
RESEARCH  
O&G Forum 2024; 34-3s: 1670-1678  

 

OBSTETRICS & GYNAECOLOGY FORUM 2024 | ISSUE 3s | 1670 

 

 

 

TAILOR COMMUNICATION STRATEGIES BY 

PHARMACISTS TO PEDIATRIC AND GERIATRIC 

CAREGIVER TO DECREASE CAREGIVER 

MEDICATION ERRORS AND INCREASE 

CAREGIVER SATISFACTION IN OUTPATIENT 

PHARMACY AT KFAFH 
 
Dr. Aseel Jambi1, Dr. Asmaa Ahmed Alshehri2, Dr. Abdullah Ali Al-Aessi3, Dr. Jumanah Abdullah Attar4, Dr. 
Rawan Ibrahim Bin Hameed5, Mr. Ali Mohammed Asiri6, Turki Hamad Algahtani7, Mr. Fahad Mohammed 
Albishri8  
 
1Pharm D, Master in Pharmaceutical Economy and health policy, King Fahad Armed Forces Hospital, Jeddah 
pharm.d.aseel@gmail.com 
2Pharmacist at King Fahad Armed Forces Hospital, Jeddah, Drasmashehri@gmail.com 
3Pharmacist at King Fahad Armed Forces Hospital, Jeddah, aam-alaessi@hotmail.com 
4Pharmacist at King Fahad Armed Forces Hospital, Jeddah, jumanah.attar@hotmail.com 
5Pharmacist at King Fahad Armed Forces Hospital, Jeddah, Rawanbinhameed@outlook.com 
6Pharmacy Technician, King Fahad Armed Forces Hospital, Jeddah, Aliasery1998@icloud.com 
7Pharmacy Technician, King Fahad Armed Forces Hospital, Jeddah, Turkii.al99@gmail.com 
8Pharmacy Technician, King Fahad Armed Forces, Hospital, Jeddah, fa7adm47@gmail.com  

  
Abstract  
Background 

Medication errors, prevalent in caregiver interactions, pose significant risks to patient safety. Tailored 
communication strategies by pharmacists are pivotal in mitigating such errors. This quality improvement project 
focuses on enhancing communication with pediatric and geriatric caregivers to reduce medication errors. 

Method 

The rapid cycle quality improvement method PDSA was used for this project, focusing on enhancing communication 
strategies for pharmacists interacting with pediatric and geriatric caregiver populations. We analyzed identified 
challenges in miscommunication and implemented several actions. 

Interventions 

1- Use language that is appropriate for the caregiver's health literacy level 

2- Provide patient-friendly educational materials. 

3- Pharmacists can encourage caregivers to ask questions when they are unsure of how to give medications at 
home by increasing awareness that caregiver difficulty with administering medications is common and that 
questions are expected 

4- The teach-back method involves asking patients or caregivers to repeat back the instructions given to them to 
ensure that they understand the information correctly 

5- Encourage caregivers to request a dosing tool if one is not provided. Dosing tools can help caregivers measure 
the correct medication dose and reduce the risk of medication errors. 

Results 

• Decrease medication errors among pediatric and geriatric caregivers’ post- intervention by 71.63%. 

• Increased average Percentage of patient-caregiver satisfaction by 83.49%, resulting in a noticeable 
improvement in caregiver experience and engagement. 

• Increased average Pharmacist Adherence to Tailored Communication Protocols by 85.45% 

• Increased % Use a "teach back" technique to check understanding by 281.25 % 

• Increased Pharmacist Engagement in communication skill education programs by 106.5% 

Conclusion 

Pharmacists' tailored communication strategies play a pivotal role in reducing medication errors among pediatric 
and geriatric caregivers. By understanding and adapting to various communication preferences, pharmacists can 
significantly enhance patient safety and overall healthcare outcomes. 

Key words: Pediatrics caregiver, Geriatric Caregiver, Medication Error, communication.  
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Introduction  

Problem Description: 

The problem of medication errors among pediatric and   geriatric 

caregivers poses significant risks to the well-being of vulnerable 

populations. These errors may occur due to complex dosing, 

misunderstanding of instructions, or challenges in administering 

medications properly to these specific age groups. 

