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CHM Labelling Group – Key findings
• No substitute for reading the label
• Certain information critical for safe use
• Presentation of information is important
• Similarity in packaging
• Look alike/sound alike names
• Medicines labelling can be improved
• BPGLPM 2012 
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Best Practice Guidance on the Labelling & 
Packaging of Medicines 

Available on MHRA Website

https://www.gov.uk/government/publications/best-practice-in-the-labelling-and-packaging-of-medicines
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Critical Information

Name of medicinal product
• followed by common name(s)

Strength
Route of Administration
Posology
Warnings
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Case study – Vinca alkaloids
• Patient prescribed cytosine intrathecally and vincristine intravenously as part 

of chemotherapy course. 
• Drugs were prepared ready for administration by the pharmacy department. 
• Both syringes were sent to the ward in the same clear plastic bag. 
• Syringes were labelled with the patient’s name, the drug name, and the dose.
• Clinician gave both drugs via the intrathecal route instead of administering the 

vincristine intravenously as prescribed. 
• The patient subsequently died. 

Source: Toft 2001
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Other Risk Minimisation Measures
• Intrathecal medicines require different considerations in supply,  

dispensing, storage and administration
• Clinical staff should be accredited if administering via the 

intrathecal route
• Spinal needles should not be able to connect to IV syringes
• Concentration of vinca solutions to be reviewed
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Case Study – Strong Potassium Chloride
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Other Risk Minimisation Measures
• Strong KCl only held in certain clinical areas
• Accredited prescribers only
• Treated as a controlled drug
• Second check
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Case Study - penicillins
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Other Risk Minimisation Measures
• Patients should carry an ‘alert card’
• Clinicians to take a full history
• Confirmed allergy to be documented
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Future work
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• Patients – shared decision-making, improved information and 
empowerment

• Medicines – labelling to contribute to safer use
• Healthcare professionals – reporting and learning; repository of 

good practice; training
• Systems and practice – e-prescribing; primary care interventions; 

metrics; research
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Questions
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Back-up slides
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Look- alike packaging - Before
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After
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Total strength in total volume
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Colour-coding – NO!
Judicious use of colour to help differentiate products in a 
portfolio.

Exception - warfarin
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