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APPENDICES
Statements Taken
1 Code A 18 January 1996 Typed and original

2 Mrs Maureen Jarman 18 January 1996 ..

30 Code A 22 January 1996 ..

Other Documents

4 Treatment Cards a| Code A {copy)
b Mrs Ivy Smith (copy)

5 Page from Controlled Drug Regisfer (copy)
6 Untoward Incident Report (copy)
7 Patient Accident/Incident Report (copy)

8 Manager’s report on Drug Error 13 January 1996
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NHE000630-0003

SECTION A

Details of Incident

Al

A3

A4

AS

Date Time and Place of the Incident

Saturday 13 January 1996 between 10.15pm - 10.20pm, Daedalus Ward,
Gosport War Memorial Hospital.

Persons Present

Staff Nurse Jarman who prepared the Controlled Drug.

Support Worker{ Code A ipresent but did not witness the incident but

witnessed the dlscovery of the mistake

Nature of the Incident

That Maureen J arman prepared the Controlled Drug ORAMORPH 80mgs and

[Code AL :
Code A

Statements

The statements taken confirm that Mrs Ivy Smith received ORAMORPH
80mgs for which she was not prescribed and that ! Code A idid not
receive ORAMORPH 80mgs for which she was prescribed.

_________________________

Comparison of Points of Similarity and Difference with
Statement.

There is no conflicting evidence . -
Full statements at Appendix 1 - 3
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SECTION B

The Context

Bl  On Saturday 13 January 1996 Staff Nurse Maureen Jarman, Support Worker

i Code A iand Support Worker! cCode A | were on Night Duty on

___________________________________________________________

Daedalus Ward, Gosport War Mémorial Hospltal

B2 They settled the patients for the night. Staff Nurse Maureen J arman worked

worked together on another area of the ward

B3 At 10pm Maureen Jarman undertook the Medicine Round and gave all the Non
Controlled Drugs.

B4 At1o0. 15pm Maureen Jarman went to the Treatment Room and asked !code a}

.............................

ORAMORPH for the two different patients.

B5  The ORAMORPH 80mgs for Code A was prepared by Maureen

o S

B6 Maureen Jarman asked | Code A ito give the ORAMORPH to; Code A

.......................................................

B7 | Code A took the contamer with ORAMORPH 80mgs in it and gave it to

B8 At approximately 2.45am when{ Gode A jandi  Code A were doing a

Ward Round;code ahoticed that ] Code A icatheter bag was not very full
and suspected she had a blocked catheter. When she looked at her name on
the head of the bed she realised that she was the lady who should have received

the ORAMORPH 80mgs and not Mrs Ivy Smith who had received it.

B9 [ CodeA iand{ "CodeA icalled Maureen Jarman who was having a
bregﬁ_'_'h_ﬁd told her of the mistake. This was 41/2 hours after the drug had
been given.

B10 Maureen Jarman examined Mrs Ivy Smith, found her to be unconscious with
laboured breathing and rapid pulse and she rang the Deputising Service to see if
the G.Ps carried NALOXONE , an antidote to Morphme As they did not have
the antidote she rang 999.

B11 The ambulance arrived in a short time (5-10 minutes) and Mrs Ivy Smith was
taken to Haslar Hospital.
B12 Mrs Ivy Smith died in Haslar Hospital on 17 January 1996.
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SECTION C

The Evidence

C1  Maureen Jarman admits to preparing the Controlled Drug ORAMORPH 80mgs

for{ Code A | which was witnessed by ! Code A

C2  Maureen Jarman admits to asking! Code A i Support Worker, to give the
drug to; Code A ' )

C3  Maureen Jarman admits to asking] Code A _igive the drug to “Ivy” and to
not using her full name.

C4  Maureen Jarman signed the Controlled Drug Register as the person who gave

C5 ["Code A |stated that she asked Maureen Jarman if she was going to check the

C6  Maureen Jarman admits that she also asked | Code A |to witness the
preparation of a dose of ORAMORPH for the: Code A i Maureen

drug.
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SECTION D

Hypotheses

D1 The Ward was very busy

D2  Maureen Jarman was called to an Emergency situation just after preparing
the dose of ORAMORPH for, Code A '

D3 There were no other Trained Staff in the hospital

D4  The patients who were waiting to receive the ORAMORPH were becoming
distressed and Maureen Jarman wanted to ensure both patients reé2ived their
medication as soon as possible.

D5 The patients were falling asleep and Maureen Jarman wanted to ensure both
patients received their medication so they did not have to be wakened

D6  Maureen Jarman and/or] Code A _hadworked several consecutive nights

D7  Both patients’ names were Ivy and Code A muddled them up.

.........................

D8  The mistake was not discovered for 41/2 hours because the patients were not
checked.

C:\RONNIEUNVESDRG.DOC 30/01/96 12:55
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SECTION E

Weighing Evidence Against Hypotheses

H = Hypotheses

E = Evidence

E1l

E2

E3

E4

The ward was very busy

In their statements all three staff on duty said that at 10.15pm the
majority of the patients had been settled for the night and there was
nothing unusual happening on the ward.

Maureen Jarman was called to an Emergency situation just after

preparing the dose of ORAMORPH for, Code A

This was not the case. The ward was calm and peaceful.

There were no other Trained Staff in the hospital

There were other Trained Staff on duty on the night of the incident and
so Maureen Jarman could have checked the ORAMORPH with another

Trained member of staff.

The patients who were waiting to receive the ORAMORPH were
becoming distressed and Maureen Jarman wanted to ensure both
patients received their medication as soon as possible

_____________

Code A were falling asleep.
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NHEO000630-0008

The patients were falling asleep and Maureen Jarman wanted to
ensure both patients received their medication so they did not have to

be wakened.

