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Introduction 
Reporting all medication incidents whether they resulted in harm or not, is essential to improving 

patient safety.  It permits us to learn and improve when things go wrong and take action to prevent 

similar events from re-occurring. This is the second annual medication incident report of this type 

to be produced in Northern Ireland. Prior to this reports were generated on a three monthly basis 

but it was felt that aggregated data over a one year period would provide richer analysis for 

themed learning.  
 

New sections in this report include: 

Review of oxygen, opioids, antipsychotic and lithium reported incidents. 

Purpose of the report 

The purpose of this report is to inform the NI Health and Social Care (HSC) community of the  

following: 
 

  The main types of medication incidents reported. 
 

 The factors identified in the reports which led to the incident occurring. 
   

 Good practice that is occurring within local organisations which are supporting patient  

safety in the themes discussed. 
 

This report assists to inform the work led by the Department of Health in its response to the World 

Health Organization’s (WHO) third Global Patient Safety Challenge: Medication Without Harm. This  

challenge aims ‘to reduce severe avoidable medication-related harm by 50%, globally in the next 

five years’.  

The requirements of the WHO challenge are for countries to:  

1. Target improvements in three priority areas: 
 

      Transitions of care 
 

 Polypharmacy 
 

  High Risk Situations 

 

2. Design specific programmes of action for improving safety in each of four domains in     

which medications can cause avoidable harm: patients and the public, health care  

professional’s behaviour, systems and practices of medication and the medicines  

themselves. 

Further information about the WHO ‘Medication Without Harm’ challenge can be found at https://

www.who.int/patientsafety/medication-safety/en/. 
 

As incident reporting is a voluntary process it is not a reliable source to be used to track  

improvement over time. However it does help to identify and target areas for improvement and 

the reports themselves provide invaluable insights into current situations and practice that impact 

on medication safety.  
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Who should read this report? 

This report should be shared with everyone who has a responsibility for medication safety within 

their organisation, including all health care professionals who prescribe, dispense, administer or 

monitor medication and also managers who have a responsibility for patient safety within their  

organisations or remit.  The contents of the report can also be used to support medication safety 

training and should be shared with relevant undergraduate and postgraduate training providers.  
 

Data analysis scope and structure 

This review is informed by medication incidents reported by the five Health and Social Care Trusts 

and the Health and Social Care Board (HSCB) from 1st January -31st December 2018.  The HSCB 

data refers to medication incidents reported by community pharmacies. As there is no  

current regional adverse incident reporting system, it was not possible to include incidents  

reported by general practitioners or dentists and this review also does not include incidents  

reported to RQIA from nursing / residential care homes.   
 

The aim of this report is to learn from preventable medication related harm and therefore 

incidents related to adverse drug reactions, security and storage of controlled drugs and defective 

medicines are not included in the analysis. 

The data which informs this report has been gathered and analysed by the secondary care  

Northern Ireland Medicines Governance team and the HSCB Pharmacy Co-Ordinator for primary 

care*. Quantitative and themed analyses of the datasets have been undertaken and the findings 

are summarised and discussed within two distinct sections for secondary and primary care. 

As readers may prefer to avail of a quick summary of the quantitative data, a ‘Data at a Glance’ 

page is included on page 6.  

Linked to the findings from the themed analyses is information on current improvement initiatives 

or projects that are being undertaken by HSC organisations to help mitigate against the types of 

common and problematic errors identified.  

A summary of medication safety messaging / alerts that was issued during this time period is also 

included. 
 

Our thank you 

The publication of this report would not be possible if we did not have 

people taking the time to report medication incidents. This is a thank 

you to all staff for sharing your learning. We hope that you find the  

report useful and informative, and that it encourages all staff to  

continue to report medication incidents so that together we can  

improve medication safety for our patients. 
 

This report has been authored by the Northern Ireland Medicines  

Governance Team and has been endorsed by the HSCB Regional  

Medicines Safety Group and the Safety Quality Experience (SQE) group. 
 

*Further information about these roles can be found at http://www.medicinesgovernanceteam.hscni.net/   
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7054 
Medication Incidents Reported 
This is an increase on the previous year—6148 in 2017 
 

21 
Serious Adverse Incidents (SAIs) 

reported involving medication  

(15 Secondary care and 6 Primary care*) 

(*data from Community Pharmacy only) 

 

  

  

 

 

Most common incident type reported   

* Community Pharmacy incidents have been included since quarter period October – December 2013.   

  

 

 

 

 

 

 

 

 

 

 

 

HSCB data refers to community pharmacist reported incidents only  

Data at a glance 
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Percentage of Harm/ No Harm by organisation 

The NI average is 77.7% of incidents are reported as causing ‘no harm’ 

Administration 

Omitted / delayed medicine 

or dose 1551 

Administration 

Dose or strength was wrong 

or unclear 546 

Prescribing 

Dose or strength was wrong 

or unclear 430 

Administration 

Wrong / unclear drug/

medicine 355 

Prescribing 

Omitted / delayed medicine 

or dose 353 

Antithrombotics  136 

Allergens 45 

Insulin  32 

Opioids 15 

Antipsychotic 13 

Oxygen 12 

* * 

Number of incidents reported by organisation 

Actual impact versus Potential impact of incidents 

Most common incident type reported Most common therapeutic group / medicines   

reported in incidents causing  actual harm 

(moderate and above) and potentially major / 

catastrophic harm   

Trends in incident reporting 

Percentage of incidents by stage of the  

medicines management process 



 

 

 

 
 

Northern Ireland Data  

Figure 1 shows the number of medication incidents reported by organisations 

from 2002.  Community pharmacy incidents have been included since quarter 

period October – December 2013.   
 

There were 7054 incidents submitted in 2018, which is a increase of 907 from the previous year. 

211,278 medication incidents were reported in England for a similar time period  October 2017 to 

September 2018 (Obtained from NaPSIR quarterly data, accessed at https://improvement.nhs.uk/

resources/national-patient-safety-incident-reports-27-march-2019/. The reporting rate per head of 

capita for both Northern Ireland and England, for this time period is 0.004%. This is also without the 

full complement of  Northern Ireland data from integrated care and care home facilities◊. 
 

The National Reporting and Learning System (NRLS) in England also includes incidents related to  

adverse drug reactions and the safe storage and custody of medicines.  Verbal communication from 

the Medication Safety Lead at NHS Improvement England, confirms that the numbers are small, 

equating to 1.5% of the total number of medication incidents reported.  
 

Figure 1 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

*Community Pharmacy incidents have been included since quarter period October – December 2013.   

 

 

 

◊ 
Learning from reported medication incidents in Northern Ireland Summary Report January to December 2017 reported the reporting rate per head of 

capita for Northern Ireland and England in 2017 as 0.032 and 0.030 respectively. The figures should have been 0.0032 and 0.0030.  
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The number of medication incidents reported by organisations in 2018 is shown in Figure 2.   

Figure 3 shows an incident reporting rate per 1000 bed for each trust. This is calculated as: 
 

     the total number of medication incidents reported in 2018 
 

                     the total number of occupied bed days * 

 
 

*The Hospital Information Branch at the Department of Health provided this data, which includes 

the following clinical areas: 
 

Acute services, Maternity and Child Health, Elderly Care, Mental Health and Learning Disability 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

X 1000 
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Figure 2 

Figure 3 
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The medication incident rate is based on medication incidents that have been reported and is  

therefore subject to reporting bias. Research has also shown that ‘higher reporting rates correlate 

with a better safety culture and risk management ratings. Regular reporting of incidents from  

organisations is therefore something to be encouraged’ (NPSA, Safety in Doses, 2009). 

 

The degree of harm to patients, both actual and potential harm, as a result of a medication incident 

is coded in Northern Ireland using the HSC Regional Impact Table (June 2016). Patient harm is  

defined under 5 categories as noted below. 

Harm level Definition 

Insignificant  Near miss, no injury or harm. 

Minor  Short-term injury / minor harm requiring first aid / medical treatment. 

 Any patients safety incident that required extra observation or minor  
treatment e.g. first aid. 

 Non-permanent harm lasting less than one month. 

 Admission to hospital for observation or extended stay (1-4 days duration). 

 Emotional distress (recovery expected within days or weeks). 

Moderate  Semi-permanent harm/ disability (physical, emotional injuries / trauma) 
(Recovery expected within one year). 

 Admission / readmission to hospital or extended length of hospital stay / care 
provision (5-14 days). 

 Any patient safety incidents that resulted in a moderate increase in treatment 
e.g. surgery required. 

Major  Long- term permanent harm / disability (physical / emotional injuries / trauma). 

 Increase in length of hospital stay / care provision by >14 days. 

Catastrophic  Permanent harm / disability (physical / emotional trauma) to more than one 
person. 

 Incident leading to death. 
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An average of 77.7% of incidents reported resulted in ‘no harm’ to the patient.  Implementing 

Human Factors in Healthcare (Patient Safety First, 2010) recommends that a minimum of 70% 

of reported incidents should involve ‘no harm’ to the patient as an indicator of a positive  

reporting culture where staff are aware of the importance of reporting ‘no harm’ incidents. It 

should be noted that the descriptor of ‘minor’ harm includes ‘extra observation’ as well as  

minor treatment, for example where no actual harm has occurred however additional steps 

are taken to ensure the safety of a patient following the incident. Figure 4 shows percentage of 

‘no harm’ and ‘harm’ reporting by organisation. 
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Figure 4 

Percentage of Harm / No Harm by organisation 



 

 

 

 
 

Secondary Care Data  

Figure 5 shows the actual impact of the incidents reported within secondary care versus their  

potential impact. However when reviewing this chart it should be taken into account that assigning 

potential harm is often subjective and not as easy to define as the actual impact. The incident  

reporter, reviewer or approving manager may consider the impact of harm in terms of the barriers 

that already exist to prevent that incident from re-occurring. Therefore variability within and  

between organisations will exist. Despite this, it is well recognised that learning from potentially 

serious harm incidents is essential and demonstrates a healthy safety culture.  

There were 15 Serious Adverse Incidents (SAI) reported in 2018 in line with the Regional SAI  

definition. Details of these incidents are noted below. Four of these incidents were deemed to be 

‘Never Events’.*  NHS Improvement defines Never Events as ‘Serious Incidents that are wholly  

preventable because guidance or safety recommendations that provide strong systemic protective  

barriers are available at a national level and should have been implemented by all healthcare  

providers. Strong systemic protective barriers are defined as barriers that must be successful, reliable 

and comprehensive safeguards or remedies.’ 
 

