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Learning Outcomes

� Definitions of medication error terminologies
� Nature of medication errors
� Incidence & frequency of medication errors
� Severity of harm associated with medication errors
� Causes of medication errors 
� Reporting of medication errors



“
Medication errors are any patient safety incidents (PSIs) where there has 

been an error in the process of prescribing, preparing, dispensing, 
administering, monitoring or providing advice on medicines. These PSIs 

can be divided into two categories; errors of commission or errors of 
omission.

(NHS England, Patient Safety Alert March 2014)
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Prescribing 
Error

“A clinically meaningful prescribing error occurs when, as a result of a prescribing decision
or prescription writing process, there is an unintentional significant (1) reduction in the 
probability of treatment being timely and effective or (2) increase in the risk of harm when 
compared with generally accepted practice.” Dean, Barber & Schachter. Qual Health Care. 
2000 Dec; 9(4): 232–237. 

Any examples of an error/near miss you made in practice?

How did you deal with it? How did it effect your practice? 











Psychological Approach to Medication Error Classification: 
Violations are not
errors:
Intended action
1.Routine Violations: 
regular short cuts
2.Reasoned Violations: 
Deliberate deviations 
from protocol 
3.Reckless Violations: 
Deliberate deviation 
from protocol & ignoring 
potential harm 
4.Malicious Violations: 
Out there to harm



What can go wrong when prescribing? 

�Adverse drug reaction (when used as 
intended)
�Contra-indication to the use of the medicine in 
relation to drugs or conditions
�Mismatching between patient and medicine
�Omitted medicine / ingredient
�Patient allergic to treatment
�Wrong / omitted patient information leaflet
�Wrong / omitted verbal patient directions
�Wrong / unclear dose or strength
�Wrong drug / medicine
�Wrong formulation

�Wrong frequency
�Wrong quantity
�Wrong route



Causes of Medication Errors

�Communication Failures: poor handwriting, oral communication only, missing or 
misplaced zeroes, use of abbreviations, ambiguous or incomplete prescriptions
�Similar drug names or presentation (look alike sound alike) 
�repeat prescribing and dispensing without monitoring 
�Complex diseases or treatment plans
�Patients with chronic conditions 
�Workplace problems: Stress, team, design, workload and satisfaction 
�Level of staffing
�Level of experience 
�Complex or poorly designed technology, devices or procedures
�Calculation errors
�Lack of information to prescribers, dispensers or patients 
�Lack of patient’s understanding of their therapy
�Frequent patient transition of care



Lessons from reported Patient Safety Incidents

�So far, PSIs indicate NMPs are not associated with 
serious harm, congratulations
�Clearly there are processes supporting NMPs that 
lead to errors and need addressing
�…. worrying issue of prescribing/administering 
POMs without authority



Need of National Medication Safety Network

�Increase of patient safety 
incident reporting to the National 
Reporting and Learning System 
(NRLS)
�Change of organisational 
structure. Transfer of patient 
safety function from National 
Patient Safety Agency to NHS 
England (commissioning body) in 
2011

�Change of adverse drug 
reaction (ADR) definition to 
include medication error (EU 
Directive 2010/84/EU1) 
�Low reporting from non-acute 
NHS providers
�Report quality Vs. National 
Learning 
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How can NMP be involved? 

�Sign up to alerts from the 
Central Alerting System (CAS) or 
your local clinical governance 
email notifications 
�Get in touch with your MSO 
�Be vigilant to alerts from 
ePrescribing systems
�Take part in medication safety 
projects and quality improvement 
programs

�Know your competencies
�Know your weaknesses for error
�If you don’t know ask
�Try and focus on what is relevant to 
your practice for your patients
�Reflect on practice and learn from 
mishaps   
�Report incidents to encourage 
learning
�Look out for the World Health 
Organization Medication Safety 
Challenge    



Patient Safety Tools

�High risk drug audits
�Steroid card
�Lithium card 
�NOAC/DOAC 
�Anticoagulant Yellow Book
�Insulin Passport 
�Medicine Passport
�Hospital Admission Notifications
�Discharge Letters
�Updated Summary Care Record

�Blood monitoring requirements 
& results interpretations
�VTE assessments & 
therapeutic Vs prophylactic 
doses
�Medication Safety thermometer 
�Therapeutic area dashboards



Conclusion

�Medication errors are serious and diverse 
�Must have prevention strategies to ensure 
medication errors are minimised 
�Find ways to reflect and assess competency 
�Get in touch with your medication safety lead



Thanks!
Any questions?




