is argued that institutions must seek to acquire knowledge about error prone situations 
and identify variables associated with them in an attempt to change systems and reduce 
future events.(12)

                   __________________________________________________

                  "50% of hospital admissions due to medication error 
                  are considered potentially avoidable." 
                  - Roughead et al, 2008. 
                  __________________________________________________

Med+SafeTM: A cost effective, evidence based solution for patient safety

In Australia, the formation of the Australian Commission on Safety and Quality in Health 
Care (ACSQHC), has provided leadership to all hospitals. Health Services are now 
measured against the Medication Safety Standard 4 of the National Safety and Quality 
Health Service Standards which came into effect on January 1st 2013.(13)

Med+SafeTM, mapped to Standard 4, has been developed over a number of years and is 
modelled on the actual risk profiles of Australian hospitals. Scenarios and workflows are 
clinically relevant, realistic, and continually reinforce best practice.

Med+SafeTM is far more powerful as a comprehensive education resource and assessment 
tool than traditional online learning methods and has been highly successful in enhancing 
the skills, knowledge and attitudes of over 70% of university nursing and midwifery 
students in Australia.

Implemented as a mandatory competency for clinical staff, administration and tracking of 
compliance is simple and cost effective. Med+SafeTM acts as a powerful trigger to 
performance management of staff requiring further training and allows specific issues of 
concern to be highlighted and documented. In conjunction with risk management systems 
Med+SafeTM provides valuable data on the safety profile of clinical staff and saves time 
and costs associated with training, assessment and performance management.

The education al resources, practice quizzes and workflow scenarios focus on actual 
issues of concern and continually stress the responsibility and accountability of the 
clinician in following best practice and local protocols. Med+SafeTM can easily be tailored to 
include resources and protocols of individual organisations or facilities.

Med+SafeTM is the most cost effective, simple solution to improving the safety of 
medication administration in Australian health care.
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For More Information about the Med+Safe Online Solution
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