 ’Patient had recent treatment for gastric cancer and presented with a 2 to 3 day history of 

blood stained sputum, bruising, intermittent nose bleeds and left sided chest pain and a had 

recently fallen. From history and examination pulmonary embolism (PE) was considered the 

most likely diagnosis. CT PA was requested but was not immediately available and  

enoxaparin 80mg was prescribed and administered. Ninety minutes after  this dose, blood 

results were reported with low platelets at 42 x109/l and low fibrinogen at 0.9mg/l. A  

platelet transfusion was administered but over the next 12 hours the patient complained of 

a worsening headache and CT Brain demonstrated bilateral subdural haematomas and  

cerebral oedema.  CT PA was negative. Further investigations revealed metastatic  

malignancy; the bleeding tendency and cerebral oedema were secondary to this. Patient‘s 

condition deteriorated and subsequently died.’  

*https://www.health-ni.gov.uk/sites/default/files/publications/health/HSC-SQSD-36-18.pdf  
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Figure 5 

Actual impact versus Potential impact of incidents 
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‘Patient suffered cardiac arrest on ward and passed away. Discussed with coroner and felt that 

most likely diagnosis was acute PE causing cardiac arrest as post mortem indicated patient had 

multiple PEs and right leg DVT. Patient had not been prescribed enoxaparin during a period prior 

to their death.’  

‘Patient had a lower limb cast put in place following an ankle fracture and were discharged to 

await surgery. The patient weighed 124kg and was prescribed enoxaparin 40mgs daily 

(recommended dose for >100kg is 60mgs). Following surgery, patient was diagnosed with  

multiple bilateral pulmonary emboli.’   

‘Patient presented with a rash and swollen leg. A query diagnosis of calf DVT was made.  

Patient was discharged for review and Doppler scan of the leg two days later. No  

anti-coagulant was prescribed. Patient was admitted to another Trust with DVT and PEs.  

Patient made a good recovery.’  

 ‘Patient admitted for treatment of exacerbation of asthma and infection. An arterial line was 

placed and a sodium chloride 0.9% and glucose 5% arterial line flush was in put in place (this 

flush should have been sodium chloride 0.9%). Blood glucose samples taken from the arterial 

line were artefactually high and an insulin infusion was commenced to treat hyperglycaemia. 

A subsequent peripheral blood glucose sample was 1mmol/L and the insulin infusion was 

stopped. The patient suffered a severe brain injury due to hypoglycaemia’.  

 ‘Patient was prescribed 1litre Glucose 5% over 8 hours. When disconnecting the fluid bag, staff 

nurse noticed an additives label attached to one side of the bag detailing another patients name 

with 900mg amiodarone as the additive, and prepared 3 days previously. ECG, telemetry and 

electrolytes checked. Patient assessed by medical team and was deemed to have come to no 

harm.’  

‘An intravenous infusion containing the anticonvulsant drug levetiracetam was attached to 

the peripheral intravenous cannula of patient A and the infusion pump started. This infusion 

had been disconnected from Patient B in an adjacent bed. It was not prescribed for patient A. 

Approximately half of the 1g dose was infused to patient A. Observations undertaken and  

stable, patient alert and orientated. Doctor stated patient wouldn't come to harm.’   

 ‘Patient prescribed oxycodone (Shortec®) oral liquid 5mg, oxycodone (Shortec®) tablet 10mg, 

and intravenous metoclopramide. Oxycodone 5mg oral liquid was prepared in an intravenous 

syringe rather than an oral/enteral purple syringe and subsequently administered  

intravenously as opposed to the correct route, orally. Patients NEWS recorded hourly, cannula 

site observed. No harm to patient and cannula site remained pain free and without  

inflammation’. This incident was reported as a Never Event.  

 

‘Patient presented to hospital following a fall was assessed and prescribed analgesia.  

Subsequently the patient was administered Oramorph® (morphine sulfate 10mg/5ml) oral 

solution via the intravenous route (IV) instead of via the oral route (PO)’. This incident was  

reported as a Never Event. 

 

 



 

 

 

 
 

 

13 

 

‘Patient was due a change in their syringe pump medicines and administration of their  

intravenous (IV) antibiotics. Two nurses prepared the syringe pump medicines and the IV  

antibiotics. One nurse went to the bedside with the medicines and administered the syringe 

pump medicines (diamorphine 30mg, ketamine 60mg and dexamethasone 1mg) IV via the 

peripheral cannula instead of the antibiotic. The nurse realised this immediately and  

obtained medical assistance. Patient was kept under observation and did not come to lasting 

harm.’  

‘Patient admitted following cardiac arrest with further cardiac arrest following admission. 

Advanced Life Support protocol commenced. Decision to stop CPR after approximately 40 

minutes. On removal of oxygen tuning it was identified that mapleson circuit used to  

ventilate the patient had been connected to medical air and not to oxygen port as would 

have been expected’. This incident was reported as a Never Event. 

‘Patient was prescribed oxygen and developed acute confusion and had a seizure. The  

airway was being managed  with a non rebreather mask insitu connected to what was 

believed to be oxygen.  As patient deteriorated neurologically a decision was made to  

intubate to stabilise prior to CT. Patient intubated uneventfully with saturations greater 

than 92 throughout. When patient was being prepared for transfer it was noted they had 

been connected to medical air instead of oxygen throughout this period. Of note, there 

was no indicator guard present, no flow meter on the oxygen outlet, and the oxygen  

delivery devices all fitted seamlessly onto the flowmeter.’ This incident was reported as a 

Never Event 
 

‘Patient admitted and clozapine omitted for 6 consecutive days which led to complications. 

Patients subsequently suffered a cardiac arrest.’ 
 

 ‘Patient admitted to hospital for assessment. It was subsequently discovered that on a  

previous admission, the patient was prescribed and discharged on a full medicines list 

from another patient and this had continued for approximately 6 weeks up to discovery 

on this admission. During this period the patient received a number of medicines that 

were not indicated, as well as having their own critical medicines, including a DOAC 

(Direct Oral  Anticoagulant) omitted.’  
 

 ‘An in-patient’s kardex was rewritten and amitriptyline was prescribed instead of  

amisulpride which was administered for 22 days before detection. Emergency bloods and 

ECG were obtained and advice sought from the Regional Medicines and Poisons  

Information Service for guidance.’   



 

 

 

 
 

 

Incidents are typically categorised into the stage at which the incident occurred. These are:  

Prescribing, Dispensing, Administration and Monitoring. Figure 6 provides a breakdown analysis of 

the 2018 data by stage. Administration errors were the most commonly reported, accounting for 

55.3% followed by prescribing errors (22.6%) of all medication incidents reported. This is  

comparable to reporting in England and Wales were a review of the NRLS data over a six year  

period (2005-2010) identified that the stages with the largest number of reports were  

administration, 50% and prescribing, 18%.  
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Figure 6 
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An analysis by Trust of the stage in which medication incidents occur is shown in Figure 7.  

Figure 7 

Comparison of the number of incidents by stage of the 

medicines management process for 2017-2018 

Stage at which the incident occurred by Trust 



 

 

 

 
 

The top 5 incident types reported in each stage is illustrated in Figure 8. The most commonly  

reported medication incident type in secondary care is a delay or omission of a medication during 

the administration process. 
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Top 5 incidents by Stage at which the incident occurred 

Figure 8 

An examination of the 388 incidents reported that caused actual moderate and serious harm and  

potentially major / catastrophic harm is provided in Figure 9  and the medications involved are  

noted in Figure 10.  
 

The two most commonly reported incident types were:  

 Administration omission or delay of a dose 

 Prescribing a medication to which there was a known contra-indication  
 

This was the same in 2017 
 

As in 2017, antithrombotics were the most commonly reported group of medicines (136) which  

included:  
 

 Low Molecular Weight Heparins (50) 

 Low Molecular Weight Heparins  and Direct Oral Anticoagulants co-prescribed (33) 

 Direct Oral Anticoagulants (31) 

 Antiplatelets (13)  

 Warfarin (9) 

Top 5 incidents by Stage at which the incident occurred 



 

 

 

 
 

 

This was followed by incidents involving allergens (45) with patients prescribed and/or administered 

a medication to which they were known to be allergic to, of which 37 of these involved a penicillin 

based antibiotic.  
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Top 5 prescribing, dispensing, administration and monitoring  

incidents that caused actual moderate and serious harm or  

potentially major / catastrophic harm  

Figure 9 

Figure 10 

Comparison of the most common medication type reported that caused 

actual harm or potentially major/catastrophic harm with 2017 data 



 

 

 

 
 

Thematic analysis  
 

The qualitative analysis is informed from incident reports that were 

graded as causing actual moderate and serious harm or potentially  

major and catastrophic harm. Topics chosen for review are informed 

by those most frequently reported within the dataset and include:  

Omission and delay of medicines at the prescribing and  

administration stages incidents reported involving antithrombotics, 

insulin and allergens. New sections in this report include incidents involving opioids, oxygen and 

antipsychotics and lithium. 

 
 

Examples of good practice are indicated throughout the sections by the following symbol: 
 
 
 
 
 
 
 
 
 

Sections in this report: 
 
 Omission  / delay of medicines 

 Antithrombotics 

 Insulin 

 Allergy  

 Opioids and analgesics 

 Antipsychotics and lithium 

 Oxygen 
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Omission / delay of medicines  

An omitted dose is defined as any dose that is not administered before the next dose is due. Where a 

dose is administered more than 2 hours beyond the intended prescribed time and before the next 

dose is due, this would classify as a delayed dose. A total of 97 medication incidents involving omitted 

or delayed doses were reported as causing actual moderate or above harm, or had the  

potential to cause major or catastrophic harm. This is a reduction from 126 medication incidents  

coded in the same way for 2017.  

 

The most frequent process reported was ‘administration omission’, which accounted for 59% (57/97) 

of the incidents included within this chapter. Just over 39% (38/97) of incidents related to ‘prescribed 

omission’, with the remaining 2% (2/97) incidents associated with the dispensing processes.  

 

The top classes of medicines involved with omitted and delayed doses accounted for approximately 

two-thirds of all the incidents and are illustrated in in the table below. As this table demonstrates, 

critical medicines were highlighted in the majority of incidents, demonstrating the  

actual and potential risk of harm associated with omitted and delayed doses of these medicines.  

Critical medicines are medicines where timeliness of prescribing and administration is crucial to  

minimise patient harm. A regionally approved list of critical medicines is available on the Northern  

Ireland Medicines Governance Website at the following link:  

Link to Regional Critical Medicines Information  

 

Top medicines involved 

 
 
 

Further analysis of the themes within the incidents related to administration and prescribing are  

detailed below. In general, the majority of incidents were associated with three of the key domains of 

the WHO ‘Medication Without Harm ‘Third Global Patient Safety Challenge’ including:  

 Medicines 

 Systems and Practice 

 Healthcare professionals  

 
http://www.medicinesgovernance.hscni.net/wpfb-file/critical-medicines-where-timeliness-is-crucial-final-march-2019-pdf/  

Medicines involved Number of incidents 

Low Molecular Weight Heparin (LMWH) 26 

Insulins 13 

Oral Anticoagulants (DOACs and Warfarin) 7 

Oxygen 7 

Antimicrobials 5 

Antiepileptics 5 

Antipsychotics and lithium 5 

TOTAL (% of total 97 incidents) 68/97 (70%) 
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Administration omission 

Omitted dose incidents often involved critical medicines including antiepileptics, anticoagulants and 

several other time-critical medication classes, where doses were overlooked and not administered.  