This project focuses on addressing the distinct needs of pediatric 

and geriatric caregivers by customizing communication 

strategies employed by pharmacists. Effective communication 

methods that consider pediatric and geriatric caregivers' unique 

needs, comprehension levels, and abilities are crucial to 

minimizing errors and ensuring safe and accurate medication 

administration. 

The medication safety center and outpatient pharmacy at King 

Fahd Armed Forces Hospital (KFAFH), Jeddah, are at the 

forefront of addressing this issue. Recognizing the need to tailor 

communication strategies by pharmacists to different caregiver 

populations, they have made it a top priority to prevent 

medication errors and enhance the patientcaregiver experience 

at KFAFH. This improvement project is a direct response to 

their initiative. 

SMART aims to tailor communication strategies by pharmacists 

to pediatric and geriatric caregivers to prevent medication errors 

and improve patient experience 

 
Rationale: 

Medication errors have always been a problem for the KFAFH 

and one of the hospital wide and departmental priorities to 

measure and monitor; however, in the years past, there has been 

an increasing number of more significant medication errors in 

pediatrics and geriatrics due to misunderstanding the caregiver 

how to use medication, which is challenging and problematic to 

manage. The outpatient pharmacy and medication safety center 

are working together to prevent and minimize the impact of 

medication errors on pediatric and geriatric patients in the 

KFAFH service, in addition to improving communication 

between pharmacists and pediatric and geriatric caregivers to 

prevent medication errors. Since enhancing medication safety is 

essential to help reduce these risks and enhance patient 

outcomes, the outpatient pharmacy and medication safety 

analyzed the causes, and several strategies and actions were 

implemented to reduce the Risk of Pediatric Medication Errors. 

 
 

Fishbone diagram used to identify root causes of 

miscommunication between pharmacists and pediatric and 

geriatric caregivers that led to medication errors: 

 
These root causes contribute to miscommunication between 

pharmacists and pediatric and geriatric caregiver, ultimately 

resulting in medication errors. Addressing these factors through 

targeted interventions and strategies can significantly improve 

communication and reduce errors in medication management. 

 

Background (Available Knowledge): 

- Communication, both verbal and written, is a vital component 

of health care. It is well documented that poor communication 

can lead to compromised outcomes for the patient and family.[1] 

- Studies showed that older patients were an important source of 

information about medication changes across settings; however, 

they often had limited opportunities to discuss their views or 

preferred to keep quiet to avoid potential disagreements with 

health professionals. [2] [3] 

- When it comes to geriatric patients, incorporating older 

patients' preferences, previous experiences, and involving them 

in clinical conversations are important for enhancing medication 

communication [4][5] 

- Pharmacists can improve their ability to communicate with 

patients through education and training, particularly if this starts 
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in pharmacy school. The development of patient-pharmacist 

communication abilities by pharmacists was assessed by an 

analysis of 47 research.[6] 

- During pharmaceutical treatment management consultations, 

pharmacists can employ the teach-back method to make sure 

patients comprehend the drug information that was discussed. 

This can also help to increase medication adherence [7]. 

- Patient–pharmacist counseling also leads to greater patient 

satisfaction with the pharmacist consultation.[8] 

- Individual pharmacists can improve their patients’ health 

literacy by implementing a three-step process, developed by 

Jacobson and colleagues: 1- assessing the pharmacy for health 

literacy–friendliness, 2- training the pharmacy staff in clear 

communication, 3- introducing interventions to facilitate 

medication adherence, such as pill cards and telephone reminder 

systems [9] 

- Patient-centered instructions were more likely to be 

understood than standardized labels.[10] 

- Pharmacists can improve patients’ ability to take medications 

properly by learning how to communicate more effectively [11] 

- Using the “teach-back” method is crucially important. In one 

study, patients were much more likely to take their medications 

correctly if they could show a health care provider which tablets 

they would take instead of simply repeating instructions that the 

provider spoke moments before.[9] 

- The use of patient education tools, such as pill cards and 

automated prescription reminder telephone calls, can be helpful 

for some patients with low health literacy. 