Maureen Jarman stated that this was so. i Code A iand; Code A

did not know as they had not been working with those patients.

.........................

nights and were tired.

In their statements both Maureen and ic.«. »i stated they were not tired.

________________________
''''''''''

..........

working in Mrs Ivy Smith’s area and she knew she had been unwell,
having vomited earlier in the evening, she had her name on her mind.
At the time of the incident she had not attended toi Code A

The mistake was not discovered for 41/2 hours because the patients
were not checked regularly throughout the night.

All three staff said that because the ward is designed in cubicles as
apposed to a ‘Nightingale’ style they keep walking round at night and
look into the rooms.

Code A  who should have had the medication actually slept well

"and did not complain of pain. therefore there was no indication that she

had not received her medication at 10.15pm.

It was because the Support Workers were checking the patients and

noticed Code A ‘blocked catheter that! Code A ;'then

________________________

realised, by reading her name on the bed head that she had glven the
drug to the wrong patient.
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SECTION F

Suggestions to Avoid a Repetition of the Incident

F1  Two Trained Nurses check Controlled Drugs

F2  Two trained Nurses administer the Controlled Drugs

F3  Full Names are used when administering medication.

F4  Patients are identified more easily. It is the custom on wards for elderly
patients that the patients do not wear ‘Identity Bracelets’.

The way of identifying patients is first by their name at the head of the bed and
this can rub off. Secondly, by a photograph which is affixed to the Treatment
Card. The photograph is difficult to see at night and the patient may look very
different from the time it was taken. Not all Treatment Cards are kept at the
foot of the bed.

F5  Night Staff are Ward based and become part of a Ward Team. The staff then
become familiar with the ward and the patients.
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NHE000630-0010

SECTION G

SUMMARY

G1  Staff Nurse Maureen Jarman admits the incident and says that she would not
normally administer Controlled Drugs with a Support Worker.

G2  Evidence from the Controlled Drug Register show that it is Maureen’s normal
practice to check the drugs with another Trained member of staff

G3  Statements from all three staff corroborate each others evidence

G4  The difficulty of identifying patients together with staff not being part of the
Ward Teams does increase the risk of making a mistake

G5  Staff Nurse Maureen Jarman was in breach of the Trust’s Policy for
Administering Medicines and the UKCC Standards for Administration of
Medicines for allowing a Support Worker to administer a Controlled Drug on
two occasions.

G6  Staff Nurse Maureen Jarman made two incorrect entries in the Controlled

........................................

_______________________________________________________________

G7  Staff Nurse Maureen Jarman signed that the ORAMORPH 80mgs for: Code A

G8  Staff Nurse Maureen Jarman was very honest and she did not try to conceal
any facts. She admits that there were no mitigating circumstances and she has
no idea why she acted in this way. She is extremely remorseful for the incident

Code A Code A )
7¢
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APPENDIA
STATEMENT
NAME Code A DATE 18.01.96
DESIGNATION Support Worker WARD Daedalus
HOSPITAL Gosport
War Memorial

On what Ward did the incident happen?

Daedalus Ward

What was the state of the Ward at the time?

Just finished settling down after main drug round

When did the incident take place - date and time?

13.01.96  10.15pm
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How many staff were on duty that night?

Myself and] Code A iwith Maureen Jarman

How many trained staff?

Maureen Jarman

How many patients?

20

Who was present on the Ward at the time of the incident?

Myself and | Code A in the Treatment Room and;code Al Was in
the kitchen T T

Where were the other staff at the time of the incident?
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Who was the patient who received the wrong drug?

Mrs Ivy Smith

Who was the patient?

Code A

Why do you think Staff Nurse Jarman decided to give this drug?

Code A 'was prescribed the drug on a regular basis

Where are the Prescription Charts kept?

Under the Drug Trolley, I think

What drug did Staff Nurse Jarman prepare?

Concentrated ORAMORPH

How much did Staff Nurse Jarman prepare of the drug?

80mgs
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NHEO000630-0015

Who witnessed the drawing up of medication?

Idid

Who poured out the medication?

Maureen Jarman

Who gave the medication to the patient?

I gave the medication to Mrs Ivy Smith

What instructions did Staff Nurse Jarman give to you?

Handed me the medication and said give this to Ivy

Why do you think you were asked to administer the medication?

I do not know

Why didn’t Staff Nurse Jarman administer the medicine herself?

I don’t know
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NHEO000630-0016

What did you say when she asked you to administer the medication?

I didn’t say anything

By what route was the medication to be administered?

Oral

What events led to Staff Nurse Jarman not administering the
medication herself?

I don’t know. She was preparing the next patient’s ORAMORPH

What did you say to her when you returned from administering the
medication?

Nothing

What did she say to you when you returned from administering the
medication?

Maureen checked the next ORAMORPAH with me and then asked me to
go and give it. 7

When did she sign the Prescription Chart?

Before the medicine was given
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Where did she record what was given?

Controlled Drug Register

How long after the administration of the medicine did Staff Nurse
Jarman check the patient who should have had the medicine?

Maureen constantly checks the patients

Was the patient not in pain?

Code A slept soundly all night and did not appear in pain

How was the mistake discovered?

noticed her name. At this point I realised that this was the lady I should

have given the drug to.

When did Staff Nurse Jarman discover the wrong patient had
received the medication?
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Who discovered the mistake?
Idid

What did Staff Nurse Jarman do when she realised the medication
had been given to the wrong patient?

She went immediately to see Mrs Smith.
She rang the Deputising Service.

She rang for an ambulance

What was the condition of the patient when it was discovered?

I don’t know

When did Staff Nurse Jarman notify the Doctor, Senior Nurse?

Immediately after examining Mrs Smith

Where did she go for help?