‘Lamotrigine night dose not administered for several days. Not handed over why it was 

not administered and no documentation explaining omission. Not escalated to medical 

or pharmacy teams.’ 
 

‘Patient with VTE was not administered rivaroxaban for two doses. When patient   

handed over, no documentation or handover explaining rationale for omission.’   

 

Given the significant impact that certain medications can have on patient related outcomes, some 

of the omissions or delays were associated with actual significant patient harm that necessitated 

further treatment. 
 

‘Patient did not receive prescribed enoxaparin while in one clinical area. Following 

transfer to another clinical area, the patient was symptomatic for VTE. This was  

subsequently confirmed as a pulmonary embolus, for which appropriate treatment was 

commenced.’  
 

A regional multidisciplinary group has been established to explore and address the  

factors associated with omitted doses. Planned work streams include the trial and use of 

the NHS Medicines Safety Thermometer (Link to NHS Medication Safety Thermometer)* 

to drive improvement in this area. 

Southern HSC Trust uses peer review at the end of the medication round or end of shift 

where particular issues are identified with omitted doses so they can be addressed in a 

timely manner.  

 

Supply and ordering of medicines in clinical areas 

 

Problems associated with supply and ordering medication to wards and clinical areas also accounted 

for medication omissions. These incidents demonstrate the crucial nature of the availability of  

ward-based pharmacy resources to ensure medicines can be supplied and received in a timely  

manner.  

 

‘Supply of clozapine to CPN  [Community Psychiatric Nurse ] not completed. Patient left with no 

clozapine for one dose. Escalated to out-of-hours on call pharmacist, who  

dispensed next dose to avoid re-titration requirements.’ 
 
 
 
*https://www.safetythermometer.nhs.uk/index.php?option=com_content&view=article&id=3&Itemid=107  
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‘Patient on Tegretol® [carbamazepine] changed from being prescribed orally to rectally. 

No suppositories on the ward and not initially highlighted to pharmacy team. A  

subsequent staff nurse identified this as a critical medicine and contacted pharmacy for 

an immediate supply.’ 
 

Quality Improvement work is being undertaken in South Eastern HSC Trust to improve  

ordering of medicines in the morning so that early doses are not delayed or omitted until  

later that day.  In Belfast  HSC Trust, a Quality Improvement project ‘ACDC’ has been  

conducted to ensure that inpatient orders with a query have a documented and  

                   communicated action plan relating to that query completed by dispensary staff. 
 

All Trusts are involved with projects that increase the use of Pharmacy Technicians and 

other Pharmacy support staff to improve ward ordering of medicines. This also ensures 

ward top-ups are completed appropriately and stock lists are regularly reviewed and  

updated.  
 

In Southern HSC Trust and Western HSC Trust, staff can mark ward orders as ‘urgent’ if 

they contain ‘critical medicines’, so they can be prioritised in the pharmacy department    

for urgent supply and delivery. 
 

Omission at discharge 

In addition to supply of medicines at ward level, there were also examples of incidents involving 

omission at the stage of discharge. 
 

‘Patient admitted with shortness of breath following recent discharge after a       

surgical procedure. Diagnosis of Pulmonary Embolus (PE) made. Review of previous 

discharge confirmed enoxaparin was prescribed and dispensed to ward for  

discharge. Patient and family confirmed that they received no enoxaparin from the 

ward on discharge.’ 
 

‘Patient on multiple medicines including antihypertensives, methotrexate and  

immunomodulatory drugs pre-admission, discharged home with no medicine supply 

as staff not aware that supply was required on discharge. Patient subsequently  

re-admitted to hospital as a result of the omission of anithypertensives.’ 
 
 

Southern HSC Trust has a discharge checklist which is completed for discharge  

prescriptions that are clinically checked in the dispensary to highlight whether only new 

medicines started during admission or a full supply is required and if the patient uses  

original packs or a  Monitored Dosage System. 

 
 

All Trusts have ward-based pharmacy teams that are available to assist with discharge 

procedures and are undertaking quality improvement work in partnership with pharmacy 

and patient flow teams to improve the process of discharge at ward level. 
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Supply and ordering of medication in care home facilities 

The supply of medication in care home facilities and advice regarding re-ordering also accounted 

for incidents related to administration omission, demonstrating that this is not just an issue  

related to hospital environments. 

‘Service user had not received risperidone medication for 9 days as the residential  

care home ran out.  This medication was prescribed for administration twice daily.  

During this time there were 3 incidents involving service user and another resident.  

Senior care worker reported they had requested risperidone to be reordered and 

could not provide further information in relation to what action had been taken in 

their absence.’ 
 
 

All Trusts have dedicated pharmacy teams with pharmacists who help and assist care 

home facilities with medicines management, including training, auditing and policy  

development. 
 

In South Eastern HSC Trust , a new process developed in partnership with the contracts 

team has enabled medication related incidents in the Independent Sector to be  

captured and reviewed in terms of learning for prevention. A similar process is also  

                   undertaken in the Northern HSC Trust and Belfast HSC Trust. 
 

 

Prescribing omission 

Medicines Reconciliation 
 

Inappropriate or inaccurate medicines reconciliation at transitions of care resulted in several  

incidents involving omitted medicines. As illustrated in table 1, these incidents were often  

associated with critical medicines. 
 

Prescribed omissions at the point of admission can result in a relapse of symptom control and this 

was evidenced in some of the incidents reviewed. 

 

‘Patient did not have their Parkinson’s Disease medication prescribed on  

admission. This resulted in the afternoon and evening doses being omitted. When 

the medication was prescribed out of hours, there were further delays in obtaining 

the medication as this strength was not routinely available on the ward. This  

subsequently led to further delays and an increase in the symptoms.’ 
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There is ongoing quality improvement work related to  

improving medicines reconciliation across all 5 Trusts in the 

region. A video outlining the 3 steps to effective medicines 

reconciliation has been developed and shared  

regionally, aimed at increasing awareness regarding 

taking an accurate medication history. The QR code 

on the right should be scanned to view the video. 

 

 

Transcribing omissions 
 

There were a number of incidents related to transcribing errors or omissions associated with  

prescribed omissions. A number of these had a high potential for major or catastrophic harm.  
 

‘Renal transplant patient transferred wards. On the Kardex re-write, azathioprine 

was omitted. The patient went 8 days without their medication and was only  

highlighted when kardex was reviewed by the ward pharmacist.’ 
 

‘Patient was reviewed due to an increase in seizures. Epilim® [sodium valproate] 

inadvertently omitted when the kardex was previously re-written.’  

All trusts have updated their Medication Prescription and Administration Record (Kardex) 

to enable staff to record when a check of a  re-written kardex has been undertaken.  

 

Clinical guidelines 

 

Several incidents were reported where prescribing did not follow clinical guidelines or accepted 

clinical practice. This may have been due to unfamiliarity with relevant guidelines or routine  

management in specific clinical situations. These incidents were often associated with delays in  

appropriate treatment or management of disease.  
 

‘Patient with Addison’s Disease admitted generally unwell. No steroids given on  

admission. Reduced sodium level of 112 mmol/l. Hyponatraemia treatment not initiated 

until reviewed by another medical team after patient suffered from a seizure.’ 
 

‘Patient attended hospital with pyrexia after advice from chemotherapy helpline. Seen 

on admission and noted that skin around PICC line blistered and temperature raised.  

Patient discharged home with oral antibiotics. Patient went home and hours later  

re-attended after temperature still high. Seen by haematology team and admitted with 

neutropenic sepsis. IV antibiotics immediately initiated.’  
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On-call and out of hours prescribing  

 

A number of incidents often associated with junior doctors, involved the prescribing of medicines out 

of hours on evening and weekend shifts. These tasks may have been completed by prescribers who 

may have been less familiar with the patients or the individual clinical scenario in question. 

 

‘On-call doctor asked to prescribe patients regular medicines as not done by day 

team. On review, noted that clonazepam in history was actually clozapine and  

patient had not received since admission, which was greater than 48 hours. Patient 

reviewed by psychiatry and decision made not to re-titrate and discontinue as this 

was longer term plan.’  
 

‘I covered a shift on X date. A patient was on 40 units of insulin in the morning and 

30 units in the evening. I was asked to prescribe the insulin on call following a day 

of omission when insulin wasn’t prescribed at all.’    

 

Belfast HSC Trust has an ongoing quality improvement project to ensure that key tasks 

relating to the Kardex, IV fluids, Warfarin and Insulin (KIWI) have been completed by 

medical teams prior to handover.  
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Antithrombotics 
 

136 medication incidents were reported involving anticoagulants and  
antiplatelets in 2018; 182 incidents had been reported in 2017. These incidents 
have been divided into the following 5 groups: low molecular weight heparin 
(LMWH), Direct Oral Anticoagulants (DOACs), co-prescribed DOAC/LMWH, antiplatelets and  

warfarin. 

 

Overall the three most common incident types for each process are shown in the table below. 

 

When used incorrectly or omitted in error, anticoagulant and antiplatelet medication can cause  

life-threatening or catastrophic bleeding or thrombus. The following examples demonstrate the main 

problems.  

Prescribing 

Contraindicated use 

Similarly to 2017, the main type of prescribing incidents were the inappropriate prescribing of 

contraindicated combinations of anticoagulants and/or antiplatelets, which carries with it an 

increased risk of bleeding.  

 

The most common combination was when a DOAC and enoxaparin were co-prescribed, with 

apixaban being the most commonly prescribed DOAC. These particular incidents suggest  that 

the medicine was not recognised as a DOAC, given that a number of the incidents involved  

patients already anticoagulated with a DOAC and prescribed enoxaparin following completion 

of the patient’s venous thromboembolism (VTE) risk assessment. 

 

Medicines involved Number of incidents 

LMWH 50 

DOAC/LMWH co-prescribed 33 

Direct-acting Oral Anticoagulants (DOACS) 31 

Antiplatelets 13 

Warfarin 9 

TOTAL 136 

Prescribing (93) 
69% 

Administration (31) 
23% 

Dispensing (1) 
0.7% 

Monitoring (1) 
0.7% 

Advice (4) 

Contraindicated 
use (39) 

Omitted dose (15) Omitted dose (1) Failure to follow 
up (1) 

Verbal direction 
wrong/omitted 
(3) 

Omitted dose 
(15) 

Wrong medicine (7)     Patient infor
mation leaflet 
wrong/omitted 
(1) 

Wrong dose (15) Wrong dose (4)       
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‘Patient prescribed apixaban 5mg twice daily on the kardex as per pre-admission. 