- Low health literacy has been shown to lead to both poor patient 

adherence [12] and poor health outcomes.[13][14] 

- The pharmacy is a critical part of that system,[15][16] but 

pharmacists have not been communicating in a sufficiently 

consumer-friendly manner to address patients’ problems with 

comprehension. Forty-eight percent of patients misinterpret 

medication drug labels, and many take their medications 

improperly.[17][18] 

- Research from the USA and Canada indicates that a sizable 

portion of unfavorable incidents take place at home [19][20]. 

For instance, in 2003, 13% of the more than 3 million American 

patients getting at-home medical treatment experienced an 

unfavorable event [20]. 

- This is not just an issue for the elderly; US children under the 

age of six have an average annual rate of prescription errors of 

26.4 per 10,000 population [21]. 

- The distribution and types of medication errors in the home 

context are poorly known, and in many situations, a third person 

is in charge of giving medication at home [22]. 

- Some evidence indicates that both informal and formal careers 

may lack training or knowledge, adding to potential risk in 

administering medicines [23][24][25]. 

- Errors in pediatric medication administration in the home 

environment are common [21] [26] and can result in serious 

consequences.[27] These errors include dosing mistakes (both 

underdosing and overdosing), errors in frequency or duration of 

dosing (including missed doses), administration of incorrect 

medications or formulations, wrong route of administration, 

incorrect preparation or storage, and use of expired 

medications.[29][27][30][31] 

- Following their child's discharge from a public hospital 

emergency room, over half of caregivers administered a 

medication dose that differed by more than 20% from the 

specified amount; 1 in 4 caregivers delivered a dose that 

deviated by more than 40%, according to research.[26] In a 

similar scenario, comparable rates were obtained in a second 

trial.32 In another study, almost half of the caregivers provided 

their child with OTC drug doses that were outside of the 

prescribed range. [ 33] 

Measures: 

The outcome measures were selective to evaluate the impact of 

the implementation of the active strategies 

• Number of Medication Errors by care givers post-

intervention. 

• Percentage of Patient Caregiver Satisfaction 

• Percentage of Pharmacist Adherence to Tailored 

Communication Protocols 

Process Measures: 

• %Patient satisfactions on the clarity of information 

shared 

• % Dispensing appropriate measuring devices (oral 

syringes) 

• % Encourage patients to carry the list of their 

medications to every physician appointment and update 

this list whenever changes are made to their medication 

regimen 

• % Use a “teach back” technique to check understanding 

• % of Utilization of Educational Material: Monitoring the 

distribution and subsequent use of pamphlets, digital 

resources. 

• Rate of Caregiver Queries 

• Pharmacist Engagement in communication skill 

education program 

Data collections Tools: 

• Outcome Measure: Online survey tools Google Forms 

for Patient Caregiver Satisfaction: Use Likert scales to 

capture quantitative data. Regular audits and 

observations would be conducted to assess staff 

adherence to safety protocols. 

• Process Measure: Regular audits and observations 

Pharmacist-Interaction” Assess the implementation of 

tailored communication strategies, use of a teach-back 

method, encouragement for questions, provision of 

dosing tools. Training Records: number of Pharmacist 

Engagement in communication skill education program 

• Data was collected via an excel sheet (Number of reports 

of Medication Errors by caregivers). 

• Baseline data were taken from the data previously 

reported to the CQI department. 

• Data is analyzed and follow up daily and reported to the 

CQI department. 

Analysis 

Descriptive statistics were carried out; categorical variables 

were summarized by number and percent; Data was displayed 

inline graphs to examine variation occurring at the aggregate 

level. 
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All statistical analysis was performed by using software 

Microsoft Excel. 

Ethical Considerations: 

This project was initiated by Pharmacy Department and 

approved by CQI &PS No consent from the patient is required 

for this project. 

Design 

Interventions: 

On January 1, 2023, medication safety pharmacists and 

outpatient pharmacy staff within the Hospital implemented 

active strategies to Improve the Prescription Refill Experience 

in Outpatient Pharmacy at KFAFH. 

We are doing: 

1- Use language that is appropriate for the caregiver's health 

literacy level 

2- Provide patient-friendly educational materials 

3- Pharmacists can encourage caregivers to ask questions when 

they are unsure of how to give medications at home by 

increasing awareness that caregiver difficulty with 

administering medications is common and that questions are 

expected 

4- The teach-back method involves asking patients or caregivers 

to repeat back the instructions given to them to ensure that they 

understand the information correctly 

5- Encourage caregivers to request a dosing tool if one is not 

provided. Dosing tools can help caregivers measure the correct 

medication dose and reduce the risk of medication errors. 

