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Learning Objectives
Define medication errors and Near Miss 

Discuss importance of Near Miss medication error reporting

Outline the strategies to encourage staff for  Near Miss medication error 
reporting 



Medication Error

A medication error is any preventable event that may cause or lead to
inappropriate medication use or patient harm while the medication is in the
control of the health care professional, patient, or consumer.

Such events may be related to:-

• Professional practice
• Health care products
• Procedures
• Systems



NEAR MISS

An event or situation that could have resulted in an accident, injury, or illness,
but did not, either by chance or through timely intervention.

• WHO defines a near miss as “an error that has the potential to cause an
adverse event but fails to do so because of chance or because it is
intercepted

• “An error caught before reaching the patient” is another definition.



Near miss scenarios 

A medication was prescribed for a patient with a known allergy to it, the allergy had 
been documented in the patient file . When the prescription was  questioned , it 
was cancelled 

A medication was prescribed that did not make sense for the patient condition . 
When the pharmacist questioned the order , he/she came to know that it had been 
prescribed for the wrong patient 

The pharmacy technician prepared wrong strength of Atorvastatin, the pharmacist 
discovered before dispensing



Importance of Near Miss medication error reporting

These reports serve as a guidance for applying tailored preventive strategies to 
minimize the risks of actual incidents and or recurrence

Patient safety experts argue that the root causes of near misses and adverse
events are similar. Therefore, detecting root causes of near misses can help us
to correct these causes and prevent future adverse events

Quantifying and reporting near miss medication errors are the first step in the
process of ensuring patient safety and learning from incidents



Background & Problem Statement  

➢ AT HGH, Pharmacists directly speak with the concerned practitioners in case of 
detected prescribing errors during appropriateness review

➢ Pharmacists prefer to report the errors as interventions on Cerner and not as
near miss medication errors on EIRS as the official platform for incident reporting 

➢ Total number of reported medication near misses during 2021 is ONLY 83 reports,
although more than 1000 medication order related interventions were 
documented in Cerner

➢ Hence huge opportunity for learning and improvement is diluted
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AIM

To achieve at least 100 reported near miss medication errors on 
EIRS per month during 2022
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Interventions /Change Ideas 

Identify Barriers to 
reporting

Awareness
Recognition and 

Awards



Identify Barriers to reporting

Staff involvement through participation in medication error reporting Survey  
to identify  the reasons behind less reporting , implementation of action plan

Survey results showed that ,  there are many reasons of less reporting as
follows:-(Reporting is not mandatory, No harm happened to the patient, No 
time for reporting , No compensation or incentives for reporting )

Journey towards culture change was started



Education & Awareness 

Awareness sessions regarding  importance of near miss medication errors reporting 
were conducted to the staff 

Leadership involvement to encourage staff for reporting 

Simplifying the reporting process through  arranging  time to report errors away 
from rush hour in the pharmacy as the task doesn’t need to be burdensome

Sharing error scenarios to learn from mistakes

Improving  the appropriateness  of reporting through sharing the tips of proper 
reporting and severity level identification



Recognition and Awards

• Recognition of staff reporting near miss medication errors on
monthly basis

• Awarded staff reporting highest number of near miss medication
errors 



Leadership Involvement



Results
An obvious increase in the number of reported near misses during 2022 compared to 2021

Total number of reported near miss medication errors during 2022 is 1110 compared to
83 reports during 2021.

Month Jan-21 Feb-21 Mar-21 Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21

Near Miss 7 3 9 11 2 1 8 3 14 16 5 4

Month Jan-22 Feb-22 Mar-22 Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 Nov-22 Dec-22

Near Miss 3 46 84 107 116 119 106 110 60 107 134 118



Results 

7 3 9 11
2 1

8 3
14 16

5 4 3

46

84

107
116 119

106 110

60

107

134

118

0

20

40

60

80

100

120

140

160

Number of reported near miss medication errors per month Jan-21 To Dec -22

No. of Near Miss Median



Conclusion
• The implemented interventions effectively helped in achieving the desired aim.

