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Report to Governance and Quality Committee

Medication Safety Report
Title of
Report

Action

required

Report Julie Sprack
presented
by:

Decisions Required:

G&QC is asked to. (approve, agree or note)

To note the potential of the report, and endorse recommendations to minimise

the risk of patient harm through medication safety errors.

Timetable for decision:
At committee

Links to other key reports/decisions:

| Risk Management Strategy

National Reporting and Learning System

Links to other relevant frameworks:
NPSA

Standards for Better Health

NHS Litigation Authority

Implications for service delivery, financial impact, governance and
quality:

Improvement in patient safety regarding medication

Financial implication of drug errors, particularly omissions

Consideration of legal issues (including Equality Impact Assessment):

Potential litigation from medication errors
Legal requirements as per medication legislation
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the potential to shift errors to pharmacy is acknowledged ( Joanne Briggs Institute,
2006)

Pharmacy

e To liaise with other nominated leads to provide overview and internal learning
mechanism from medication errors

* To have pharmacists available on ward rounds particularly post-take, to ensure
reviews of medication take place soon after admission ( NICE, 2007, NPC 2008) and
effective reconciliation of medication takes place (Amerik, et.al. 2007). This would
allow for interaction between pharmacists and consultants which was found to
significantly reduce the risks to the elderly of polypharmacy (Rollason and Vogt, 2003,
NPC, 2008)

e The use of pharmacists to double check prescriptions and for advice to prescribers
(Joanne Briggs Institute, 2006). Overall the literature showed that interventions of a
specialist pharmacist can contribute to the reduction of medication errors.
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