
Medication Safety 
Canterbury IV Link Study Day 

 

Mary Young 

Medication Safety Pharmacist 

2012 



Medication Safety 

 

 

 “To give the correct drug at the correct dose to 
the correct patient, via the correct route, at 
the correct time.” 

 



Culture of Safety 

• Encourage reporting 

• Errors not a measure of competency 

• Nonpunitive environment 

• Advocate patient safety 

• Discuss errors to learn from them 

• Question 
 

 



Root Cause Analysis 

• What happened? 

• Who was involved? 

• When did it happen? 

• Where did it happen 

• Likelihood of recurrence 

• Consequences 

• Prevention 

 

 



Medication Management System 

• Order adequate supplies 
• Store appropriately 
• Supply of medicines 

– Dispensing 
– Ward stock 

• Prescribing 
• Preparation 
• Administration 
• Documentation 
• Monitoring 

 
 





Types of Errors 

 

Skill-based errors – slips and lapses – when the 
action made is not what was intended  
•Rule-based mistakes – actions that match 
intentions but do not achieve their intended 
outcome due to incorrect application of a rule or 
inadequacy of the plan.  
•Knowledge-based mistakes – actions which are 
intended but do not achieve the intended outcome 
due to knowledge deficits. 



Human Error 
There are multiple reasons that human error 
occurs: 
•Communication failure 
•Lack of effective training 
•Memory lapse 
•Inattention 
•Poorly designed equipment 
•Exhaustion, fatigue 
•Ignorance 
•Noisy working conditions 
•Other personal and environmental factors 
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• Aoccdrnig to a rscheearch at Cmabrigde 
Uinervtisy, it deosn't mttaer in waht oredr the 
ltteers in a wrod are, the olny iprmoatnt tihng 
is taht the frist and lsat ltteer be at the rghit 
pclae. The rset can be a toatl mses and you 
can sitll raed it wouthit porbelm. Tihs is 
bcuseae the huamn mnid deos not raed ervey 
lteter by istlef, but the wrod as a wlohe 



Look alike sound alike 

 

• Clotrimazole  

• Avastin® 

• Cefotaxime 

• Oxycodone 

• Gliclazide 

• Doxepin 

 

 

• Co-trimoxazole® 

• Ovestin® 

• Ceftriaxone 

• Oxycontin® 

• Glipizide 

• Dothiepin 

 







Tall Man Letters 

• HumaLOG 

• HumuLIN 

 

• OxyCODONE 

• OxyNORM 

• OxyCONTIN 

 

• DOPamine 

• DOBUTamine 

 

• CefOTAXIMe 

• CefTRIAXONe 







Medication charts 

• Appropriately labelled with patient name 

• Allergies/adverse reactions 

• Generic names 

• Approved abbreviations 

• Complete and legible 

– Include dose/frequency/times circled 

– Surname and pager 

 







Prescribing 

• ALWAYS leading ‘0’ 

– 0.5mg NOT .5mg 

• NO trailing ‘0’ 

– 5mg NOT 5.0mg 

• ‘units’ in full NOT ‘U’ 

– misread as extra 0, 10 fold increase in dose 

• ‘mcg’ NOT μg 

 



Abbreviations 

• Approved  abbreviations on front of QMR4 

– OD is NOT on this list 

– Misread as BD 

– Mane/midi/nocte? 

– NOT qd – misread as QID 

– NOT qds –daily or QID? 





 



Changes to charting 

Keep it clear and concise 

• Cross off, date and sign 

• Write new order 





Nurses must know: 

• Therapeutic use of a drug 

• Normal dose range 

• Side effects 

• Contraindications 

before administering any medicine BUT 

• 1 in 4 did NOT know CI/SE 

• 1 in 10 did NOT know normal dose 



Information Sources 

• Product information 

• MIMS 

• NOIDS 

• Protocols 

• PML 

• Pharmacist 

• Drug chart annotation 

• Drug Information 

 







 





7R’s 

How foolproof is your checking system? 

http://www.talis.com/source/blog/2007/02/tip_what_does_the_stop_sign_im_1.html








When is a drug error most likely to occur? 

• Interruptions 87% 

• Busy 84% 

• Difficulty reading prescription 65% 

• Dose calculations 42% 

• Unfamiliar with drug 43% 

• Unfamiliar with patient 33% 

• At night 27% 

• Drug not on ward  20% 

 

 



What would help reduce drug errors? 

• Protect time for drug rounds 79% 

• Regular training updates 74% 

• Regular competency assessments 59% 

• Drug information from a pharmacist 51% 

• National prescription chart 48% 

• Wearing a bib (‘do not disturb’)47% 

• Patients drugs by bedside 38% 

 



 

You 

Understand, 



High Alert Medications 

• Warfarin/Heparin/LMWH 

• Insulin 

• Chemotherapy 

• Potassium concentrate ampoules 

• Opioids 

 



Warfarin 

• Two brands, NOT interchangeable 
– Marevan® 1mg, 3mg, 5mg 

• Used routinely 

• Consider dx script only 1mg tablets 

– Coumadin® 1mg, 2mg, 5mg 
• For patients intolerant to Marevan® 

• Prescribe as Coumadin® 

• Interactions 

• Patient education 
 



 



Insulin 
Specific formulations 





 





Oxycodone 

• Oxycontin® 
– Oxycodone SR,  

– Outer coat releases 40% over 1st hour 

– Inner matrix releases 60% over remaining 11 
hours 

• Oxynorm® 
– Oxycodone IR 

• Oxycodone OR morphine NOT both 

• Oxycodone/oxytocin/oxybutynin 
 

 



Medication Safety 

• “To give the correct drug at the correct dose to 
the correct patient, via the correct route, at 
the correct time.” 

 



Audits  

Identify areas for improvement: 

• Patient identification 

• Patient allergy status 

• 7 Rs check 

• Independent calculations 

• # distractions during medication process 

 

 



Incident Data 

Identify areas for improvement: 

• IV administration despite 

–  poor prescribing 

– known allergy to that therapy 

• Double checking 

 



Medication Safety 

 

Be a leader 