VTE risk assessment completed but not ticked that patient already on  

anticoagulant and enoxaparin 40mg once daily prescribed. Apixaban and  

enoxaparin both administered for one day.’ 

‘Patient admitted following total hip replacement. Patient has a history of  

Cerebral Vascular Accident (CVA) and is on apixaban 5mg twice daily. Surgical  

operation notes state instruction to administer enoxaparin 40mg subcutaneously 

for 28 days.’ 

‘Patient referred for Primary Percutaneous Coronary Intervention (PCI) . It was 

decided that no further antiplatelets were indicated. Patient subsequently  

administered ticagrelor 180mg. Patient went for emergency CT brain which 

demonstrated further areas of bleeding’. 

 

All Trusts have introduced a revised flowchart for the  suspected ST Elevation or Acute 

Posterior MI. 

 

Failure to discontinue enoxaparin following initiation or restarting of a DOAC continues to be  

reported.  

 

‘Patient admitted with newly diagnosed atrial fibrillation. Prescribed enoxaparin 

according to VTE risk assessment.  Was commenced on apixaban the next day, 

2.5mg twice daily, but enoxaparin was not stopped. Patient received one dose of 

both.’ 
 

‘Patient presented with extensive pulmonary emboli and commenced on  

therapeutic enoxaparin (100mg once daily). Apixaban then prescribed at  

treatment dose of 10mg twice daily with intention to stop enoxaparin however 

enoxaparin not stopped and patient received both for one dose before it was  

realised and enoxaparin stopped.’ 

 

The Regional Kardex Editorial Group has worked with Trusts to update the  

regional acute kardex to include a dedicated page for the prescribing and administration 

of anticoagulants and antiplatelets by all routes to try and reduce the co-prescribing of 

these high risk medications. This follows the successful Quality Improvement projects  

               carried out  in Belfast HSC Trust and Western HSC Trust during 2017/18. 
 

South Eastern HSC Trust have a supplementary DOAC chart in use to help reduce the risk 

of co-prescribing and improve the safety and awareness around  DOAC use. 
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Omitted dose 

Unintentional prescribing omissions of anticoagulants and antiplatelets continue to occur at  

admission, in-patient and discharge stages of the patient journey. 

‘Patient referred from Emergency Department for Primary Percutaneous Coronary  

Intervention (PCI) with instruction to go straight to Cath Lab for emergency  

treatment of inferior ST segment elevation myocardial infarction. Protocol for  

management of patients with suspected MI who has been accepted for Primary PCI 

states patient should receive ticagrelor 180mg STAT unless contraindicated. Patient 

did not have any contraindications but did not receive the medication.’ 

 

‘Patient did not receive warfarin dose for one day as no warfarin prescription sheet 

completed. Patient has mitral valve replacement.’ 

 

An anticoagulant or antiplatelet omission, especially if over a number of days or multiple doses,  

places the patient at risk of a thromboembolic event, which can have serious and even fatal  

consequences. 
 

Wrong dose 

Wrong dose incidents accounted for 13% of all anticoagulant/antiplatelet prescribing 

incidents in 2018. 

‘Apixaban 5mg twice daily prescribed to treat a pulmonary embolus. Dose should be 

10mg twice daily.’ 

 

‘Patient (83.4kg) commenced on enoxaparin 120mg twice daily treatment dose for  

pulmonary embolus. Received four doses. Guidelines indicate 80mg twice daily.’ 

 

‘Patient admitted to hospital on Monday. On warfarin prior to admission, dose  

prescribed 5mg Mon / Tue / Wed / Fri / Sat and none on Thursday, none on Sunday.  

Administered 5mg warfarin on Monday, INR in therapeutic range at 2.6.  Prescribed 

and administered 5mg on Tuesday, no INR checked. Drug history checked by  

pharmacist on Wednesday. Patient stated warfarin dose to be as above and stated 

that normally managed by pharmacist at anticoagulation clinic. INR result on 

Wednesday was 5.  Warfarin then omitted for 2 doses/days as per protocol. Patient 

for discharge on Thursday.  Ward Pharmacist contacted Anticoagulant Pharmacist 

who stated that patients usual dose is 1mg Mon/ Tue/ Wed/ Fri/ Sat (none on Thurs 

or Sun), total weekly dose is 5mg.’ 
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Administration 

Omitted dose 

Omitted doses were once again the most common type of administration incident with  

anticoagulants/antiplatelets, with the majority being coded as major in terms of potential harm to 

the patient. 

‘Enoxaparin 40mg not administered by nursing staff on night duty.’ 

‘Warfarin not administered at 6pm by day staff, same prescribed on warfarin chart  

identified at 2am by night staff.’ 

‘Patient was transferred between clinical areas and did not receive enoxaparin. Patient 

developed a pulmonary embolus.’ 
 

Wrong dose 

‘Patient was administered warfarin 3mg tablets instead of warfarin 1mg tablets by  

carer (wife) at home. Patient had never needed to use 3mg tablets as was adequately 

managed on doses around 1mg or 2mg daily. After recent admission to hospital, patient 

was supplied with both 1mg and 3mg tablets on discharge as per hospital policy,  

labelled correctly and with standard directions 'Use as directed'. Carer was aware of the 

dose in terms of milligram, but thought every warfarin tablet was 1mg including the blue 

(3mg tablets). Patient received 3mg instead of 2mg for approximately two weeks and at 

the next scheduled INR check the INR was 8.4. No significant bleeding (small epistaxis 

only) or bruising.’ 

 

The colour of each strength of warfarin tablets is included in patient education booklet 

issued at the start of treatment and must be highlighted during patient education. A  

request has been made to consider inclusion of this information in the national dosing 

booklet which many patients use on an ongoing basis. Belfast HSC Trust uses a  

                   temporary warfarin booklet and has included this. The  temporary card was developed to   

                   improve the provision of information on warfarin dosing on discharge, for those patients  

                   who had not brought their yellow book into hospital. 

 

 

 

 

 

All Trusts only supply 1mg warfarin tablets to patients taking less than 3mg daily as their 

long established maintenance dose. 
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Wrong medicine 

‘Two patients who were on a planned theatre list did not have DOAC medications held 

48hrs prior to their planned procedure resulting in them missing their planned slot. Email 

had been sent to ward managers four days prior to surgery listing the patients and 

providing instructions regarding their medications. Also on the same day, phone call 

made to ward to say the same and a theatre list sent to the ward.’ 

 

Some Trusts have a mandatory anticoagulant chart on the electronic discharge  

prescription that must be completed for all patients who are discharged on warfarin. 

This prompts the discharging doctor to complete the electronic form with relevant  

anticoagulant details, including reason for anticoagulation, doses of warfarin whilst in 

                   hospital, warfarin dose prescribed on discharge and date of next INR check, as well as a  

                   reminder to ensure that this follow-up appointment is made. 

 

In Southern HSC Trust, if a patient who normally attends the hospital based  

anticoagulant clinic is admitted to hospital, the anticoagulant pharmacist contacts the 

ward pharmacist to alert them to this. The ward pharmacist adds this information to  

                   the patient’s inpatient anticoagulant prescription and the anticoagulant team are  

                   informed when the patient is discharged, taking over their anticoagulant management 

                   by providing a follow-up out-patient appointment. 
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Insulin 

34 medication incidents were reported involving insulin in 2018, 53 incidents had been reported in 

2017. The three most common incident types for each process are shown in the table below. 

 

 
 

This compares with 34% prescribing incidents, 55% administration incidents, 6% dispensing incidents 

and 6% monitoring incidents in 2017. In 2017 the most common prescribing incident was wrong 

medicine, the most common administration incident was omitted dose, the most common dispensing 

incident was wrong dose and the most common monitoring incident was delay/failure to monitor. 

 

Prescribing  
 

Wrong medicine 
 

 

Incidents were reported where the wrong insulin was prescribed.  There is a wide range of different 

insulin products available for each of main types of insulin used – rapid acting, long-acting and mixed 

insulins. Rapid acting insulin is usually administered with meals or as a correction dose for  

hyperglycaemia. Long-acting insulin is usually administered once or twice a day at the same time 

each day. Mixed insulin is usually administered twice a day at breakfast and at teatime. The incidents 

reported indicate that there is poor recognition of the type of insulin prescribed and the appropriate 

frequency or time of day at which it should be prescribed and administered. 

 

‘Patient had been on long-acting insulin, Lantus® once a day and was being 

changed over to mixed insulin, Novomix® 30, 10units at breakfast and 6 units at 

teatime with clear instructions documented in the notes. However the patient was 

prescribed Lantus 10 units in the morning and NovoMix® 30,  6 units at teatime.’ 
 

‘Patient prescribed and administered NovoMix® 30 insulin at 22.00 instead of at 

teatime and patient had several episodes of hypoglycaemia.’ 
 

Mixed insulins should be prescribed and administered with breakfast and at teatime. Administration 

of pre-mixed insulin late at night may result in nocturnal hypoglycaemia due to the effect of the  

intermediate acting component of the pre-mixed insulin, which may go undetected and risk serious 

harm. 

 

Prescribing (18) 53% Administration (11) 32% Dispensing (1) 3% Monitoring (4) 12% 

Omitted dose (6) Omitted dose (7) Wrong medicine (1) Delay/failure to 

monitor (4) 

Wrong medicine (4) Wrong dose (2)     

Wrong dose (4) Wrong frequency (1)     
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‘Patient usually on Humalog® Mix 50 insulin at breakfast and at teatime was  

prescribed and administered Humalog®.’  
 

Confusion between different insulins is compounded by a number of manufacturers that  

produce both a rapid acting insulin and a mixed insulin with very similar names, for example  

Novorapid® and NovoMix® 30, and Humalog and Humalog® Mix 25 or Humalog® Mix 50. 
 

‘Patient had hyperglycaemia and was prescribed and administered NovoMix® 30 as 

a correction dose at 00.20.’ 
 

‘Correction doses’ of insulin are doses of rapid acting insulin prescribed to treat hyperglycaemia. 

A number of incidents were reported where a pre-mixed insulin was prescribed instead of rapid 

acting insulin.  
 

To minimise the risk of confusion between rapid acting insulins and mixed insulin for  

correction doses, Southern HSC Trust promotes the use of the rapid acting insulin 

Apidra® for correction doses. 

 

Wrong dose 

The abbreviation of units to ‘u’ or ‘i.u.’ has long been recognised as a risk for wrong dose  

incidents as the ‘u’ may be read as a ‘0’ or the ‘i’ in ‘i.u.’ read as a ‘1’ leading to tenfold  

overdoses. 
 

‘Patient admitted and prescribed long acting insulin Levemir® 30 units instead 

of usual dose of 3 units.’ 

