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Impact / Issues 

Standard infusion pumps used 
throughout the Trust 

Large demographic area to 
manage change over 

High clinical usage of infusion 
pumps 

National Patient Safety Alert:11 March 2021



Before role out: 

Emergency response team:  coordinated 
areas to use the pumps / protecting critical 
areas, daily meetings to monitor supply of 
stock.

Medical Electronics 

Function testing 
Devices calibrated 
IV lines sourced compatible with device
Reviewed user manual
Support training roll out and walk abouts

Procurement

Sourcing and coordinating items for IV therapy  

Clinical Educators 

Pumps evaluated for usability
Training programme developed 
Training on the device to departments 
Daily walk abouts to support staff 

Departmental Teams inc pharmacy

Promoting fluids to be given via gravity sets
Evaluating new resources and feedback

Datix monitoring  



Who - Medical Electronics, Human Factors Lead, Clinical 
Governance lead, Practice Development Team, Clinical 
Education Coordinator, Director of Patient Safety. 
What - Reviewing the device, user guides and the procedure 
Why - To ensure that we could make the usage of the  

devices as safe as it could be
How - Everyone in one area, simulation, discussion and   

innovation, plan 

Learning Together Event



Risks identified with the pump 

Technology - alarm 
Terminology - (Preset = VTBI) 
Device Lock 
No device representative  

Risks identified with the infusion set  

Free flow infusion set ± no safety 
clamp  

Gravity set required to be repositioned 
after 6 hours and changed after two 
infusions 



Bespoke User Guide 



- New device 
- Double check to set up  

infusion  
- New documentation
- Use of gravity IV lines 
- Datix ± new category 

Change in Practice 



- Base Sites Departments identified to use new pumps ±using  
gravity sets as an alternative 

- Over 120 Staff identified as needing training 
- 2 Training devices left on departments for familiarisation of set  

up and use
- Train the trainers identified and supported to cascade training   
- User training monitored daily and feedback to central command
- Devices/ IV giving sets released for use and GP pumps removed  

from practice with BD giving sets



Medical Day Units 

Micro bubbles triggering air in line detector
resulting in infusions taking longer, 
which increased patient time ± caused patient flow delays 

Reintroduced GP pumps to be used on the unit for a small 
number of infusions that had been problematic 



Our reflections after the event 