Deputising Service

999 call
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NHEO000630-0019

How did you give the medication to the wrong patient?

I was focused in on Ivy Smith and had been working in her area of the
Ward. There had been lots of beds to change . Lots of dirty laundry and

clothes

How long have you worked on the Ward?

Work as a pool of staff and are not allocated to one Ward

How many consecutive nights had you worked?

This was my third night on duty but I was not tired

How do you identify patients in the Ward?

The name at the head of the bed

By Care Plan with bed

What procedure would you normally follow when administering
controlled drugs?

Two Trained Nurses would check drug and both would administer
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NHE000630-0020

Where are the medicines kept?

Treatment Room

Where are the medicines prepared?

Treatment Room

Where is the Policy for Administering of Medicines kept?

Not Applicable

Why did this mistake happen?

Focused on Ivy Smith - her name was in my head. Ihad been working
down Ivy Smith’s part of the Ward. I tend to call the patients by their
Christian name if that is what they want to be called

How could this incident have been prevented?

I should have refused to give them medicine

What happened to the patient who should have received the
medication?

She slept well until she was given a bladder washout by Maureen after
Mrs Smith had gone to Haslar. Even then she did not really disturb.
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NHE000630-0021

Comments

Before the Controlled Drugs were drawn up I asked Maureen if she was
going to ask the other Staff Nurse to check the ORAMORPH’S. She
replied no. Occasionally Support Workers do check Controlled Drugs but
rarely give to the patient. Ialso gave ORAMORPH to a second patient

___________________

Signature ...................... Signature...........ccccoveeeeeenenn.
. CodeA | Barbara Robinson
Support Worker Elderly Services Manager
Investigating Officer
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AePrPEND i x

STATEMENT

NAME CodeA . DATE...18:1.:96.

On what Ward did the incident happen

Dazdelws (Dasd

e o e e e i B P O P S e

What was the state of the Ward at the time
6 l 8 . . Q l ! ! Q , ( a_g’b"

When did the incident take place - date and time

12196 /O./fpm
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NHE000630-0023

How many staff were on duty that night

o Code A it
Plavreznm Q‘MM

How many trained staff

Meﬂfv\jm

How many patients

L O

Who was present on the Ward at the time of the incident
. e
W o Mawree wa e 7 rectinonk
Wosvn  asnd |Code A :

Where were the other staff at the time of the incident

Code A mo v A Hdle
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NHEO000630-0024

bororng M?‘
s Tony Lot

Who was the patient

Code A

Why do you think Staff Nurse Jarman decided to give this drug

Code A LB FM“A A
M o a W Qﬂm

Where are the Prescription Charts kept

W&MWQM

What drug did Staff Nurse Jarman prepare

& oncanliakad,  ORAMD R P H

How much did Staff Nurse Jarman prepare of the drug

gowr.,.
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NHEO000630-0025

Who witnessed the drawing up of medication

9 dd

Who poured out the medication

Who gave the medication to the patient

9WJ&LMM & ma’j;uygm;kﬂh

What instructions did Staff Nurse Jarman give to you

Hoded wme Mo mediiafion and sad gwe
B b Toy

Why did you think you were asked to administer the medication
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NHEO000630-0026

Why didn’t Staff Nurse Jarman administer the medicine herrself

9  donll

What did you say when she asked you to administer the medication

9 MI(: (Lo«v M&éﬁ»«j

By what route was the medication to be administered

Oral

What events led to Staff Nurse Jarman not administering the medication
herself

9 oLo’YlIL‘ @/w-u) SO\.L wes W
HBeo ek W'O ORAMORPH .

What did you say to her when you returned from administering the
medication

B
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NHEO000630-0027

What did she say to you when you returned from administering the
medication

,/)%Amex—m. Reded HBe nesk ORAMORrY

aMA

When did she sign the Prescription Chart

Where did she record what was given

How long after the administration of the medicine did Staff Nurse
Jarman check the patient who should have had the medicine

Was the patient not in pain

Code A gk 2owndly,

Mvu_a,%k MMM&WAVMW
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NHEO000630-0028

E_H_ny_yv__a_lithe mistake discovered ] N !
‘Code A! od 9 Ot 1

When did Staff Nurse Jarman discover the wrong patient had received

the medication ! . >
Movwean wsze ok Rey Lreal | Code A 0"‘“‘“
[,JQ.MA 200 comna dsuna d= e J M Aﬂ-y
(ke 9 Ak doma . Yndppeoe 245 A

Who discovered the mistake

9 Jdd

What did Staff Nurse Jarman do when she realised the medication had

been given to the wrong patient )

What was the condition of the patient when it was discovered

9 A«:ﬂ’(f “&4"“”“0
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NHE000630-0029

When did Staff Nurse Jarman notify the Doctor, Senior Nurse

Where did she go for help
CAQQ

9174

wr o T 9okl and Lad
J Tt T I e

How did you give the medication to the wrong patient

e i o

How long have you worked on the Ward

How many consecutive nights had you worked

How do you identify patients in the Ward

/)mw&k&zmwgﬂ&zw
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NHE000630-0030

What procedure would normally befollowed when administering

controlled drugs .

Where are the medicines kept

TMW

Where are medicines prepared

1 _
IWW

Where is the Policy for Administering of Medicines kept

N[ A

e v o e o o e

—

Why did this mistake happen 4
o et Ty SudOl s st
m N b:z Ls caly Mo pibenk
Gy oy, (Popkey romgp f Aok o el
How :ould this incident have been prevented ‘
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NHE000630-0031

What happened to the patient who should have received the medication
SR a,Qa/,LL’ well il abe woo

Bhaff VW b dodh Mo ORA MoritS $ha
replad 15 . O ccoproalin gmmb LI Peoes
do e Condilsd Drigp CRA MmO RLH

Signatur COde A Signature. COde A ......
.  CodeA ! Barbara Robinson
Support Worker Elderly Services Manager

Investigating Officer
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NHEO000630-0032
Aprrcroix 2.