• Every minute spent educating and encouraging staff is time well spent.

• Leadership engagement is essential.

• Near miss medication error reporting helps to establish and continue safe practice

• Its really important to report , review , learn and act on near miss incidents to 
support patient safety.

• To overcome barriers to reporting , it is necessary to develop a non-blame, non-
punitive and Non - fearful learning culture



Next Step

• Continue data collection and sustain the improvement

• Periodic analysis to identify the root causes of the near misses
and adverse events and implementation of system related corrections

• Continue awareness sessions on importance of reporting

• Spread the idea to the inpatient units focusing on Physicians and Nurses



Home Message
Understanding how to overcome obstacles to error reporting is a great
way to start

Try to Simplify Medication Incident and Near-Miss Reporting

The more we report , the more we learn 

Today's  near miss could become tomorrow's  costly accident

It is important to report any near miss you encountered . In this way, you are
protecting yourself, your co-workers and the patients.
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A Decade of Interprofessional Collaboration! VTE Prophylaxis: 
Challenges and Success in NCCCR

Dr. Shereen Elazzazy, PharmD, MBA, BSc Pharm, NLP PgDip, CACP, IPTeC
Asst. Director of Pharmacy - Clinical Services, NCCCR, HMC

Adjunct Clinical Faculty, College of Pharmacy, QU.
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Learning Objectives

At the end of this session, participants will be able to:

1. To learn about the story of success of VTE prophylaxis in NCCCR

2. To learn about the challenges of VTE prophylaxis in NCCCR

3. To highlight the next steps to come-over VTE prophylaxis challenges in NCCCR
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Background

• Hospitalized cancer patients are at high-risk for VTE and may develop an asymptomatic

deep vein thrombosis (DVT) and die from pulmonary embolism (PE) even before the

diagnosis is suspected.

• The best approach is for every patient to be evaluated for primary prophylaxis since

preventing VTE is essential to reducing morbidity and mortality risks.

• Clinical evidence indicates that Thromboprophylaxis has a desirable risk/benefit ratio and

is cost effective.

• Thromboprophylaxis provides an opportunity to improve patient outcomes and reduce

hospital cost.
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The start
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Results
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Aim
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Measures
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Methods
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Action

VTE team reactivated

Patients Centered 
Care

• Developed patients’ 
Education leaflet

• More involvement of 
patients and families
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Patients’ Education
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Results
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Action

VTE team reactivated

Patients Centered 
Care

Revised 
Membership

• New members were 
enrolled 

• All departments 
were  presented

• Increased nurses 
presentation

New data 
collection tool

Developed a new data 
collection tool to ease 
data collection 

• Developed patients’ 
Education leaflet

• More involvement of 
patients and families
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PDSA
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Action

VTE team reactivated

Patients Centered 
Care

Revised 
Membership

• New members were 
enrolled 

• All departments 
were  presented

• Increased nurses 
presentation

New data 
collection tool

Developed a new data 
collection tool to ease 
data collection 

Meeting the 
residents 
regularly

• Education program 
was developed for 
scheduled sessions 
for residents

• Feedback on 
challenges for 
improvement 

Sharing Info and 
Celebrating success

• Sharing data 
with NCCCR 
clinicians

• Celebrating 
success and 
providing Thank 
you letters for 
100% achievers 

• Developed patients’ 
Education leaflet

• More involvement of 
patients and families
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Sharing Info 
& Celebrating 

success
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Results
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Results
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NCCCR - Number of DVT cases2018-2022
Subgroup Center UCL LCL

Measure

2018 Start looking 

for DVT data

Total 37 DVT cases 

2019 Total 33 

DVT cases 

2020 Total 26 DVT cases 

2021 Total 46 DVT cases

New data collection tool

Fellows are the one collecting the data 

2022 Total 49 DVT cases

Definition: Total number of cancer patients who developed DVT as confirmed by Ultrasound Doppler.