Engagement Approach: Regular meetings and brainstorming 

sessions were held to discuss each intervention. Feedback from 

both pharmacy staff and potential end-users was collected and 

considered in the design process. 

Anticipated Problems: 

Resistance to Change: Some staff and caregivers might resist 

new approaches initially. 

Resource Limitations: Budget constraints or technological 

barriers might hinder the adoption of certain tools. 

Sustainability Plan: 

Training Integration: Embedding cultural competency training 

into the outpatient pharmacy ongoing education programs. 

Continuous Evaluation: Establishing a feedback loop for 

continuous assessment and adaptation of communication 

strategies. 

Resource Allocation: Securing resources for language tools and 

aids as part of the regular budget allocation. 

Leadership Support: Gaining leadership buy-in to ensure 

ongoing support for sustaining these interventions. 

The interventions were developed with the understanding that 

tailored communication strategies, when integrated into daily 

practice, could significantly reduce medication errors and 

enhance caregiver satisfaction. The engagement of diverse team 

members ensured the interventions were comprehensive and 

reflective of various perspectives, aiming for a sustainable 

impact on improved patient care. 

Strategy 

Specific Aims 

Primary Aims 

o Decrease caregiver medication errors by 20% by the end of 

2023 among pediatric and geriatric caregivers. 

o Increase average caregiver satisfaction scores by 75% by the 

end of 2023. 

Secondary Aims 

o Increase average Pharmacist Adherence to Tailored 

Communication Protocols by 75 % by the end of 2023 

o Increase the percentage of Pharmacist Engagement in 

communication skill education program 

Methods (context) 

The project was carried out in King Fahd Armed Forces 

Hospital, Jeddah. The Plan Do Study Act rapid cycles Quality 

improvement method was used for this project. The PDSA 

activities focus on tailoring communication Strategies by 

pharmacists to pediatric and geriatric caregiver to decrease 

caregiver medication errors and increase caregiver satisfaction 

in outpatient pharmacy At KFAFH. We have analyzed 

identified challenges in communication by pharmacists to 

pediatric and geriatric caregiver populations, leading to 

medication errors, and several actions were put into place. The 

project was conducted from Jan 01, 2023, with ongoing monthly 

monitoring measures followed by interventions and action plans 

accordingly. (Figure 1) 

 
Figure 1 

PDSA Cycle 1: 

Aim: Enhance communication strategies for caregivers of 

pediatric and geriatric patients. 

Change Hypothesis and Strategy: Introduce education 

material and simplified language in medication instructions. 

Implementation: Developed education material illustrating 

administration techniques. 

Simplified language in written instructions. 

Data Collected: Feedback surveys from caregivers assessing 

the usefulness and clarity of information, along with error rates 

after the intervention. 

Key Learning: education material was highly effective in 

improving caregiver understanding, resulting in a notable 

reduction in medication errors. However, some caregivers 

required additional support despite simplified instructions. 

Outcome vs. Prediction: education material was more 

impactful than anticipated, significantly reducing errors. 

However, simplifying language did not uniformly address all 

comprehension challenges. 

PDSA Cycle 2: 

Aim: Enhance direct communication strategies between 

pharmacists and caregivers. 
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Change Hypothesis and Strategy: Implement role-playing 

exercises for pharmacists to practice communication with 

caregivers of pediatric and geriatric patients. 

Implementation: Conducted role-playing sessions simulating 

interactions between pharmacists and caregivers, focusing on 

effective communication techniques. 

Data Collected: Feedback from pharmacists about the 

effectiveness of role-playing, caregiver surveys assessing 

communication satisfaction, and error rates after interactions. 

Key Learning: Role-playing exercises significantly improved 

pharmacist confidence and skills in engaging with caregivers. 

Caregiver satisfaction also increased, leading to a reduction in 

errors during these interactions. 

Outcome vs. Prediction: Role-playing exercises proved highly 

effective in enhancing pharmacist-patient caregivers’ 

interactions, leading to increased caregiver satisfaction and 

reduced errors. 