While many trusts have ‘units’ preprinted on insulin prescriptions to avoid the risk of the 

term being abbreviated, records in primary care require this to be handwritten and it 

may be abbreviated and subsequently misread on admission. Frail, elderly patients with 

decreased renal function may also be very sensitive to the effects of insulin and require 

small doses which may be much smaller than expected. Insulin is more vulnerable to 

wrong dose incidents as there is no fixed dose.  
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Southern HSC Trust has promoted a key message to staff as part of Insulin Safety 

Week that mixed insulin should be prescribed and administered at main meals  

only. This has also been incorporated into the regional Training Tracker module for 

medical staff on the safe use of insulin and into induction programs. 
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There is a wide dose range individualised to the patient’s requirements therefore one person’s correct 

dose could be a significant over or underdose for a different patient. 

 

All Trusts have a section to record the patients’ usual insulin dose at home on their  

subcutaneous insulin chart. This can be a useful reference point to use when prescribing  

and administering individual doses in hospital. 

 

‘Patient prescribed 'NovoMix® 30 units' twice a day instead of usual dose of 16 units 

in the morning and 10 units in the evening. Patient had two episodes of  

hypoglycaemia requiring oral glucose.’ 
 

Mixed insulins have a number as a suffix to the insulin name to indicate the proportion of rapid acting 

insulin within the mix, for example, NovoMix® 30, Humalog® Mix 25 and Insuman® Comb 15. However 

this can sometimes be confused with the dose in units. 

 

Omitted dose 

Incidents were reported where insulin was not prescribed on admission to hospital. This was often in 

an emergency department (ED) and not detected until the patient was admitted to a ward. 

‘Patient transferred to ward and blood glucose checked which was >27mmol/l and it 

was noted that they were usually on insulin. Blood glucose had been 17.4mmol/l at 

09.00 that morning in ED but no insulin prescribed and blood glucose not  

rechecked.’ 
 

‘Patient transferred to ward at 19.10 having been in ED since 12.30. Blood  

glucose was checked and was 26.8mmol/l. Blood glucose had not been checked in 

ED and patient had missed two doses of insulin.’ 
 

Most hospitals have insulin prescription charts which require individual doses to be prescribed each 

day. On occasion, this was not prescribed and patients missed insulin.  
 

‘Patient usually on NovoMix® 30 insulin at breakfast and at teatime, no insulin  

prescribed at all for one day and not detected until the following day.’ 
 

‘Patient’s regular insulin not prescribed following transfer from HDU to ward and 

patient developed DKA. Patient had also been on empagliflozin which was not  

discontinued and has a risk of DKA in unwell patients.’ 

 

Southern HSC Trust is developing an alternative format for a SC insulin chart that does not 

require doses to be prescribed individually which is also being piloted in other Trusts as part 

of the Diabetes In-patient Network.  



 

 

 

 
 

Administration  

Omitted dose 

These were the most common type of administration incident reported where the dose had been 

prescribed but not administered.  

‘Patient was prescribed usual dose of NovoMix® 30 at breakfast however dose 

not administered. When detected, doctor was informed and blood glucose 

checked and correction dose of rapid acting insulin given.’ 

 

 

 

 

 

 

 

 

 

 

In some cases where a dose had been overlooked and omitted, the dose was then  

administered later which risked further harm from nocturnal hypoglycaemia. 

 

‘Patient’s teatime dose of NovoMix® 30 was not administered. Doctor was  

informed who then prescribed a dose of NovoMix® 30 which was administered 

at 21.00.’ 

‘Patient’s morning dose of Humalog® Mix 50 was not administered until 11.50 

and teatime dose was then administered at bedtime.’ 

 

The Mixed insulin at Main Mealtimes only also includes advice on correct action if a dose 

of mixed insulin is missed.  
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Southern HSC Trust has introduced an above the bed alert notice for patients on insulin 

to highlight when doses are due. The handover sheet has also been updated to include 

critical medicines and the time of administration.   

 

 

Above the bed alert notice developed by the Southern HSC 



 

 

 

 
 

A number of omissions occurred at the transition from IV to SC insulin. 
 

‘Patient admitted with diabetic ketoacidosis (DKA) which had resolved and  

prescribed regular insulin at breakfast time. This was not administered and at 

12.30 blood glucose was checked and found to be >27.8mmol/l and DKA  

protocol had to be recommenced.’ 
 

‘Patient admitted with DKA which had resolved and was recommenced on  

regular SC insulin. Lunchtime dose not administered.’ 
 

Wrong dose 
 

Administration incidents followed similar themes to wrong dose prescribing incidents. 
 

‘Authorisation to administer record had ‘NovoMix® 30 6PM’ which was intended 

to be 6 units at teatime however this was interpreted as 30units of NovoMix® 30 

at 6pm which was administered.’ 
 

‘Patient prescribed 4 units of NovoRapid ®however 40 units was administered.’ 
 

Wrong frequency 
 

There are increasing numbers of patients with Type 2 Diabetes who are now on insulin, some of 

whom are unable to self-administer and administer with the help of family members and require 

administration by community nursing staff.  Where this responsibility is shared, additional risks  

exist. 
 

‘Patient’s insulin is administered by family members from Monday to Friday with 

community nursing administering insulin on weekends and bank holidays. On  

Friday 13th July 2018, a call was allocated to a community nurse to administer  

insulin which was completed. A family member also administered a dose.’ 
 

Dispensing 
 

Wrong insulin 

 

Similar names and similar packaging between rapid acting insulin and pre-mixed insulins from the 

same manufacturer also contributed to the wrong insulin being dispensed. 

 

‘Novomix® 30 insulin prescribed on discharge prescription. Novorapid® insulin  

selected from pharmacy labelling program and Novorapid® insulin selected from 

fridge and dispensed. Not detected at final check and issued on discharge. Patient 

discharged to a nursing home who detected the wrong insulin prior to  

administration. As patient was discharged in the evening, the next dose was not 

due until the following morning and patient’s husband brought some of the  

patient’s own supply to the nursing home.’  
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Southern HSC Trust has segregated the storage of insulin within the fridges into different 

section based on insulin types and only dispenses full boxes of insulin on discharge to 

better differentiate between different insulins with similar names. 

 

Monitoring 

Regular monitoring of blood glucose is required for diabetic patients and for those 

whose blood glucose control may be altered due to condition or concurrent medication. 
 

Delay or failure to monitor 

‘Patient had blood glucose of 27.3mmol/l at 22.00. Ketones were not checked 

and not treatment given. Blood glucose checked the following morning which 

were still elevated, ketones not checked and no treatment given. Patient  

reviewed at 10.15 when ketones were checked and found to be 6. Treatment for 

DKA commenced.’ 

 

Regular blood glucose monitoring is essential for patients receiving variable rate intravenous insulin 

infusion (VRIII). 

 

‘Patient on commenced on VRIII and intravenous fluids for peri-operative  

management of diabetes. Blood glucose not checked during theatre procedure 

and when checked on arrival in recovery blood glucose was 3.7mmol/l.’ 
 

All HSC trusts participated in Insulin Safety Week in 2019 with many already having  

participated in 2018. This is a national initiative across the UK with supporting  

resources provided to support the safe use of insulin. This included free access to a short 

on-line e-learning program and short videos highlighting insulin safety. Trusts  

   also collaborated to produce a regional insulin safety bulletin and a special edition of                  

                MedSafe to highlight learning from incidents reported in Northern Ireland.   
 

 

Many Trusts access and utilise an e-learning program 'Six steps to insulin Safety' 

  

 

SHSCT has worked with staff from the Clinical Education Centre to review and  

update the half day program on diabetes to include further material to support insulin 

safety and have made completion of the program a mandatory requirement once  

every three years.   

 

http://www.cpd.diabetesonthenet.com/index.php?area=modules&page=completed&courseid=77  
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A number of trusts have a dedicated group to promote and support the safe use of  

insulin which reviews medication incidents, develops guidelines and facilitates  

education for staff. 

The Diabetes In-patient Network is developing a range of regional guidelines to support 

the care of patients with diabetes in hospital, including the management of Diabetic 

Ketoacidosis, Hyperglycaemic Hyperosmolar State, Hypoglycaemia and Diabetes in  

Surgery. Guidelines to support patient involvement in the administration of their  

                   insulin in hospital are also being developed. This will enable a consistent approach  

                   across HSC Trusts and will support the delivery of education and training for staff that is  

                   transferrable between different organisations. As part of the network, two trusts have  

                   been providing an in-patient diabetes ward round focusing on patients with hypo or  

                   hyperglycaemia. 

 

The Making Insulin Treatment (MITS) initiative was implemented In December 2016 

with the aim of improving the experiences of patients on insulin in hospitals across 

Northern Ireland (NI), the education of Foundation Doctors (FDs) who write most of 

their insulin prescriptions, and the appropriateness of the prescriptions they write. At 

                  the heart of MITS is a simple rule of thumb smac2:  

 

                                       ‘Situation’, ‘Myself’, ‘Act’, ‘Check’ and ‘Check again’. 
 

The project is endorsed by HSC, Queens University Belfast, Ulster University, Public Health Agency 

and Northern Ireland Medical and Dental Training Agency. It was piloted in the South Eastern & 

Belfast Health & Social Care Trust and subsequently rolled out across all five hospital Trusts in NI. 

Results from phase one indicates smac2 can enable prescribers to act safely. This novel approach is 

now supporting FDs across Northern Ireland to develop situational awareness. smac2 differs from 

other forms of education by recognising the inherent uncertainty of prescribing insulin. It  

encourages prescribers to reflect on situations involving insulin and advocates 'empowering'  

patients and professionals to support one another. 

The second phase of MITS, funded by The Health Foundation, aims to extend smac2 reflective  

education to both pharmacist and nurse trainee prescribers and to educate all prescribers of the 

need become reflective practitioners involving patients in prescribing decisions. 
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Allergy  

 

41 medication incidents were reported involving allergy in 2018; 53 had been reported in 2017. In  

the majority of the 2018 incidents, the allergen was prescribed and administered (37 incidents). In 

the 2017 data, 77% of allergy incidents were incidents where the allergen had been prescribed and  

administered, whereas this rose to 90% in 2018 data. The other 2018 incidents were where the  

allergen had been prescribed but not administered (3 incidents) or unclear allergy information  

(1 incident).  

 

Of the 41 allergy incidents in 2018, the majority (34) involved an antibiotic with amoxicillin being the 

most common antibiotic reported (11 incidents).  

 

Prescribed but not administered  

‘Staff made up piperacillin/tazobactam for a penicillin allergic patient. The  

patient’s allergy status was realised and none of the drug was administered.’ 

 

‘Patient with an allergy to paracetamol that had caused anaphylaxis previously. 

This was documented on the Kardex. ‘As required’ paracetamol prescribed but not 

administered.’ 

Prescribed and administered  

‘Pivmecillinam prescribed as ‘stat’ in ED; prescription continued on the ward where 

it was realised the patient was penicillin allergic. Patient reviewed by doctor and 

hourly observations commenced.’  
 