STATEMENT

NAME Maureen Jarman DATE 18.01.96

DESIGNATION Staff Nurse WARD Daedalus

HOSPITAL Gosport
War Memorial

On what Ward did the incident happen?

Daedalus Elderly Continuing Care

What was the state of the Ward at the time?

Completed Drug Round. Left Controlled Drugs until last.

Majority of work done and all but two patients were in bed. This was
normal for this Ward.

When did the incident take place - date and time?

10.20pm  13.01.96
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NHEO000630-0033

How many staff were on duty that night?

Myself and two Support Workers.

One more Support Worker came approximately 9.40pm until 10pm to
help.

How many trained staff?

I was the only Trained member of staff.

How many patients?

20

Who was present on the Ward at the time of the incident?

Myself and the two Support Workers

Where were the other staff at the time of the incident?

The Support Worker,|  Code A |, was not with us when the medication
was prepared.

Who was the patient who was presented the medication?

Code A Ewas the patient who was prescribed the medication.
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NHEO000630-0034

Why did you decide to give this drug?

. Code A ‘was prescribed ORAMORPH 80mg at 10pm -
20mgs/ml. This was given orally.

Where are the Prescription Charts kept?

In an individual plastic envelope in a folder on the bottom of the
Medicine Trolley.

What drug did you prepare?

Went to Treatment Room took out the two Prescription Cards for two
patients who were prescribed ORAMORPH .

Looked to see who was available to check the Controlled Drugs. I asked

.................................

Prepared stronger ORAMORPH 20mg/ml.

How much did you prepare of the drug?

80mgs ORAMORPH

Who witnessed the drawing up of medication?

Code A iSupport Worker
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NHEO000630-0035

Who poured out the medication?

I drew up the medication using a syringe

Code A : Support Worker

What instructions did you give her?

Would you mind giving Ivy this drug while I get the others out and then
come back and check the other ORAMORPH

To administer the medication sooner for the lady as she was falling

asleep
Why didn’t you administer the medicine yourself?

For the reason given that I was concerned the patient received her
medication as soon as possible

What did she say when you asked her to administer the medication?

She didn’t say anything except possibly - yes okay
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NHEO000630-0036

By what route was the medication to be administered?

Oral

What events led to you not administering the medication yourself?

As above plus I had another dose of ORAMORPH to draw up

What did she say to you when she returned from administering the
medication?

Nothing

She just came back and signed the Register

What did you say to her when she returned from administering the
medication?

As soon as I had measured the ORAMORPH out into a container I signed
the Register.

This was before the drug had been given
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NHEO000630-0037

Where did you record what was given?

In the Controlled Drug Register and on the Treatment Card

How long after the administration of the medicine did you check the
patient who should have had the medicine?

I saw! Code A ' at approximately 10.30pm when she was asleep
and on several occasions during the night. She slept until approximately
4am when I disturbed her to do a Bladder Washout for blocked catheter

Was the patient not in pain?

No she slept well . Catheter attended to at 4am when she was still not in
pain

How was the mistake discovered?

I was at my break and the two Support Workers were doing a Round. At

_____________

at the name on the bed and realised that this was Code A tand
therefore the patient who should have received the ORAMORPH

When did you discover the wrong patient had received the
medication?

2.45am Approximately
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NHEO000630-0038

Who discovered the mistake?

What did you do when you realised the medication had been given to
the wrong patient?

Gode A fetched me from my break. | Code A told me as {code !

was so distraught . I checked Mrs Ivy Smith with the two Support
Workers and I said we will quickly turn her over and see if she is

conscious

What was the condition of the patient when it was discovered?

She was unconscious, laboured breathing, tachycardia, very pale,
sweating

‘When did you notify the Doctor, Senior Nurse?

Approximately 3am phoned G.P (Deputising Service) to see if G.P
carried Naloxone antidote to Morphine but they did not

Where did you go for help?

Dialled 999 came quickly.

Patient Mrs Ivy Smith was taken to Haslar. I then phoned relative, the
daughter. I told her what had happened. She said “ Well mistakes
happen I'm glad you were honest”.
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NHE000630-0039

her fixed in her mind.

I said please give this to Ivy and she must have muddled them up.

How long have you worked on the Ward?

I work on any Ward where I am required and I work flexible hours.
I have worked at the hospital for four and a half years.

How many consecutive nights had you worked?

First night after a break. I work two nights a week.

How do you identify patients in the Ward?
Name on the back of the bed.
Take notes from Hand Over with me on the Drug Trolley

Photos on Treatment Card

What procedure would you normally follow when administering
controlled drugs?

1 Check with another nurse or Support Worker

2 I would then administer the drug myself

3 Call them by name usually by Surname
4 Sign Register before administering also second person signs at the
same time.
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NHEO000630-0040

Where are the medicines kept?

In Treatment Room

Where do you prepare medicines?

In Treatment Room

Where is the Policy for Administering of Medicines kept?

I don’t know

Why did this mistake happen?
Wanted patient to have medication before she went to sleep.
Wanted to draw up next ORAMORPH

Both patients were called “Ivy”

How could this incident have been prevented?

By me giving the drug myself to; Code A

What happened to the patient who should have received the
medication?