Each PDSA cycle involved clear objectives, strategic 

interventions, and data-driven evaluations. The iterative nature 

allowed for swift adaptations based on learnings. 

Education material exceeded expectations in reducing errors, 

while role-playing exercises significantly enhanced pharmacist-

caregiver communication. The key learning was that 

multifaceted approaches, combining education material with 

direct communication skill enhancement, proved most effective 

in mitigating medication errors. The need for ongoing support 

for comprehension-challenged caregivers became evident, 

indicating the necessity for diverse strategies to cater to varying 

caregiver needs. 

 

Study of the Intervention(s) 

Assessment of the intervention and their outcome was 

monitored as follow: 

- Data collection and analysis on monthly basis. 

- Once-Weekly meeting for the team to study the data. 

- The selected intervention was implemented systematically to 

monitor its impact individually. 

After 3 months, we noticed an improvement of decrease 

caregiver medication errors among pediatric and geriatric 

caregivers and Increase caregiver satisfaction scores. (Figure 2 

,3,4). 

Percentage reduce caregiver medication errors among pediatric 

and geriatric caregivers post-intervention 

 
Figure 2 

Percentage of patient-caregiver satisfaction 

 
Figure 3 

Percentage Pharmacist Adherence to Tailored Communication 

Protocols 

 
Figure 4 

Because of the initial findings, we decide to continue using 

Tailored communication strategies by pharmacists in 

Outpatient Pharmacy 

 

Results: 

• The pharmacist prevented 5250 prescribing errors from 

occurring. About 3 MEs per prescription were 

prevented. 

• Most patients involved in preventing MEs were in the 

age group of 1 month -65 years. 

• The number of interventions was provided as 

prescribing stage: 1008 interventions for pediatric 

patients were recorded, 2034 interventions for geriatric 

patients were recorded, and 2208 interventions for adult 

patients were recorded. 

• The solutions suggested during this improvement 

project succeeded in decreasing the number of 

medication errors by 71.63% 

• Increased percentage use a “teach back” technique to 

check understanding by 281.25%. 

• The average percentage of satisfaction of Caregivers on 

the clarity of information shared is 83.49 %. 

• The average percentage of Pharmacist Adherence to 

Tailored Communication Protocols is 85.45% 

• The average percentage of Patient satisfactions on the 

clarity of information shared is 83.9 % 

• Increased percentage of Dispensing appropriate 

measuring devices (oral syringes) by 566.6% 

• Increased percentage encourage patients to carry the list 

of their medications to every physician appointment and 

update this list whenever changes are made to their 

medication regimen by 91.42% 

• Increased percentage of Pharmacist Engagement in 

communication skill education program by 106.5% 



RESEARCH  
O&G Forum 2024; 34-3s: 1670-1678  

 

OBSTETRICS & GYNAECOLOGY FORUM 2024 | ISSUE 3s | 1675 

 

• Percentage Reduce caregiver medication errors among 

pediatric and geriatric caregivers post-intervention 

 
Figure 5 

Percentage of patient-caregiver satisfaction 

 
Figure 6 

Percentage Pharmacist Adherence to Tailored Communication 

Protocols 

 
Figure 7 

Percentage Use a “teach back” technique to check 

understanding. 

 
Figure 8 

Percentage Patient satisfactions on the clarity of information 

shared 

 
Figure 9 

Percentage Patient satisfactions on the clarity of information 

shared 

 
Figure 10 

% Encourage patients to carry the list of their medications to 

every physician appointment and update this list whenever 

changes are made to their medication regimen 

 
Figure 11 

Percentage of Pharmacist Engagement in communication skill 

education program 

 
Figure 12 

Summary and Interpretation: 

The project on tailoring communication strategies for decrease 

caregiver medication errors and increase caregiver satisfaction 

in outpatient pharmacy provided valuable insights and 

learnings, alongside acknowledging certain limitations. 

 

Lessons Learned: (Impact of the project) 

- Tailored Approaches Yield Results: Customizing 

communication strategies based on caregiver preferences 

significantly improved understanding and reduced errors. 
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- Feedback Is Essential: Continuous feedback loops were 

crucial for refining interventions and enhancing effectiveness 

over time. 

- Interdisciplinary Collaboration Is Key: Involving nurses, 

administrators, and caregivers in the process ensured 

comprehensive perspectives and better-tailored interventions. 