‘Patient was prescribed piperacillin/tazobactam on ward round. Patient had an  

allergy to penicillin. One dose administered. Observations immediately carried out. 

Patient stable and monitoring to continue.’ 
 

‘Patient was prescribed IV amoxicillin. This was administered as prescribed. Patient 

documented to be allergic to penicillin. Patient monitored closely, no adverse  

reaction.’ 
 

‘Trimethoprim prescribed twice daily. A dose was administered in the evening and 

again the following morning. Trimethoprim allergy stated on the front of the 

Kardex.’ 
 

‘Penicillin allergic patient prescribed IV amoxicillin. One dose administered.  

Medical registrar informed.  MEWS checked, no symptoms noted.’   
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Unclear information  

‘Prescription came to pharmacy for nitrofurantoin. No allergy status stated. When 

contacting the ward to get allergy status of the patient, nurse informed  

pharmacist that patient was allergic to nitrofurantoin and had a reaction in the 

past. New prescription written.’  

 

 

Belfast HSC Trust and Southern HSC Trust put an allergy sticker on the front of the 

BNF (figure 1). 

 

Figure 1 

 

 

 

 

 

 

 

 

 

 

Belfast HSC Trust has developed an allergy lanyard badge (figure 2) that has now been 

disseminated to all staff in the Trust. Northern HSC Trust and South Eastern HSC Trust 

have also now further developed and implemented the allergy lanyard badge. 

 

Figure 2 

 

 

 

 

 

 

 

Future work  

Implementation of electronic prescribing and administration systems in Northern Ireland such that 

they ‘stop’ a prescriber prescribing e.g. a penicillin based antibiotic for a penicillin allergic patient 

is likely to start in 2020.  
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Opioids and Analgesics 
Thirty medication incidents were reported involving opioids and analgesics. The most common  

incident types for each prescribing and administration are shown in the table below. 

 

 

Prescribing  

Wrong dose  

Incidents were reported where the wrong dose of opioids or analgesics were prescribed. Three of the 

wrong dose incidents involved intravenous (IV) paracetamol where too high a dose was prescribed 

and administered to low weight patients.  

 

‘Patient received paracetamol 1g IV. Patient weight was 35kg. Patient to receive no further 

IV paracetamol doses that day’.’ 
 

‘Paracetamol 1g IV four times daily prescribed.  No weight was available as patient had a 

fractured hip.  Patient looked low weight and reported weight of 44kg. Patient had received 

paracetamol 1g IV  four times daily for 4 days. Pharmacist asked medical staff to review and 

to document weight on the Kardex.’ 

 

‘Paediatric patient prescribed paracetamol 500mg IV; should have been 420mg based on 

their weight. Received 2 days of higher dose. Picked up at review.  

LFTs deranged. Acetylcysteine infusion commenced.’ 

 

All Trusts include information regarding IV paracetamol and underweight patients at medical,  

nursing and pharmacy staff induction.  

 

 

 

 

Prescribing Administration  

Wrong dose (7) Wrong dose (7)  

Contraindication (2) Wrong route (3)  

Omitted/delayed dose (1) Wrong formulation (2)  

Other (1) Wrong frequency (1)  

 Undocumented allergy (1) Wrong patient (1)  

 Wrong frequency (1) Omitted/delayed dose (1)  

 Other (2)  
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Belfast HSC Trust paediatrics 
have implemented a ready 
reckoner for paediatric  
paracetamol doses  

                and a paracetamol prescribing  
                aide sticker for Kardexes as  
                illustrated.  
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‘Diamorphine 10mg was intended however diamorphine 100mg was prescribed. 

Nursing staff checked with the prescriber as they were making up the dose and the 

incorrect dose was realised and corrected.’ 

 

While there is no maximum dosage for opioids, it is useful for medical, nursing and pharmacy staff to 

be aware of what a reasonable opioid dose is for the individual patient, dependent on whether they 

are opioid naïve or have previously received or been taking opioids and to seek specialist advice if 

unsure.’ Prescribers should exercise caution when prescribing high dose opioids (e.g.  

doses >120mg morphine per day) and consider seeking senior or specialist advice where doses are 

uncertain.  

 

Administration  

Wrong dose 

Wrong dose opioid and analgesic incidents were the most common administration incident.  

‘Two patients received alfentanil 5mg/ml (1ml ampoule) instead of alfentanil 

500micrograms/ml (2ml ampoule). Error with first patient was not detected until 

second patient became unresponsive earlier in induction than was expected. Staff 

unware that this higher strength kept in theatres.’ 

 

All trusts have arrangements for supply of high strength opioid injections which should include  

alfentanil. 
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Wrong route 

Wrong route incidents have also occurred in the administration of opioids and analgesics.  
 

‘A patient was administered a dose of Oramorph® IV instead of by the prescribed 

oral route’. 

‘A patient was administered oxycodone 5mg oral solution by the intravenous route’. 
 

Wrong route incidents, where an oral liquid medicine has been administered intravenously, have 

been investigated by the Health Care Safety Investigation Branch* – Inadvertent Administration of an 

Oral Liquid Medicine in to a Vein** 

 

Two registered nurses must check administration of medication as per Trusts’ Controlled Drug  

requirements. Best practice is to bring the Kardex to the bedside and check the details of each  

medicine prescribed, including dose and route before signing for administration. 

 

Oral/enteral purple syringes and bungs for bottles must be stocked, available and  

accessible in all ward areas. 

 

 

Intravenous syringes must never be used to measure or administer oral liquid  

medications. 

 

All Trust pharmacy departments insert a bung in CD liquids. 
 

 

Wrong formulation and brand prescribing 
 

‘A patient required a subcutaneous syringe pump of diamorphine 30mg, ketamine 

60mg and dexamethasone 1mg. This was prepared by two nurses. At the same time, 

the patient’s IV antibiotic was also prepared. One nurse went to the bedside with the 

medicines. The medicines for the syringe pump were administered intravenously by 

mistake.’’ 

 

Intravenous medicines and medicines for subcutaneous syringe pump should not be  

prepared at the same time.  

 

*Healthcare Safety Investigation Branch conduct independent investigations of patient safety concerns in NHS-funded 

care across England. They make safety recommendations to improve healthcare systems and processes in order to reduce 

risk and improve safety. 

 

**https://www.hsib.org.uk/documents/99/hsib_report_inadvertent_administration_oral_liquid_medicine_vein.pdf 
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Antipsychotics and Lithium 
 

There were 11 incidents reported involving antipsychotic medication and lithium; 6 clozapine,  

3 lithium and 2 risperidone incidents. The stage at which the incidents occurred is noted below. 

 
 

The key contributory factors involved in these incidents related to medication reconciliation, team 

communication and blood monitoring.  

Clozapine incidents 

 

One of the main contributory factor for clozapine prescribing incidents reviewed was incomplete  

reconciliation of the patient’s medication when they were admitted to hospital. 
 

‘Clozapine omitted despite partner being present who was able to give a complete 

history. Clozapine was also present in the monitored dosage system (MDS) brought in 

by patient and available for review. Clozapine omitted for almost 48 hours of doses . 

Due to the omission, the patient became anxious in the department. This may have 

been secondary to medication omission or secondary to the environment.’     

 

Clozapine is an atypical antipsychotic drug used in the management of treatment resistant  

schizophrenia and psychosis associated with Parkinson’s disease. It requires regular haematological 

monitoring due to the risk of agranulocytosis. Treatment with clozapine requires mandatory  

registration with a clozapine haematological monitoring service and adherence to their monitoring 

requirements. As a result of this, clozapine is classified by the Regional Specialists Medicines Group as 

a ‘Red Medication’, which means that the responsibility for prescribing and monitoring patients on 

clozapine remains with the hospital consultant. In Northern Ireland , clozapine is only supplied from a 

hospital pharmacy. Further information on Red / Amber listed medication can be found on the  

Interface Pharmacist Network for Specialist Medicines*. 

 

Clozapine is a critical medication and an unintentional break in clozapine prescribing or  

administration can lead to a worsening of the patient’s mental state and symptoms. An omission of 

longer than 48 hours can also necessitate the requirement for re-titration which may lead to a  

hospital attendance or an increase in hospital stay.  
 

 

*http://www.ipnsm.hscni.net/red-amber/about-the-red-amber-list/ 

Prescribing (5) Administration (4) Monitoring (2) 

Omitted dose (3) Omitted dose (2) Delay/failure to monitor 

(2) 

Wrong dose (1) Wrong dose (2)   

Contraindicated (1)     
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The incident above resulted from the use of ECR as a single source for medication history in  

medicines reconciliation and therefore clozapine was not identified as medication that the patient 

was prescribed regularly. This is because ECR only includes information regarding acute and repeat 

medication issued by the patient’s GP for the previous 6 months. GPs can add clozapine to a  

patient’s medication list so that it appears as a Hospital Supplied Medicine on ECR but they will 

need to be reminded regularly as this will only stay active for 6 months . Within Trusts, staff are  

reminded that ECR must not be used a single source for a medication history and the information 

obtained should be checked with another source. In the incident described, the patient and their 

partner informed staff that the patient was on clozapine but this information was not acted upon. 
 

Patients with a known history of schizophrenia will most likely be prescribed an  

antipsychotic and therefore any prescriptions where this is not evident should be  

queried. 
 

An interface between ECR and JAC systems (the current Trust Pharmacy 

dispensing system) is being developed to enable Red/Amber medicines  

dispensed by the hospital pharmacy to be available to view on ECR.  

 

Failure to follow blood monitoring protocols for patients prescribed clozapine can also lead to the 

need for clozapine treatment to be held. 
. 

‘Bloods requested on 3/8/18 and then arranged for 6/8/18. A further request was 

sent on 14/8/18 but staff were unable to get bloods on 15/8/18. Urgent bloods 

were requested and the overdue status was sent to the Consultant stating that 

clozapine needed to be stopped.’ 
 

Belfast HSC Trust, Southern HSC Trust and South Eastern HSC Trust use  Care Pathways to 

support safe monitoring of clozapine. Northern HSC Trust are currently piloting this  

process. Belfast HSC Trust, Southern HSC Trust and Northern HSC Trust also use a  

                  clozapine dose titration Kardex to reduce dosing errors and prevent the need to re-write  

                  Kardexes when doses are being titrated.  Belfast HSC Trust uses a clinic checklist and  

                  procedure for staff who use Point of Care testing to validate blood results before  

                  supplying medication.  
 

Lithium 
 

Two of the three Incidents reported were as a result of not detecting lithium toxicity or stopping  

lithium when a patient was displaying signs and symptoms of toxicity.  
 

