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Objectives Conclusion

» Assess nurses’ experience with ADCs » ADC challenges persist over time
 |dentify key barriers » Key issues involve overrides, controlled
* Prioritize critical iIssues substances, and system interpretation

* Define improvement opportunities Standardized training and technical

optimizations are needed and will be developed

Sampling Data analysis
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. - v Group interviews: v'Data anonymization
v'Selection of eligible wards

6 to 8 participants, 1 moderator, 1 observer
v 4 groups (n = 27): v'Pooling results of the different

v"Communication to the teams

- 1 group of team leaders (n = 7) groups
, _ . - 3 groups of nurses (n = 20)
Selection of participants v Duration: 1h30 v Classification by themes in a
v' Standardized interview guide concept map
v" Individual reflection on sticky notes
followed by group discussions v'|dentification of priority themes
Results
Themes identified as Taking medications before scheduled time Extended dispensing hours
priorities by participants
chnands of teference i from opened bottles
l . < Different dosages available Themes identified as Multiple lines for the same discrepancy

Proposed division method inconsistent with the pharmaceutical form (e.g., division of a capsule) i No notifications of discrepancies

Number of tablets to administer Lona and complex investiqations Specific training for
e < \ Controlled substances 9 P 9 team leaders
interpretation - : discrepancies

Standardized dilutions Improved interpretation of

prescriptions by the system Legal liability
Unanticipated stock shortage
Random resolutions
Modify the prescribed quantitie Regular training Clarification of
Labels for resolving counting errors are discre pancies
incomprehensible resolufion labels
Focus groups elling a medication mid-course cancels the list Focus group
NURSES TEAM LEADERS
(n =20) s too small (n=7) New employees
orkers
ot in stock appear in the rch list Takes time
T Students
Global find Takes time
Interns
Lack of visibility regarding the functionality and how to Regular training

EmpI y e the
otu f rm across wards

Named return required
Complexity of the pro
.. . Session integrated
Returns LB G T Regulantraining Lack of systematic training for new employees into the mandatory
training program
Training for teams
Temperature-controlled medicines
Lack of specific t

ific training for team leaders
(discrepancies and access rights management)

ssibility of medications
Lack of understanding of the procedure and difficulties in correcting the fault Regular training
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