Code A |appeared to be pain free all night. She received the dose of

'ORAMORPH at approximately 4.45am
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NHEO000630-0041

Comments

-

This is not my normal practice to ask a Support Worker to administer a

Controlled Drug.
Signature .........cooeieinins Signature.........coeeeeiiiiniiinn..
Maureen Jarman Barbara Robinson
Staff Nurse Elderly Services Manager
' Investigating Officer
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NHEO000630-0042

ApprecNnD iX Z

STATEMENT

naMe.. Magreen JARMA N pate. /8176

DESIGNATION....@.T."H.E!.’....NH.{?.S.."?.. = WARD—DAEDQ LUsS
HOSPITAL..G.08PoR T
WA R
MEmMmorIAL

On what Ward did the incident happen

Docdolus  Gdenly Lonbomry Lare

What was the state of the Ward at the time

Corpilod dng ruind . BfE Lontil0ed

9 ol Lok,

I.M"O]-,b 3 0 d | o0 Gub bus

When did the incident take place - date and time

IU'zofM IB'J'qé
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How many staff were on duty that night

OMMWW%MWC

940y wdG 10 pm Ao .QQ,Q{-’

How many trained staff

bl -
®

How many patients

20

Who was present on the Ward at the time of the incident

® wwmmwww%.

Where were the other staff at the time of the incident

The  Quppet (Jetrs | Code A oo
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OJl// C o Xz ff“ﬁl"‘ i Sl R P SEOE R
Code A uﬂw‘ He patak wio
‘ o= WV\QK—A X iz ducabs

) e woorg P Uy Ay

Who was the patient cito réetwits

Wlﬂgmwmﬂmw

S e R
Mo Rppert WO crded £o Loy .

Why did you decide to give this drug
é ; & On
Code A e W”M Oraumorh 7
/VV\Q- II'M w0 3’\”24’\ O’UJZ:) .

ak [0pm *ZOM—?’)

Where are the Prescrlptlon Charts kept ‘

What drug dlzi"you prepare TTTTTTTTTTTTTTTTTTT

o€ ORA mogry
selled b aee

Mo  onoo@2d Dogo . 9 azbed | CodeA Buppet
wvvg;_@r {)WWORHMOQPH QO""‘&/W_'-_Q__
How much did you prepare of the drug

80,«4,(&/3 ORAmMoAPH
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Who witnessed the drawing up of medication

Code A W bOo'v-QUbf

Who poured out the medication

9&wwﬂzmw&
At

Who gave the medication to the patient

Code A | Sppet Worksy

What instructions did you give her .
Ao 9 gebr B olan ok Cund Lo
oz bol and dadk Mo ot OrRAmoRPE

............................
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Why didn’t you administer the medicine yourself 9

Fb’*%WWW wes

By what route was the medication to be administered

Orald

What events led to you not administering the medication yourself
Ar olove puo T Rad  ametNey
o:% Onlamon vy b dno up -

What did she say to you when she returned from administering the
medication

regelec
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What did you say to her when she returned from administering the
medication

When did you sign the Prescription Chart
Q 2 poown a9 J M VM QE O Am Ol( PH

Where did you record what was given

In Mo Conladled Dmg@agwfu«w‘w
Be Treakmunt ot

How long after the administration of the medicine did you check the
patient who should have had the medicine

9 oo Code A at Am-mc (030 pm
ol GW@ na

Was the patient not in pain

No ole O,QQ,FJb well . goﬁﬁnﬁ@wm
b ak I Am w%cﬂp.wvaﬂwm
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How was the mistake discovered
9 woo ak o M M Ko R{%_OW

When did you discover the wrong patient had received the medication

265 Am  [Apprec

Who discovered the mistake

Code A Suppert WO tesr .

What did you do when you realised the medication had been given to the

wrong patient
~ Code A %JaM ors %m—m e
Code A R4 wme a9 CodeA] o R W

UW&MAQQQ.

What was the condition of the patient when it was discovered

/

Ellypoda vy pete, auedli
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When did you notify the Doctor, Senior Nurse
Appo3amBoned G P, (Depukiowy Lone ) s 220 )
CP chsd NoRoocone adidele £ Morpllme Sut

Where did you go for help .
Dwafed. 9997 coms CVMS%JZU .
T tvbon. L

@ feoh TUE ;
How did{ Code A igive the medication to the wrong patient
o) mﬂﬂ«d don'c Puow. Jhe o
WL 0% 7{,0\.9_ | M - ' O.-,.Ej::‘j 'Ccﬁ%
D ol WW’QM —aJ-U‘:j ok e s
LAure  paddled “Mowen WP - T
I-éow long have y(:i:\vorked on the Ward 40 o VQ‘VM
aMA 9 WT‘QL u.QyQﬂ— lem . ;

) 9 Roave wroliad st o Aepdel for ' yeew
How many consecutive nights had you worked

Ao

V\iﬁﬂl‘o o ek,
How do you identify patients in the Ward

NMW%M&%/@\LM

Mo :
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What procedure would you normally follow when administering
controlled drugs

@CWMM&WW”SWUWQJ
@3MMW@WWO@%

Where are the medicines kept

Where do you prepare medicines

Where is the Policy for Administering of Medicines kept

9 dew't Rew

Why did this mistake happen )

cosen, Had Do OQM—QMM w&ﬁ\ Tuy  Swibh )"""”
l:o """" M "" ﬁf Or’l/-‘rW\OﬂH P\ Code A

nats
How could this incident have been prevented

By we guriy w%‘ﬁ ”’vﬁ%t"“de"é
oy Dedliny [ooton] Had fona To o gl ke
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What happened to the patient who should have received the medication

o Q=
Code A oppeased %%ﬁt{)

recuwed. o

ORAMORPH ak  ayyws< L 4S5 A,

Comments

Weo o net My

C[/J/Q’LOL

Signature .. COde A

Maureen Jarman
Staff Nurse
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Signature. .. COde A .