‘Trust staff visited a patient in their home to undertake an assessment but were  

unable to do so as the patient was very agitated, confused and disorientated with a 

reduced GCS. Information provided by the family indicated the patient had been 

physically unwell for a number of weeks with reduced fluid intake for the past 2-3 

days. However despite this reduced fluid intake the patient had continued to take 

their lithium. The patient was sent to hospital and lithium toxicity was confirmed 

with a serum level of 2.3mmol/L .’ 
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‘A 65 year old patient was admitted for symptomatic lithium toxicity with  

associated confusion and tremor. The lithium level was 1.09mmol/L on admission. 

Despite this level, lithium continued to be prescribed and administered throughout 

admission for 5 days in total. The patient’s renal function was impaired, which may 

have precipitated toxicity or may have resulted from it.’  
 

In patients prescribed lithium for the first time, the normal therapeutic range is 0.6 – 0.8 mmol/L 

(elderly 0.4 – 0.8mmol/L). A higher target lithium level (0.8 - 1.0 mmol/L) should be considered for 

people who have previously relapsed whilst taking lithium, have sub threshold symptoms with 

functional impairment or acute mania. Toxicity can occur without a rise in serum level, so it is  

important to treat the patient, not the level. Target serum lithium levels are set for each patient 

and the dose individualised depending on serum lithium levels and clinical response.  
 
 

Lithium is classified as an ‘Amber medication’ and therefore prescribing and monitoring 

responsibilities are shared between the patient’s hospital consultant and their GP.  

Lithium Shared Care Guidelines1. Communication regarding monitoring is recorded  

within the patient’s Lithium Pathway. A copy of the Lithium Pathway can be found at   

Lithium Pathway2. The pathway contains communication proformas to ensure safe  

lithium prescribing and monitoring between primary and secondary care. Pathway 1  

patients are trust monitored and the test results, side effect assessments and dose  

recommendations are copied to the patient’s GP.  For Pathway 2, patients are GP  

monitored and monitoring information is shared with secondary care.  

 

The Trust Community Mental Health Team or patient’s GP should be contacted to clarify 

any queries regarding the patient’s targeted lithium level and dose. Belfast HSC Trust  

and Southern HSC Trust maintain single registers  of all patients on lithium. In Belfast  

       HSC Trust maintenance of this list is managed via a lithium nurse.  In Northern HSC Trust       

                   each community mental health team manages their own register. 
 

                         Patients are also provided with lithium packs which contain the following; 
 

 

These patient held information resources permit the patient to record up to date information 

about their lithium medication and monitoring and can be used as a source of information when 

undertaking a medication history. 
 

The Choice and Medication website https://www.choiceandmedication.org/hscni/ is a 

useful information resource on mental health conditions, treatments and medication 

that can be accessed by health and social care workers, patients and their families.   
 

1. http://www.ipnsm.hscni.net/download/shared_care_guidelines/LithiumSCGMar2018.pdf.  
2. http://www.medicinesgovernance.hscni.net/joint-publications/medicines-safety-documents/lithium/.  

Lithium Alert Card 

Lithium Therapy Record Book 

Lithium Therapy Important information for patients Book 
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Oxygen 
 

Oxygen is one of the most common medicines used in hospital settings and should be 

prescribed and administered just like any other medicine within healthcare. Inappro

priate use of oxygen in clinical environments, use of oxygen equipment on transfer 

and monitoring of patients receiving oxygen has resulted in a number of instances of 

actual harm. 

 

Oxygen is indicated in many critical conditions and can save lives by preventing severe hypoxaemia. 

However, there is a potential for serious harm and even death if it is not administered and  

managed appropriately.  

 
 

Over the years a number of national reports have made recommendations in relation to the safe 

use of oxygen and medical gases. 

 
 

 September 2009 – Oxygen Safety In Hospitals (Rapid Response Report, National Patient 

Safety Agency) - RRR Link1 

 October 2016 – Reducing the risk of oxygen tubing being connected to air flowmeters, 

Patient Safety Alert, NHS Improvement) - NHS Link2 

 January 2018 -  Risk of death and severe harm from failure to obtain and continue flow 

from oxygen cylinders (Patient Safety Alert, NHS Improvement) - NHS Link3 

 November 2018 - Investigation into the design and safe use of portable oxygen systems 

(Healthcare Safety Investigation Branch*) - Link to HSIB Report4 

 February 2019 - Investigation into the piped supply of medical air and oxygen (Healthcare 

Safety Investigation Branch) - Link to HSIB Report5 

 

*Healthcare Safety Investigation Branch conduct independent investigations of patient safety concerns in NHS-funded 

care across England. They make safety recommendations to improve healthcare systems and processes in order to 

reduce risk and improve safety. 

1 https://www.sps.nhs.uk/wp-content/uploads/2011/08/RRR-Oxygen-safety-2009120092029_v1.pdf  
 
2https://improvement.nhs.uk/news-alerts/reducing-risk-oxygen-tubing-being-connected-air-flowmeters/  
 
3https://improvement.nhs.uk/documents/2206/Patient_Safety_Alert_-_Failure_to_open_oxygen_cylinders.pdf  
 
4https://www.hsib.org.uk/investigations-cases/design-and-safe-use-portable-oxygen-systems/report-final-report/  
 
5
https://www.hsib.org.uk/investigations-cases/piped-supply-medical-air-and-oxygen/final-report/  
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In 2018 ten medication incidents were reported involving the use of Oxygen. The themes identified 

were: 

 

 

 

 

Prescribing 

Omitted dose 

 ‘18 day old baby admitted to paediatric resus, requiring 7L of oxygen to maintain 

saturations in the high 90s. Patient transferred to ward with no oxygen in situ. On 

arrival on ward, patient markedly cyanosed with oxygen saturations of 84%.’ 
 

‘Patient transferred to radiology for X-Ray. On arrival, patient distressed. On  

review, noted that patient connected to empty oxygen tank. Patient connected to 

2L oxygen via nasal specs and recovered.’ 
 

‘Patient transferred to radiology and appeared unwell on arrival. Patient oxygen 

saturations were checked and found to be at 74%. Valve attached to cylinder was 

faulty. Patient connected to oxygen from wall supply and condition improved.’ 

‘Patient in discharge lounge noticed to be out of breath. Oxygen cylinder checked 

and was empty. Oxygen saturation was 46%. Oxygen cylinder obtained, doctor 

attended, patient assessed and transferred back to ward.’ 
 

‘Patient transferred from the emergency department to ward. On arrival to ward 

patient distressed, oxygen saturations were 70-71%. Discovered that the oxygen 

was not connected to the NIV tubing. Oxygen commenced on ward and oxygen 

saturations returned to 90%.’ 
 

Each Trust has a Medical Gas Committee, who review and implement system based changes 

and learning following medical gas related incidents. 

 

BOC have developed an app – ‘Time Remaining Estimator App’ and also have a leaflet that   

guides staff on how to estimate time left in a cylinder. These are available via this link - Time 

remaining guidance (BOC)* 
 

 

*https://www.bochealthcare.co.uk/en/products-and-services/products-and-services-by-category/services/time-remaining-estimator-

app/time_remaining_estimator_app.html  

Administration Prescribing 

Omitted dose (7) Wrong medicine (1) 

Wrong medicine (1)   

Other (1)   

https://www.bochealthcare.co.uk/en/products-and-services/products-and-services-by-category/services/time-remaining-estimator-app/time_remaining_estimator_app.html
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https://www.bochealthcare.co.uk/en/products-and-services/products-and-services-by-category/services/time-remaining-estimator-app/time_remaining_estimator_app.html


 

 

 

 
 

Prescribing, Administration 

Wrong medicine 

‘Post-natal patient had a seizure that was preceded by acute confusion two hours post-

delivery. The airway was managed by a non-rebreather mask connected to what was 

believed to be wall oxygen. As the patient deteriorated neurologically a decision was 

made to intubate, to stabilise prior to CT scan. The non-rebreather was removed and a 

mapleson circuit attached to the flow meter – again believed to be delivering oxygen. 

When the medical technician was preparing to transfer the patient onto a portable 

ventilator it was noticed that the tubing was connected to the medical air outlet’. 

NHS Improvement and the Healthcare Safety Investigation Branch have both issued advice on  

minimising this never event. The following three barriers have been recommended by the NPSA and 

the British Thoracic Society. 
 

 Medical air terminal units (wall outlets) are covered with designated caps in areas where 

there is no need for medical air. 

Medical air outlets were traditionally built into most clinical areas for the delivery of  

nebulised treatment but not all areas need them (eg they never have patients who need  

nebulisers, or they have access to electrically driven compressors or ultrasonic nebulisers). 
 

 Medical air flowmeters are removed from terminal units (wall outlets) and stored in an  

allocated place when not in active use. 

Removing unnecessary equipment is a more effective method of reducing human error than 

adding labels or warnings alone. 
 

 Air flowmeters are fitted with a labelled, movable flap. 

The lettering on the flap is larger and more visible than on the flowmeter itself and this flap 

has to be lifted to attach a tube. This acts as a further barrier to unintended connection if staff 

occasionally forget to remove medical air flowmeters after a period of active use. 

*https://www.youtube.com/watch?v=17HkUck0bzQ  
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Link* 

 
Medical Air Outlet blanking cap 

 

Medical Air flowmeter flow guard 
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Primary Care Data 
 

The Community Pharmacy information presented in this report is taken from incidents that have 

been reported to the HSCB Pharmacy and Medicines Management Team and that have occurred 

in Community Pharmacy.  

 

A separate reporting mechanism exists for GPs and other primary care contractors and further 

work is required to incorporate information from these incidents into the report.  

 

Key findings from Community Pharmacy 
 

 686 incidents were reported in 2018, down by 8% from 2017, with anonymous incidents 

down by 12% 

 ‘Wrong Strength’ errors were the most commonly reported incident but relative to other 

categories were more likely to be linked to ‘no’ or ‘minor’ harm incidents 

 Other common themes and aspects to errors noted include Look Alike - Sound Alike 

(‘LASA’) medications, Monitored Dosage Systems, home deliveries and wrong patient  

errors 
 

Key Statistics from Community Pharmacy 
 

Data is compiled from two sources -  

i. those incidents reported where the community pharmacy is known, and  

ii. an anonymous incident reporting mechanism (usually online) 
 

The overall number of incidents involving community pharmacy reported in 2018 was 686, an 8% 

decrease on the previous year. Of these 452 were reported anonymously, 

down 12% on 2017. 
 
 

Actual Harm and Potential Harm 

 

In 589 cases (94%) no harm was attributable to the incident.  

Minor harm was attributable in 29 cases (5%); examples of minimal harm would be  

short-term nausea, increased drowsiness, increased monitoring such as a blood test or blood 

pressure check by the patient’s GP. Emergency Department referral for checks that did not 

require admission or ongoing treatment would generally be classed as minimal. 

Moderate harm was attributable in 11 cases (2%); in the context of community pharmacy 

this would generally include any case which required the patient to be referred to hospital 

which then required admission or follow-up treatment primarily as a result 

of the medication incident. 

