
Ensuring Safe Prescribing

Dr David Gerrett
Senior Pharmacist

NPSA

Generic Issues for non-medical prescribers
RCN, London, 14th July 2009



���������	
��
���

1. Understand the role of the NPSA
2. Appreciate error happens, what we need to do is 

make safer systems
3. Understand how errors happen and the barriers to 

reporting
4. Appreciate some of the initiatives to make 

prescribing safer



The National Patient Safety Agency

• Is a special health authority (Arms Length Body) 
within the NHS

• The NPSA has three divisions:
1. The National Reporting and Learning Service

NRLS;
2. The National Clinical Assessment Service; and,
3. The National Research Ethics Service.



The Role of the NRLS

• Collect and analyse information on patient safety incidents 
in the NHS

• Assimilate other safety related information from within the 
UK and worldwide

• Learn lessons and ensure that they are fed back into 
practice

• Where risks are identified – alert the service, identify 
solutions to prevent harm, establish mechanisms to track 
progress



The Output of the NRLS

Reducing risk of overdose with 
midazolam injection in adults

Reducing the risk of hyponatraemia
when administering intravenous fluids 
to children

Safer Connectors Project (ongoing 
and forthcoming)Risks of omitting Hib when 

administering Infanrix-IPV+Hib
Safer practice with epidural injections 
and infusions

Using vinca alkaloid minibags
(adult/adolescent units)

Promoting the safe measurement and 
administration of liquid medicines via 
oral and other enteral routes

Medication Safety Forum to aid 
discussion and sharing on how to 
implement and evaluate the 
effectiveness of the NPSA 
medication safety guidance 
(proposed)

Problems with infusions and 
sampling from arterial lines

Promoting safer use of injectable
medicines

Single use medication 
devices (in preparation)Reducing dosing errors with opioid

medicines
Actions that can make anticoagulant 
therapy safer

Infusion devices (in 
preparation)Risks with intravenous heparin 

flush solutions

Ensuring safer practice with high dose 
ampoules of morphine and 
diamorphine injections

BMJ e-learning module on the 
safe use of anti-coagulant therapy; 
a supporting tool for Patient Safety 
Alert 19: anti-coagulant therapy 
(e-learning module)

Dispensed medicines
Risks of incorrect dosing of oral 
anti-cancer medicines

Improving compliance with oral 
methotrexate guidelines

The dispensing 
environment

Fire hazard with paraffin based 
skin products on dressings and 
clothing

Ensuring safer practice with repevax
and revaxis vaccines

A review of medication 
incident reports 
1st January to 31st December 
2007(in preparation)

BMJ e-learning module on the 
safe use of injectable medicines; a 
supporting tool for Patient Safety 
Alert 20: Injectable medicines (e-
learning module)

Labelling and 
packaging of injectable
medicines

Risk of confusion between non-lipid 
and lipid formulations of injectable
amphotericin

Methotrexate
Safety in doses: improving 
the use of medicines in the 
NHS

Fire hazard with paraffin products 
(video)

Labelling and 
packaging of oral 
medicines

Risk of confusion between non-lipid 
and lipid formulations of cytarabine

Potassium chloride concentrated 
solutions

Review of Medication 
Incident Reports

OtherDesign for Patient 
Safety Report

Rapid Response ReportsPatient Safety Alerts/NoticesPatient Safety Observatory 
Reports



Leape et al

“The medical imperative is clear: to 
make health care safe we need to 
redesign our systems to make errors 
difficult to commit”

Leape LL, Woods DD. Hatlie MJ, et al, Promoting patient safety by
Preventing medical error (editorial) JAMA 1998;280:1444-7

…to elaborate - Make it easy to do the right 
thing, difficult to do the wrong thing, and easy 
to correct the error if you do!



Types of Incidents in 2007

100811,746Total

33270,741All other types of incidents

652,096Infrastructure 

760,694
Access, admission, transfer, 
discharge 

972,482Medication

975,875Treatment, procedure

34279,858Patient accident

PercentNumber of incidents Types of Patient Safety Incidents



Issues for completion

Volume of reports

Data quality
• Drug name often omitted
• Likewise if a second medicine involved
• Route of administration often omitted
• Incorrect categorisation of incidents
• Confusion between the source of the report and 

the care setting it has been reported from
• Validity of degree of harm reported



Definitions
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An overview

Medication Errors

Potential ADE

Intercepted

Non- Intercepted

ADE

Ameliorable

Preventable 

Non-Preventable

Adapted from
Bates DW, Leape LL, Petrycki S.  
Incidence and preventability of adverse. 
drug events in hospitalized adults. J Gen 
Intern Med 1993;8:289-94 

Adverse Drug Event (ADE)
Adverse Drug Reaction (ADR)

Type
B

Type
AADR



Its NOT an ADR
Yellow Cards MHRA
• Its online, generally 

http://www.mhra.gov.uk/Safetyinformation/R
eportingsafetyproblems/Medicines/index.htm

• Its online for Yorkshire Region
http://www.nyrdtc.nhs.uk/

• You may have a local variant???



www site



Yellow Card
Form



An overview

Medication Errors

Potential ADE

Intercepted

Non- Intercepted

ADE

Ameliorable

Preventable 

Non-Preventable

Adapted from
Bates DW, Leape LL, Petrycki S.  
Incidence and preventability of adverse. 
drug events in hospitalized adults. J Gen 
Intern Med 1993;8:289-94 

Adverse Drug Event (ADE)
Adverse Drug Reaction (ADR)

Type
B

Type
AADR



Mistakes happen!