Barbara Robinson
Elderly Services Manager
Investigating Officer
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STATEMENT

NAME.... Code A

DESIGNATION... Support Worker

NHEO000630-0052

DATE..22.01.96

WARD...Night Duty

HOSPITAL..Gosport
War Memorial

On what Ward did the incident happen?

Daedalus Ward

What was the state of the Ward at the time?

Usual Night

How many staff were on duty that night?

3 Myself - Support Worker

...........................

Matreen Jarman Staff Nurse
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How many trained staff?

One

Maureen Jarman

Who was present on the Ward at the time of the incident?

3 Staff

I was in the kitchen washing up cups from the night drinks

Did you see; Code A igive the Drug to Mrs ivy Smith?

No

1 was in the kitchen which was out of view of Mrs Smith’s bed

How was the mistake discovered?

..............

to the wrong Ivy.
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When did you discover the wrong patient had received the
medication?

As in previous question

Approx. 2.45am

Who discovered the mistake?

____________________________

What did you do when you realised the medication had been given to
the wrong patient?

We asked Maureen Jarman to come béck from her break. When she came
back {coee alexplained she had given the ORAMORPH to the wrong patient

What was the condition of the patient when it was discovered?

Mrs Ivy Smith was on her side because she had vomited earlier in the
evening before the ORAMORPH. she was not rousable although Maureen

tried to rouse her
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How many consecutive nights had you worked?

Third night on duty

How do you identify patients in the Ward?

With difficulty. Helped by somebody who has worked on the ward
recently. Names at head of bed sometimes fall off or are rubbed off.

There are photographs but they are kept on the Treatment Card which is
kept on the Drugs Trolley not even on the end of the bed. It may be one or
two days before a photo is taken of a new patient.

Comments

I would like to be Ward based. This I think would be safer because we
would know the patients better.

During the first part of the evening icoceaiand I worked together and had

[T |

seen to Mrs Ivy Smith but had not seen Code A | at the time of the
incident.

Signature ............c......... Signature............cccccoeeeernnn..
| Code A Barbara Robinson
Support Worker Elderly Services Manager

Investigating Officer
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STATEMENT
NAME.. ... CodeA ' ... DATE...Fg??.I..'.:..(?..é
DESIGNATION...%..E/.fI?.Q.'?. TWD'Q KER WARD..NAGHT... Dvry
HOSPITAL.$.95f0 R

On what Ward did the incident happen?

Doedolos  LOond

What was the state of the Ward at the time?

How many staff were on duty that night?
3 . W&% _ S W 00, o—v'gg
CodeA - - -
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How many trained staff?
One
W@v\ W

Who was present on the Ward at the time of the incident?

3 ok * |
9 w0 e Blden vl of

How was the mistake discovered? . Q
' Code A and Q v : 3 “

Orealh . We w&re un ' 0 f

WOQAMORPH b Yo wisng IJU
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When did you discover the wrong patient had received the
medication?

Who discovered the mistake?

Code A | wlen =l Lofbed oF

What did you do when you realised the medication had been given to
the wrong patient?

e adbed  Mewezn Jamman o come
MZBWM Do Greole  Wher e oz
Cadd Code A W’Q"M Ake D"AL  Sian ARa
oramo e s ARe WY )‘“‘t‘““b

What was the condition of the patient when it was discovered?

Mo Loy St oo o Rev ads Lecauos

Cllsve 480, orpmoreH . o v
040 Q Y M h— yroUal »Qﬂ—r'

How many consecutive nights had you worked?
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_______________________

Signature 4 COde A Signature.. COde A
Code A Barbara Robinson
SUupport W oTKer Elderly Services Manager

Investigating Officer
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ALLERGIES AND DRUG SENSITIVITIES Unit No.
(Bloen retors Code A
First Names
i 7 Date of Birth COde A Wi,

FIX CONTINUATION MR411 (E) HERE

Date Time ONCE ONLY AggUGPsRE-MEDICATlW Route Dose Signature Giv

AS REQUIRED PRESCRIPTION Administration Record FIX CONTINUATION MR 411 (8) HERE
{including Post-Operative Drugs
valid for 48 hours only}

TV e |

Route Dose Date Pharm

v Kene fo 7 s
SIGNATURE COde A

Date | Time | Dose |Given] Date] Time | Dose [Given] Date{ Time| Dose |Given] Date| Time | Dose

SPECIAL
DIRECTIONS
s

te Dose Daté [-Phafm )
S Pyl fog— S

\

SIGNATURE’ JT
“"Code A I

SPECIAL
DIRECTIONS

OB (08

Route | Dose Date PP}J\

10~ (111

SIGNATURE i Code A

SDTRE&':Q'TONS = /"h/’\/

DRUG (Approved Name)

Route . Dose Date Pharm

SIGNATURE

SPECIAL
DIRECTIONS




NHEO000630-0062

RPPEN Dix 4 ¢

. oo Administration Reco-d
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MR 411
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DRUGS
AS$ REQUIRED PRESCRIPTION Administration Record FIX CONTINUATION MR 411 (B) HERE
(including Post-Operative Drugs
vaiid for 48 hours only) Date |Time} Dose {Given] Date| Time | Dose |Given| Date| Time| Dose [Given] Date | Time | Dose

DRYG (Approved Name) -
Zm’f,&:r (o>

Route R Dg§p Date PharmJ

O [TIF
SIGNATUR

___iCode A

SPECIAL y
. pirecTioné+— b Uiy

DRYG (Approved Namé)
Mwl’m/c /é\je 1737

NX¢

Route Dose Date Pharm

;[zi\- »Z—Q/‘::' J2-4¢

SIGNATURE -
| Code A

SPECIAL
DIRECTIONS

DRUG (Approved Name)

VIS
Route | Dose Date Pharm 7
S At 1-7-"TF&

SIGNATURE
Code A

SPECIAL
DIRECTIONS

DRUG (Approved Name)