Analysis : In 2018 ,the team started to look for the DVT cases and data showed that total of 37 DVT cases were identified (30patients did the US doppler while they were 

hospitalized,7 did the US doppler as outpatient.

In 2019  ,we had total of 33 DVT cases (22 cases while hospitalization and 11 as outpatient).

In 2020 ,We had total of 26 DVT cases (21 as inpatient and 5 as outpatient) 

In 2019 and 2020 the data showed a decreasing trend of DVT incidents that coincides with an improvement in the number of patients risk-assessed and received proper 

management upon admission.

In 2021 ,the project team involved 2 fellows to do the data collection by using modified tool , 46 DVT cases were identified : 

( 57%) 26/46 of DVT cases were admitted for more than 48hrs within the last 60 day of admission , (77% ) 20/26 admitted in  NCCCR. (70%) 14/20 were assess for 

VTE risk and received proper management upon admission. 

In 2022 till Nov2022  : we had 49 DVT cases ( 61%) 30/49 of DVT cases were admitted for more than 48hrs within the last 60 day of admission, (83% ) 25/30 admitted 

in  NCCCR. (68%) 17/25 were assess for VTE risk and received proper management upon admission.

Action: Sharing the outcome data during the morning report with all physicians

Continuing  the resident’s  VTE orientation.
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Results
37

34

26

14

17

0

5

10

15

20

25

30

35

40

2018 2019 2020 2021 2022

N
u

m
b

e
r 

o
f 

ca
se

s

Years 

NCCCR Annual DVT Cases as Confirmed by Ultrasound Doppler2018-2022 



ME Forum 2019 Orientation 

Achievement 

• The VTE risk assessment and correct VTE prophylaxis has spread to all applicable areas 
within NCCCR and is achieving high levels of reliability and sustainability.

• More than 95% of cancer patients are receiving proper VTE risk assessment and adequate 
VTE prophylaxis.

• Number of DVT cases declined significantly 
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Achievement

produed by salma Alrumaihi
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Achievement
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Achievement
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Achievement
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Achievement

CLINICAL OUTCOMES OF IMPLEMENTING EVIDENCE-BASED PRACTICE ON VENOUS THROMBOEMBOLISM PREVENTION FOR CANCER PATIENTS 
IN QATAR, A RETROSPECTIVE STUDY 
S. Elazzazy1, R. Abd El Wahab1, R. Negm1, M. A/Wahid1, S. Al Yafei1, M. Zaidan1, I. Al Hijji1

National Center for Cancer Care and Research (NCCCR), Hamad Medical Corporation, Doha, Qatar
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Achievement
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Results Stars of Excellence 

produed by salma Alrumaihi

• Award of Merits, Qatar, November 2019 
• HMC Research Award, Qatar, November 2016
• Managing Director Award, Qatar, October 2014.
• HMC Research Award, Qatar, November 2013.



ME Forum 2019 Orientation 

Achievement
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Achievement
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Achievement
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Any remaining Challenges on VTE

• Frequent Resident doctor rotation; which leads to repetitive 

VTE education and awareness from the VTE prophylaxis 

Operational team 

• Manual data collection.

• Technical issues related to Cerner.
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Next steps

• Continue deep data analysis for the outcome measures.

• Work closely with Cerner team to have a validated data from 

Cerner instead of manual data collection.
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Conclusion

The extent of interprofessional collaboration in implementing quality initiatives significantly reflects 

on patient care and improves patients’ outcomes.

“To go FAST, ………….. go ALONE.

To go FAR, …………... go TOGETHER.”

--African Proverb
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Acknowledge



ME Forum 2019 Orientation 

Acknowledge 
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The Skewness of Data Posed by Pandemic
Service Delivery Resiliency, Saves Patients’ Lives

Ms. Muna Atrash
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Learning Objectives

At the end of this session, participants will be able to:

1. Utilize WHO health system resilience framework to assess AWH service delivery 
resiliency in top three patient safety areas sepsis, VTE and deteriorating patients during 
and after designation.