There were no community pharmacy incidents in 2018 resulting in severe or 

catastrophic (death) harm. 
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Incidents are also given a classification by potential harm which is based on the known information, 

similar incidents and medications involved.  

Potential harm was deemed to be insignificant in 215 incidents, minor in 204, moderate in 193,  

major in 7 and could have been catastrophic to the patient in 10 cases. There were six Serious Adverse 

Incidents (SAIs) reported involving medications dispensed in community pharmacy. Details of these 

incidents are noted below.  

Dispensing error. Patient received Advagraf® (tacrolimus) 5mg instead of prescribed Advagraf®

(tacrolimus)  0.5mg following a change in formulation from Prograf®(tacrolimus) . Raised levels noted 

by secondary care and intervention before harm caused. 
 

Prescribing error. Prescription should have been increased from Prograf® (tacrolimus) 4mg to Prograf® 

(tacrolimus) 5mg; 0.5mg inadvertently selected in GP surgery and consequently dispensed as such by 

Community Pharmacy.    No serious harm. 
 

Advagraf® (tacrolimus) dispensed instead of Prograf® (tacrolimus) due to shelf-picking error. Patient 

took for one month but noticed at next dispensing due to different packaging. Required additional 

blood monitoring but no major harm. 
 

Delivery error from community pharmacy. A patient received and took naproxen meant for a patient at 

another address. Suffered gastric bleed linked to naproxen. 
 

Dispensing error. Propranolol 40mg x eight tablets daily dispensed in error; prescription was for  

prednisolone 5mg x eight tablets daily. Patient attended GP with breathlessness then referred to ED 

where they were discharged from without admission. 
 

A community pharmacy dispensed incorrect medications in a blister pack to the wrong patient.  The  

patient took the medication for 6 days.  Patient attended Emergency Department with low urinary  

output and lethargy. Discharged from ED. 

Full breakdown of incidents reported in Community Pharmacy: 
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Nature of incident reported Number % 

Dose or strength was wrong or unclear 189 30% 
Wrong drug / medicine 109 17% 
Other medication incident 87 14% 
Mismatch between patient and medicine 59 9% 
Wrong quantity 50 8% 
Formulation of medication was wrong 44 7% 
Wrong / transposed / omitted medicine label 39 6% 
Wrong method of preparation or supply 15 2% 
Omitted medicine or ingredient 9 1% 
Frequency for taking of medication was wrong 8 1% 
Expiry date wrong, omitted or passed 8 1% 
Stock discrepancy 8 1% 
Stock missing 3 <1% 
Verbal direction to patient was wrong or omitted 2 <1% 
Spillage 2 <1% 
Contra-indication to the use of the medication 1 <1% 



 

 

 

 
 

Main types of error  

Wrong Strength (30% of cases) 

‘Wrong strength’ was the most commonly identified dispensing error and accounted for 189  incidents. 

However they accounted for a relatively small proportion of actual harm incidents, with only one  

incident leading to moderate harm.  

Potential harm was judged to be moderate in 31 wrong strength cases, major in 1 case and  

catastrophic in 2 cases. 

 

Some examples of wrong strength incidents reported include:*  

Analgesics  

 Maxitram® 50mg/100mg/200mg (tramadol) 

 MST® 10mg and 30mg (morphine sulphate) 

 Palexia®  all strengths (tapentadol)Memantine all strengths  

 Diazepam 2mg/5mg  

 Levothyroxine 100microgram/50 microgram  

 Amitriptyline 25mg/50mg  

 Risperidone all strengths  

 Epipen Junior/Adult   

*With exception of the Epipen incident at least two incidents reported in each example 
 

Incident example:  Dispensing error. Patient received Advagraf® (tacrolimus)  5mg instead of  

prescribed Advagraf®(tacrolimus) 0.5mg following a change in formulation from Prograf® (tacrolimus) . 

Raised levels noted by secondary care and intervention before harm caused.  

 

In response to a series of incidents involving medications used following transplants a  

Medicines Management Safety Update special was issued highlighting errors with tacrolimus 

and other solid organ transplant immunosuppressants. 

 

Shelf edgers were produced for use in dispensaries drawing attention to the different 

strengths and formulations of tacrolimus available. 
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Wrong Medication (17% of cases) 

‘Wrong medication’ accounted for 109 reported errors. Over half of these ‘Wrong Medication’ 

errors involved Look Alike – Sound Alike (LASA) medications (61 cases). 

 

Examples of LASA incidents reported by Community Pharmacy staff include: 

 Gabapentin for Pregabalin (7 cases) 

 Amlodipine for Amitriptyline (4 cases) 

 Ceterizine for Citalopram 

 Ceterizine for Cyclizine 

 Betablockers (one of each): 

 Bisoprolol 2.5mg for bendroflumethazide 2.5mg 

 Bisoprolol 2.5m for Nebivolol 2.5mg 

 Propranolol for Prednisolone 

 Amitriptyline for Atenolol 

 Carbocisteine instead of Carbamazepine suspension 

 Sildenafil 50mg for Sertraline 50mg (2 cases) 

 Sildenafil 50mg for Sumatriptan 50mg (2 cases) 

 Escitalopram for Esomeprazole (2 cases) 
 Pravastatin for Pantoprazole (4 cases) 

 Phenoxymethylpenicillin 250mg tablets instead of oxytetracycline 250mg tablets to a  

patient, recorded penicillin allergy (no significant harm in this case) 

 Assorted combination inhalers 

 

Incident example:  Propranolol 40mg x eight tablets daily dispensed in error; prescription was for 

prednisolone 5mg x eight tablets daily. Patient attended GP with breathlessness then referred to 

ED where they were discharged from later that day. 

 

Risk of error with beta-blockers is assigned a dedicated section within the HSCB template 

for visits as part of the Community Pharmacy Assurance Framework. Pharmacy staff are  

encouraged to identify and share good practice during the visit. 



 

 

 

 
 

Wrong Patient (9%) 

A mismatch between patient and medication was recorded in 59 cases. Wrong patient incidents can 

include hand-out errors and delivery errors (further information on the latter below).  

Reported causes include identical surname in pharmacy at the same time, identical full name of two 

patients on the pharmacy system, bagging errors, undelivered medications put in wrong ‘Tote’ box 

and mix-ups between family members.  
 

Selected themes: MDS, Deliveries 

Monitored Dosage System incidents (27 cases) 

 

These cases are notable for the fact in many the patient did actually take the medications and continue 

taking for days or weeks, even when the number of tablets or visual appearance would have been 

quite different to the expected. 
 

 

 

Delivery Incidents (37 cases)  

Most commonly reported were missed deliveries to patients in their own homes resulting in a delay in 

the patient obtaining their medications. However in a number of cases an error in delivery led to a  

patient taking the wrong medications.  

 

Incident example:  A community pharmacy dispensed incorrect medications in a blister pack to the 

wrong patient.  The patient took the medication for 6 days.  Patient attended Emergency Department 

with low urinary output and lethargy. Discharged. 

 

A template for communication of instalment dispensing medication changes has been  

produced and circulated to all GPs and Community Pharmacies. 

 

  

MDS Errors  
Wrong Drug 10 
Delivery (wrong house or missed entirely) 5 
Wrong compartment 4 
Wrong Patient 3 
Omission 3 
Wrong strength 2 
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Medication safety alerting  
Medication safety messages and or alerts which require 

action are issued via the PHA / HSCB to the HSC in the form 

of NHS Improvement Patient Safety Alerts, HSC Learning 

Letters, Reminders of Best Practice Letters and Professional 

Letters targeted to independent contractors in primary 

care.  They can be accessed at  

http://insight.hscb.hscni.net/safety/  
 

In addition the Northern Ireland Secondary Care Medicines Governance Team produces 2 medication 

safety newsletters ‘ MedSafe’ and ‘ Medication Safety Today’.  MedSafe is informed by 6 monthly  

review of regionally reported secondary care medication incidents and reminders of best practice. 

Medication Safety Today, also a 6 monthly publication aims to raise awareness of medication safety 

risks that have been identified from other sources. 
 

Medication safety articles are also a common feature of the PHA Learning Matters and the HSCB 

Northern Ireland Medicines Management newsletters.  
 

All medication related safety messages / alerts issued in 2018 are listed below.  

 

Patient Safety Alerts 
 

 HSC (SQSD) 09-18—Risk of Death or Severe Harm from Inadvertent Intravenous Administration 

of Solid Organ Perfusion Fluids 

 HSC (SQSD) 23-18—Resources to Support Safe and Timely Management of Hyperkalaemia 
 

 HSC (SQSD) 36-18—Revised HSC Never Events List 
 

 

Safety and Quality Learning Letters / Reminder of Best Practice 

Letters / Safety and Quality Correspondence issued by PHA/HSCB  
 

 SQR-SAI-2018-033 Fire Risk Associated With Use Of Hedrin 

 

 SQR-SAI-2018-035 - Development Of Diabetic Keto-Acidosis DKA As An In-Patient  

 

 SQR-SAI-2018-039 (PCC AS) Serious Prescribing Error Due To Milligram Microgram  

Confusion At Primary Care - Secondary Care Interface  

 

 SQR-SAI-2018-040 Prescribing of liquid and other sedative medications for children and  

Reducing the Risk of over use  

 

 SQR-SAI-2018-041 - Prescribing Dispensing And Administration Of Oromucosal Midazolam 
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 ICPL-2018-028 - Fraudulent Attempts To Obtain Medicines Via Alteration Of  

Communications From Secondary Care 

 PL-2018-018 - Protocol For Presenting Of Patients Requesting Methadone Or OSM In ED Or 

MIU 

 ICPL-2018-029 - Risk Of Human Error With Robotic Dispensing Systems In Community 

Pharmacy 

 ICPL-2018-031 - Further SAIs Involving Dispensing Of Tacrolimus and other  

Immunosuppressants 

 

Medication safety newsletters  
 

Issue 18 and 19 of MedSafe which covered the following topics:  

Allergy, communicating changes to prescribed medications, management of anticoagulants,  

antiplatelet therapy post coronary artery stenting, oxygen cylinders, omitted antiepileptics and 

the delayed administration of antibiotics. 

 

Issue 61 and 62 of Medication Safety Today, accessible at  

http://www.medicinesgovernance.hscni.net/ 

 

Issues 7 and 8 of Learning Matters featured medication safety articles on insulin and diabetes 

management, anaphylaxis including reactions to medicines and nephrotoxicity due to errors in 

gentamicin prescribing.  Learning Matters can be accessed at https://

www.publichealth.hscni.net/publications/learning-matters-newsletters 

 

In Primary Care 
 

12 editions of Northern Ireland Medicines Management Newsletter have been produced in 

2018.  They can be accessed at http://niformulary.hscni.net/PrescribingNewsletters/

MedicinesManagement/Vol9/Pages/default.aspx  
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