Strengths of the Project: 

- Comprehensive Approach: The project addressed multiple 

facets, from training pharmacists to implementing tools and 

feedback mechanisms, creating a holistic intervention. 

- Iterative Improvement: Embracing the PDSA cycle allowed 

for iterative improvements based on real-time data and 

feedback, making interventions more effective. 

Challenges Faced and Navigated: 

Resistance to Change: Initially, some staff were hesitant to 

adopt new communication methods. Addressing this involved 

additional training and emphasizing the benefits. 

Resource Constraints: Limited resources impacted the full-

scale implementation of certain tools, necessitating creative 

solutions within budgetary confines. 

Changes for Future Projects: 

- Faster Iterations: Implement smaller, quicker cycles to adapt 

interventions more rapidly based on real-time feedback. 

- Resource Allocation: Anticipate and secure more resources in 

advance to avoid delays in implementing certain tools or 

strategies. 

Project Limitations: 

- Turnaround of caregivers: Rapid turnover of caregivers 

affected the depth of engagement and follow-up for caregivers’ 

education efforts. 

- Generalisability: The project's specific environment might 

limit generalisability to different pharmacy settings. 

- Resource Constraints: Limited resources impacted the full-

scale implementation of certain tools, necessitating creative 

solutions within budgetary confines. 

Confounding Factors: 

Confounding Factors: External factors such as changes in 

caregiver demographics or staff turnover might have 

influenced outcomes beyond the project's control. 

Imprecision and Data Needs: 

Additional Data Points: Collecting data over a more extended 

period could provide a clearer understanding of long-term 

effects and sustainability. 

Reflecting on these lessons, strengths, limitations, and 

challenges, future projects would benefit from a more nuanced 

understanding of resource allocation, quicker adaptation to 

feedback, and a focus on longer-term sustainability to 

overcome potential limitations and biases encountered in this 

endeavor. 

 

Conclusion: 

Background Research and Contribution: 

The project built upon existing knowledge highlighting the 

significance of tailored communication in Decrease caregiver 

medication errors and Increase caregiver satisfaction in 

outpatient pharmacy. It added a practical dimension by 

implementing specific interventions tailored to diverse 

caregiver populations. While existing research emphasized the 

importance of communication, our project provided actionable 

strategies and insights for implementation. 

Achievement of Aims and Adjustments: 

The project largely achieved its aims by successfully 

implementing tailored communication strategies, training 

pharmacists, and introducing tools to enhance interactions. 

Adjustments were made throughout the process based on 

iterative improvements from PDSA cycles, aligning 

interventions more closely with desired outcomes. 

Usefulness and Measures: 

The project proved useful by significantly reducing medication 

errors and improving caregiver satisfaction, as measured 

through established metrics. While the measures were 

appropriate, incorporating additional balancing measures to 

evaluate potential unintended consequences would enhance 

future assessments. 

Cost Analysis and Sustainability: 

The interventions required initial investment, primarily in 

training and tool implementation. 

However, the reduction in medication errors and potential 

downstream savings in healthcare costs, particularly related to 

preventable adverse events, can contribute to longterm 

financial benefits. The project's sustainability hinges on 

continuous evaluation, feedback mechanisms, and integrating 

tailored communication as standard practice within the 

organization. 

Replicability and Next Steps: 

The project holds promise for replication in similar healthcare 

settings by emphasizing the significance of tailored 

communication strategies. Spreading this project would 

involve sharing best practices, tools, and insights gained from 

feedback mechanisms. Future steps involve long-term data 

collection to assess sustained impact, explore scalability, and 

potentially expand interventions to other healthcare settings. 

Further Study and Conclusion: 

Continued study in this field could involve longitudinal 

assessments to gauge the prolonged effects of tailored 

communication on medication errors and caregiver 

satisfaction. 

Furthermore, exploring the scalability of these interventions to 

larger healthcare systems or different care settings could be 

beneficial. 

Overall, the project demonstrated the effectiveness of tailored 

communication strategies in reducing medication errors among 

diverse caregiver populations. With a focus on continuous 

evaluation, feedback integration, and efforts towards wider 

dissemination, this work presents a significant step toward 

improving patient safety and care quality within healthcare 

systems. 
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