2. Explore the effect of being designated as COVID facility upon crucial clinical processes 
and outcomes through comparison of a 6-month median prior to and after COVID 
designation era.

3. Recommend COVID-related risks for hospitalized patient to address research gaps.
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The Skewness of Data Posed by 

Pandemic

Service Delivery Resiliency, Saves Patients’ Lives
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Background

Pandemic over the last 3 years clear that most health systems lack the necessary resilience to 
absorb significant shocks. COVID pandemic has swamped systems, delayed and interrupted 
normal, elective care, and caused healthcare staffs burned out. 
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Problem

Al Wakra Hospital had been clinically transformed into a COVID institution between March-
May 2021 admitted 1,800+ COVID patients alarming concerns about the capacity of the AWH 
health systems to handle and contain the surge of positive cases requiring acute and 
intensive medical care specifically invasive and non- invasive respiratory support. 
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Aim

Ensure service delivery resiliency by:

1. Preventing Hospital acquired VTE through full compliance with timely appropriate VTE 
risk assessment for eligible patients. 

2. Reducing sepsis mortality through full compliance with timely and appropriate 
implementation of sepsis 6 bundle.

3. Stabilization of deteriorating patients at inpatient through early recognition and timely 
appropriate management.
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Health System Resilience

WHO defines a resilient health system as: “One that can prepare for, respond and adapt to 
disruptive public health events while ensuring the continuity of quality essential health 
services at all levels of health system”. 
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Framework

The adapted WHO Health System Framework used to assess service delivery resilience 
through ensuring the provision timely, effective, safe quality health interventions to patients 
during and after pandemic. 
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Intervention 

• Maximize bed capacity 
• Tent expansion
• Invasive & non-invasive respiratory support at inpatient beds
• Tele-consultation 
• Staff refresher/awareness sessions & orientation for clinical support staff.
• Overtime & Local staff recruitment
• Dedicated RRT  



ME Forum 2019 Orientation 

Results

Prior to: a baseline median of 81% of eligible 

patients was risk assessed for VTE within 

24hrs. of admission order.

During: noticeably VTE risk assessment was bit 

delayed mainly due to change in admission flow.

Post: evident of sustainable improvement after 

positive shift, re-calculated median is 83%.

3 COVID patients acquired VTE during 

hospitalization due to the nature of 

illness despite prompt risk assessment 

and prophylaxis as per HMC guidelines.

VTE Risk Assessment vs Hospital –Acquired VTE
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Results

Prior to: a baseline median of 71% of sepsis cases 

where sepsis 6 bundle completed within 60 minutes 

of identification time.

During: although the number of identified sepsis 

cases increased clearly, the compliance continued as 

prior.

Post: evident of sustainable improvement after 

positive shift, re-calculated median is 84%.

Sepsis was contributing into 56% (22/39) 

of in-hospital deaths among COVID 

hospitalized patients. 

Although prior and post median hasn’t 

change, it shows positive trend post 

COVID designation era.

Sepsis Six Bundle vs Sepsis Mortality
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Results

Prior to: a baseline median of RRT rate per 

thousand discharges is 7 (72 RRT for 10,260)

During: dramatically, the RRT rate climbed up 

to 92 (212 RRT for 2,180). 

Post: the median of RRT rate is 10 ( 120 RRT 

for 10,598).

49%% (100/212) of RRT deteriorated 

COVID patients were clinically stabilized 

without transferring to ICU beds.

5% improvement comparing prior to and 

after COVID designation era.

Rapid Response Team Calls vs Stabilization in inpatient
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Conclusion

AWH has robust system ensuring provision of seamless healthcare processes that 

contribute to positive clinical outcomes during extraordinary times and proves rapid 

bounce back to normal. 

Service delivery resilience, saves patients’ lives.
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