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National Patient Safety Agency

The role of the NPSA

« The NPSA is a special health authority within the
National Health Service in the UK with a role to:

« collect and analyse information on patient safety
Incidents (adverse events) in the NHS

e assimilate other safety related information from within
the UK and worldwide

e |earn lessons and ensure that they are fed back into
practice

« where risks are identified - produce solutions to prevent
harm, specify national goals, establish mechanisms to
track progress
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NRLS Medication Incidents
January 2005 - June 2006
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NRLS Medication Incidents — Reported
Degree of Harm
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NRLS Medication Incidents — Care
Setting

Community Pharmacy
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NRLS Medication Incidents — Stage




NRLS Medication Incidents — Type %

Wrong / unclear dose or strength/frequency
Omitted medicine / ingredient

Wrong drug / medicine

Other

Wrong quantity

Mismatching betw een patient and medicine
Wrong / transposed / omitted medicine label
Wrong / omitted / passed expiry date
Wrong storage

Patient allergic to treatment
Contra-indication

Wrong route

Wrong method of preparation / supply
Wrong formulation

Unknow n

Adverse drug reactions
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Patient Safety Feedback

Building a memory: preventing harm,
reducing risks and improving patient safety

July 2005

Patient Safety Observatory Report 2 | July 2006
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PATIENT SAFETY ALERT

Safer practice notice -

PROBLEM:

Roscarch in LK and elsewhere has identified a risk to patients frarm errors
accurring during intravenous administration of potassium soluticons

Potassium chloride concentrate salution can be fatal if given
inappropriately.

ACTION FOR NHS BY 31 OCTOBER 2002:

This alert sets out action, including initial action in the following areas:
1. 5torage and handling of potassium chloride concentrate and ather

Ensuring safer practice with 30mg doses
of diamorphine and morphine

Tha National Patiert Bgercy INFSY) has recoived reports of patimt
uf:tyir:iré:t rwaking Jdmal'i!h'u:im -:f;al;;g dmzufﬂ'ng::u
diamerphine and morphing in primary care lecatiore,

Batwean larery and Ociobar 2005, tha WPSA racaived 14 repeorts that

strong potassium salutions dm:‘;id'j"ml‘hi"'"'f“hi"'{ﬂgﬂji" F""“!‘ff-“‘;m“*mﬂw k:
wera nithzred to ‘opiTin nava’ patierts (patients not pravwioushy

2. Preparation of dilute sslutions containing potassium e 3 prtllogoch - o E.-.

3. Prescription of solutions containing potassium s doas of thass pchara camaqene g

bolus can be @rassive For opiste rake patiants and rezult in cvandosg,
; \ ratory deprassion, loss of consicusnes: or death  support procedures
4. Checking use of strong potassium solutions in clinical areas ::antin?phnnmd. PRt B

]
- Some af tha incidents raported to the HFEA were the result of staff
For ﬂ'lﬂ‘ attenhon GE N Ot Ice mistalmnly sekecting and admineteing the wiong sranigth of mjectian dus
! wes of MHS Trists and Primary Care Trusts ta similar product namas, kbeling ard ing. In recert monide thes
Chief Executives ¥ WY FE']I'LIET}" 2006

hava been shorages in tha supply of al srengths of dismerphine injectiore
For ﬂ:ﬁﬂﬂ b,.: o ;::E; NH5 ﬂ‘t:;;:;-hw resukzd in changes to the madicira products
Chief Pharmacists and pharmaceutical advisers in i This eafisr practics notics 1 : . .
practics notics aims bo raiss awareness of tha risks from imadvertant
and Primary Care Trusts Immeciate 8ction O uza of dismarphire and rmorphing and makas safar practics mcommerdatione.
N & Bction B The: riske and recommandations am applicableto al NHE caro locatiore.
.
For information "ID'I- I Upcate O Action for the NHS
Regional Directars of Health and Sadial Laro h T P——— - procad .
‘.'_rfn:l' Executives of Stralegic He alth Autharitics I lon rEqUESt D ! :‘m-i:‘gkz;::"jrg lh:l'll'h;.;'dﬂsﬂ'l'g :::':'dmr“:'f;ﬂrqﬁsul;erﬁz::rm
Girectors of Public Mealth; Regional, StHA, PCT merphi inactians.
Musalizal LAreCTOnE Baf HPSASO0E! 2 2 Raviaw tharapactic guidalines for the use of diamerphira and morphing in
Directors of Mursing acutn carg, inchiding post-admiristration obsarvation of apiate nike patients.
Risk Mandsuru . . .. . . .
r LT _ 1 Updata inductian and training for al stalf irwabeed in the usa of damarphine
E’f“ﬂ m“’;“".'flm ""LCI“;:"I Diivections = viical e S and morphing injectians to inchde the risks, safo procodures ard therapautic
armmunications Lea iddinze.
Patlent Advice and Liaison Service (PALS) Date: 23 July 2002

4 knsuro that ralwana injection, an antidots ko apicid-induced respiratory
dapmezion, is avibbk in al clinical locations where diamerphing and
d
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Safe Medication Practice Work Streams

Completed/ongoing Current

« Potassium Chloride Injection

Anticoagulants

e Methotrexate tablets * Wrong route errors
« Labelling and packaging . - oral liquid medicines
e Diamorphine/morphine . - epidural medicines

Injections « Injectable medicines
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More Information

www.npsa.nhs.uk

saferhealthcare.org.uk
innovation for safer healthcare

Fittp - =3 ferhealthcare ong ukihi
Anew web portal, tring to provde heatthcare professionals with the best 3vailable ewdence andtools o improwe

patient s3fety.