2oL oMy

Route Dose Date Pharm

Sp i) 2o |1/

R;
SIGNATU Code A

SPECIAL
DIRECTIONS




oo e

NHEO000630-0064

Administration Reco-d
REGULAR
PRESCRIPTION

FIX CONTINUATION MR 411 (C)
18

HERE
Month

Date

Yiy

DRUG (Approved Name)

Time
—

(oA S ECAN S

L

R
Route Dose | / Date

Pharm
3 s
O 7O =204 ///%()

SIGNATAIRE

0 e [E I e
Code A

Time

Route Dose Date

SIGNATURE

DRUG (Approved Name)

Time

Route Dose

Date

SIGNATURE

DRUG (Approved Name)

Time

Route Date

Pharm

SIGNATURE

DRUG (Approved Name) Time

Route Dose Date

SIGNATURE

DRUG (Approved Name)

Time

Date

SIGNATURE




MIUUNITIS) OBTAINED

Date Serial No.
! of Re- Date Time
Received quisition

% iqu 1S

1 |ae 22-0s
reflae cbco
o196 (oo

lo.\.clb l\+lo ot

10 |l.q.b'\7‘m.
tof i fa 2i1-1us
nfijas  c6oo

Wigee 10,35 .

H1-76 %00
L% (820
Vi {6 22 =C
12 -y - it TP s o
L.1-qb e
1214y 1400
249 ‘oc
L2 [ 2 B
T Y S
544y, iom0
130G 1400k
3040 1938 g,
Vi ey
tt1le o gae
90 010 -couy
tde 140

Patient’s!a_me

Code A
. Code A
7
E; Code A
W

Code A

Code A

Code A

¢ i
AMOUNTS ADMINISTERED

. Given b
Amount Given (Signa'?ure!

nnnnn

N / Ll
B0 g [ &mis,
LLGrnjf Amis.
o [&Mﬁo
KO "';3\ Al
o =\ Qnls
%Om\gj [ mls
%rrj[ Lmls

L\'O‘tSlaH\-S'

hﬁhn ’.:)M {,

Code A

NHEO000630-0065

L1755
STOCK  1i
BALANCE  i»

G xia NS



NHEO000630-0066

1 A . =

Ne S TR S S
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- UNTOWARD INCIDENT REPORT * \W S
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Arrenpix 7
CONFIDENTIAL

PORTSMOUTH & S.E. HAMPSHIRE HEALTH AUTHORITY

PATIENT ACCIDENT/INCIDENT REPORT
NOT to be used for staff

Please use a ballpoint pen and PRINT ALL NAMES. Complete boxes as appropriate

1. LOCATION DETAILS | Hospital/Health Centre ... ? SSLSAT e A RO AN A
Ward Depanmeat-Clinic-Othes—. ......... 7&’?,44._&.7 oo e e e et e
2. PATIE\'I'/CLI/.\II/VISJQK DE )LI:S I (Delete as appropriate) Hospital or GP Record number R
Surname ........ 57(7_1-\" ........................................ Date of Bith | 2] %l 1]/ ! © st.-] Age(Years) [ [q 17 |
Forenames ... V.. Vo e Male _] Female [] Consultant ... J. T L_Df\.—? .................................................
Address | C d A GP.ooo 7~[]144‘L—4-0M ...................................
Post Cods O e .........................................................................................................................
Number of previous accidents

over lastmonth [ | Mental Health Act Status.  Section | | | (See note 2) .
3. ACCBEST/INCIDENT DETAILS | Date [([3 4 (171 6) Time 2]2] 1]

Location de_[_:_x_x_l_g__(g_ g. bathroom, main ward) ...... {7l Riad . VJHLP ............ ILO&.ﬁ.. ...................................................................
Reported by___ 99_(!?_6___: ,,,,,, T0. S/NJ Q/Ln[q‘-/ ,,,,, Number of other witnesses | — | (nge details ov?;l_gaﬂ
Describe what was seen and what was reported OO G P 601""‘ (U o~ S . z’l« ......... (0/

Y&.—Et}"‘) ond L oz % r.ujvc., //\G/:-L«v%/

c)(ﬂ;-uu- @reoi 344 c(u,b ..... o7 o

................ J,

Name cf doctor informed . ?‘L{\Aj J

SIUTH.. w—/;q’-e,o_‘? Of ? Code A b q/’ L gd’ala— e’

Immecizte care given "(/

4, MEDICAL/NURSING REPORT ' (To be completed by examining doctor/nurse. See note 4)

Injuries “ound or suspected No [ Yes{ ] Brief description (site, SEVEEY) ... i
Action Treatments/Investigations OFAEred ... ... oo e e
SINAtUre Of AOCTOT ...\ oo e Date | ] | Time m
Results of X-Rays/TNVESHGATONS ..............coooiveooooeeoooee oo oeeee et e

5. LOCAL ACTION

Was equipment involved? NO [J YES [[] —— 3 DESCIRUOM ..ccoooooirirriiiioriiit oot
— Seni for repair? —m= Yes [ | No [] - Withdrawn from use? NO['] YES _ Retained for inspection? YES[{ ] NO —_
Details of occurrence recorded in Nursing Record, Kardex YES (] NO [J

Next of sin/relative/carer informed? YES .:/ Date| ¢ NO — hY 0O oo
—» Who was informed ?WC(H/TG\L\, .. How? (e.g. telephone. ia writing) ... TG SVt G
Manager informed?> NO _: YES [ How? TL?'—-(FWH‘&JG ............... 0 s RS )
Report completed by:  Name ... .. /... S tAP T oo N

Signawre ...... Code A .............................................. Date | }| Wl QO

job Tide ... X T A0 ru I AT e
Date ccmpleted form sent to Service Manager i i
6. MANAGEMENT ACTION | Date report received | | . ] ]
NAME | et et Jobtitle . .

