Study on awareness and medication safety assessment regarding High Alert Medications (HAM)
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Introduction: High alert medications (HAM) are crucial for use in critical care settings (Aradhya et al, 2023). Though not commonest cause of medication error (ME),but HAM  carry highest risk of causing injury when misused according to Institute for Safe Medication Practices (ISMP) (Chakraborty et al,2022). 27-72% ME involves HAM globally, consisting 11-33% of all medicines analyzed (Menzes et al,2024). In India still awareness of HAM is not widespread. 
Aim: To evaluate the awareness regarding HAM among HCPs working in critical care settings and to assess the incidents of HAM related ME there during study period.

Method: Cross sectional, online pre-validated questionnaire based study was conducted among critical care HCPs in a tertiary care hospital in Eastern India containing multiple open and closed ended questions. HAM (ISMP 2024 list of HAM in acute care setting used) related MEs were assessed among ICU patients by interviewing patients, interacting with HCP and analyzing medical records. Error types, rate, cause, outcome were analyzed among the MEs.
Result: 108 responses (88 nurses, 20 doctors) were recorded with mostly from 25-39 years age group and female preponderance (87%). 96.3% could differentiate ADR from ME and 61.1% knew about HAM (though 42.2% only identify HAM). Most respondents believe and also practice drug history taking (85.2%), reconciliation (63%), referring to literature (61.1%), double checking of dose (85.2%), using fresh syringe (74.1%). Though worryingly, 16.8% do not report ME, 17.2% have habit of leaving loaded syringes, 27.3% leave needle improperly. Among patients with use of 10.75± 5.22 drugs per day, 32 ME occurred during study period with error rate of 124.1/1000 patient days. Incomplete prescription and wrong frequency of administration were common causes. 

Discussion: Majority of respondents have good awareness regarding HAM and its consequences. Few improvements are required in practice of safe medicine. Multiple contributing factors lead to HAM related ME in critical care and need to be rectified. Awareness regarding HAM and of dealing with them appropriately is required for safe practice.
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