You WILL make mistakes
We all need to work together to
minimise the consequence

To do this we need to learn from each
other and put in place safer systems



Human Factors – Error Types

Unsafe
acts
Unsafe
acts

Unintended
actions

Intended
actions

Mistakes

Violations

Basic error types

Skill based errors
Attention failures

Skill based errors
Memory failures

Rule & Knowledge 
Based errors

Routine
Reasoned

Reckless & Malicious

Slips

Lapses



Reason’s ‘Swiss cheese’ model

Some holes due
to active failures

Other holes due to
latent conditions

Hazards

Losses

DEFENCES, BARRIERS AND SAFEGUARDS
James Reason 1990



Medication error iceberg



Medicine is an imperfect science

Its an enterprise of
constantly changing knowledge, 
uncertain information, 
fallible individuals, and at the same 
time………. lives are on the line.



Sometimes we make errors in 
judgement



Sometimes we fail to learn



NRLS Medication Incidents:
care Setting
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Barriers to reporting

• Fear of reprisal
I would be blamed- I have 
my next job to think about

You are on 
your own-
senior staff 
would not 

support you

That would 
be 

‘grassing’ - I 
couldn’ t do 

that.



Barriers to reporting

• Lack of feedback
Its just more paperwork going 

into a black hole
What is the 
point?- you 
never hear 

what 
happens

What can I 
do that will 

change 
anything 

here?



Barriers to reporting

• Too busy
I haven’t had time to attend 

that training session

The forms 
are too long 

and 
complicated I struggle to 

get through 
everything 

else without 
this



Barriers to reporting

• Lack of understanding- what & how
That’s not part of my job-

someone else does that
I’m fairly 
new and 

don’t know 
what 

happens 
here

I’m not sure what 
needs to be 

reported- why do I 
need to?



Barriers to reporting

• Failing to recognise a report is needed
It wasn’t anyone’s fault so I 
didn’t think it was important

The patient 
was not 

harmed so 
why report?

I’m not sure what 
needs to be 

reported- why do I 
need to?



Examples of key areas of risk 
- all sectors

• Nurse administration 
procedures 

• Documentation
• Injectable medicines
• Dispensing error
• Dosing
• Anticoagulants
• Insulin

• Discharge procedures
• Communication failure
• Residential home 

administration
• Patient allergy
• Treatment delay
• Patient transfer issues
• Drug selection error



Error, sometimes it is down to bad 
design



Connecting for Health ePrescribing programme
• looking at decision support
• Guidance - outlining best practice
• Setting standards
• First area is dose range checking

Open consultation on CfH website - closing date for 
comments 12th July 2009.



NPSA 
Methotrexate

Update prescribing and dispensing 
software programmes
All prescribing and dispensing 
software programmes in primary and
secondary care locations must be 
updated with the latest software
which includes methotrexate alerts 
and prompts.





By 2005

1512Alert action requires user to 
confirm next step and 
cannot be overridden

02 16Message includes statement 
on weekly prescribing and 
need for regular 
monitoring

0216Message displayed on 
selection of methotrexate

No answer 
provided

Not implementedImplementedSpecification



• The need to categorise the problems to be included in the 
alerting system (do we know the problems?)

• Prioritise alerts into levels (how many?)
• Differentiate and code alerts (how?) -words, colour, shape, 

position on screen or some other way 
• Alerts vs Indicators (enable users to explore if needed)
• It should be contemporaneous (is it possible?)
• Restrict alerts which require acknowledgement - before the user 

can move on - to a minimum
• Formally audit activity (litigation, tracking and reporting error!)

Alerts, the big questions

Formally automatically audit activity
- litigation, tracking and reporting error!



Look-alike, Sound-alike

• Currently identifying <100 drug names.
• Fit on the screen
• Have been confused in the past (evidence)
• We now know it works



Some are really tricky

• penicillin and penicillamine
• penicillIN and penicillAMINE

• … or an alert!



Just because its electronic does not 
mean it is safe

• Of 55 992 new prescriptions, 532 (0.95%) were reported to 
contain inconsistent communication.

• Drug dosage was the most common inconsistent element
• About 20% of errors could have resulted in moderate to 

severe harm.
• Conclusions: Despite standardization of data entry, 

inconsistent communication in CPOE poses a significant
• risk to safety.

Singh H, Mani S, Espadas D, Petersen N, Prescription errors and outcomes
related to inconsistent information transmitted through computerized order entry:
a prospective study. Arch Intern Med. 2009;169(10):982-989



We are only starting to know how IT 
might make prescribing safer

A literature review 2003 revealed a paucity 
of controlled, generalizable studies 
confirming the benefits of technologies 
intended to reduce medication errors and 
ADEs. Very little evidence on the 
appropriateness of the use of these 
technologies was found.

Oren E, Shaffer ER, Guglielmo BJ. Impact of emerging technologies on medication
errors and adverse drug events. Am J Health-Syst Pharm. 2003; 60:1447-58
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1. Understand the role of the NPSA
2. Appreciate error happens, what we need to do is 

make safer systems
3. Understand how errors happen and the barriers to 

reporting
4. Appreciate some of the initiatives to make 

prescribing safer
Are we there yet??


