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Medication Safety in Irish hospitals 

• Private + Public system 

• Medication Safety programmes 

– Health Information & Quality Authority (HIQA) monitoring 

»Public & Private hospitals 

– Health Service Executive (HSE) Safer Meds

»Public hospitals 

– Joint Commission International 

»Private hospitals & 2+ Public hospitals 

–
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About us  
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Activity & Engagement
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How are NMBs supplied & labelled by 
manufacturer in Ireland? 

Ampoules (NOT vials)

Prefilled syringe sux. only

Unlicensed where shortage; e.g. UK source; English packaging    

Multiple manufacturers for high volume  

Mg/ml AND mg/total volume 

Additive label included with amps: mivacron® only 

Regulator requirements :

Route; Storage; Excipients; Legal  
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Technology infrastructure in 
Hospitals in Ireland

• Electronic Pharmacy / dispensing systems 

• Limited use of  electronic prescribing & Administration/ 
Electronic Health Record: National Project  

• Limited but growing use of ADCs

– Private hospitals 

– Some public hospitals  
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Medication incident example:      
- low number of   incident reports related with NMBs

• Patient to OT for ERPC. Anaesthetic started by 
NCHD; syringe labelled ‘fentanyl’, which was 
injected at start of  case. Consultant called, 
tachycardia on ECG, respiratory support given, 
case stopped, patient recovered. Suspected 
incorrect drug (NMBA) given in mislabelled 
syringe.’
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Medication incident example:                        

• Incident in theatre when there was a mix up 
between a misplaced suxamethonium amp 
and the intended ondansetron amp. Error 
reached the patient. 

• This was prior to introduction of  
suxamethonium pre-filled syringes. 
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Strategies to reduce
medication error

PHARMACY

• Where available, purchase pre-mixed syringes 

• New inventory gets supplementary labelling                 
‘Warning: paralysing agent’
‘Warning: paralysing agent – causes respiratory arrest’ 

• Segregated storage

• Full packs ONLY dispensed. 
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Strategies to reduce
medication error

Non-PHARMACY areas

• Designated hospital locations only e.g. ICU, Day Surgery, Theatre, HDU, ED 
trauma 

• Physical segregation in these areas 

– Separate shelving 

– Separate storage container (orange) to separate from other medication

– Anaesthetic boxes for emergency use (tamperproof)   

• Flag-labelled in theatre once drawn up into syringe

• Immediate availability of antidote (sugammadex) 
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Strategies to reduce
medication error

Non-PHARMACY areas

• TECHNOLOGY

– Care plans in place on EHR for standardised prescribing of  NMBs in a NICU setting

– Anaesthetists also use standardised process on EHR for prescribing NMBs
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Education 
• Included on hospital-wide ‘High Alert’ Drugs List – part of  Regulator 

medication safety monitoring programme (HIQA)

• On Irish Medication Safety Network SALAD list - Anexate® / Anectine®

• Taught as ‘High Alert’ medicine on undergraduate & post-graduate 
education programmes 


	Slide Number 1
	Slide Number 2
	Slide Number 3
	Slide Number 4
	Slide Number 5
	Slide Number 6
	Slide Number 7
	Slide Number 8
	Slide Number 9
	Slide Number 10
	Slide Number 11
	Slide Number 12
	Slide Number 13