Further investigation of the occurrence required? NO {: YES [ ](Give dertails of investigation overleaf if necessary)

Occurrence notified to the Health and Safety Executive YES[JNO (]

SIGATUre e e
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T Arpenpix &
PORTSMOUTH HEALTHCARE NHS TRUST

Managers Report on Drug Error 13th January 1996

-

On Saturday the 13th January S.N. M. Jarman was the trained nurse on Night Duty for Daedalus
Ward. On duty with her was! Code A ;

At that time there were 20 elderly patients on the Ward. These patients are all highly dependant
requiring a large nursing input.

Two patients on the Ward required controlled drugs to be administered at 10 pm - Code A
and Code A
S.N. Jarman askedi Godea to check these drugs with her. First they prepared | Code A

‘ medication, careﬁﬂlycheckmg details on the Drug Chart and recording details in the Controlled
Drug Register as they progressed. [ Code | was boarded for 80 mgms of Oromorph Blixer.

S.N. Jarman signed the book as the administrating nurse as this was her normal practice, but then
asked| Code A 'to give Code A the Oromorph while she put away the Oromorph Elixer

used for; Code A | and took out the mixture for; ~Code A

At this time S.N. Jarman states she was conscious that it was getting late and the patients were
already falling to sleep, her normal practice would have been to give the patient the medication

herself and then return to prepare for the second patient.

CCode A Treturned from giving the medication and they continued to check ! Code A

medication.

Neither nurses at this time realised a mistake had been made.

Mrs. Ivy Smith had vomited several times that evening and the nurses had spent a considerable time
with her due to this, Both Mrs. vy Smith and ] Code A iwere referred to by the nurses by
their Christian name, which may have a reflection on whéy the error was made.

Until that evening S.N. Jarman had not had any contact with Mrs. Ivy Smith. At 10 pm when she
gave Mrs. Smith her Temazepan she found her sleepy.

S.N. Jarman’s normal practice is to do a round on completion of the evening duties to make a final
check on patients and update Care Plans before putting all the lights out. When she did her round
that evening at approximately 11 pm she made a point of checking Mrs. Smith closely as she had

been vomiting and she appeared to be sleeping peacefully.

The nurses do regular checks on the patients as not all are capable of summoning help if they require
it.

Tt is their normal practice between 2 am and 3 am to do a thorough round of the patients, checking
to ensure beds do not need changing etc.

Document3 18/01/96 11:56
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...............................
................................

________________________________________

seeing her name on the bed! ¢ g_qg__é:::}realised she had given Mrs. Ivy Smith the medication

inténded for Code A | On switching on the light they noticed her breathing was abnormal
and asked S.N. Jarman to come to see Mrs. Smith - S.N. Jarman was at her break at this time and

returned to duty.

S.N. Jarman found Mrs. Smith to be very pale, her respirations were shallow, slow and laboured.
Attempts to rouse Mrs. Smith were unsuccessful. The Duty Doctors number was rung and found to
be the Deputising Service. The Doctor on call rang and suggested transferring Mrs. Smith on a 999

call as he did not carry any antidote.

Mrs. Smith left the Ward at approximately 3.13 am.

she had been given another patients medication in error.
The Staff Nurse in Charge of the Hospital S.N. Webb was informed of events.

S.N. Webb rang me at home at approximately 3.15 am and informed me of events. Considering
the time of night I decided there was little point in ringing the Duty Manager until later. Irang at
approximately 9 am and reported the incident to Rosemary Salmon the Manager on duty.

I confirmed events known to me at that time, including the amount and drug used. They had not
been told initially that the drug was Oromorph.

I apologised for the incident and ensured them that it would be investigated thoroughly, but until I
had seen Mr. Abbots, I could not confirm if an external investigator would be appointed or

otherwise.
They asked if they could be sent the results of the investigation when available.
I agreed to write to them when I had seen Mr. Abbotts and confirm our decision.

I interviewed S.N. Jarman on the evening of the 15th January 1995 who gave me details of the
events.

Document3 18/01/96 11:56



NHE000630-0070

<

Both the nurses in question have proved themselves to be reliable, caring and conscientious staff in
the past, not giving me any reason to doubt their ability or judgement. I therefore saw no reason to

suspend either staff.

I met with Mr. Abbott on the morning of the 16th January 1995 at which time we agreed that an
external investigator should be appointed, Mrs. Barbara Robinson was requested to undertake this

role.

Tt was also agreed at this meeting that S.N. Jarman should not be allowed to administer medications
until the outcome of the investigation. '

Mrs. Jarman was informed of this decision and agreed to it without objection.

On phoning Haslar Hospital on the 17th January 1996 we were informed that Mrs. Smith had died
earlier that morning.

Code A

I. Evans
Hospital Manager
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Appenp ix T

IE/LP

Code A

17 January 1996

2228

Dear: Code A

Further to our conversation of the 15th January 1996 I write to confirm the arrangements for
the investigation into the incident which resulted in your Mother, Mrs. Ivy Smith, being given

medication in error.

We have decided the investigation should be undertaken by an external investigator and a
Manager with experience in Hospital Management is to be appointed for this role. The
investigation will look at this incident and the current practice of administrating medication in

this Hospital.
I will write to you again on completion of this investigation.
Meanwhile, if I can be of further assistance to vou please do not hesitate to contact me again.

I was very sorry to hear of the death of your Mother this morning and forward our
condolences to all the family.

I can only re-enforce our regret over this incident and assure you that we will be co-operating
fully with this investigation to ensure our procedures are as safe as possible.

Yours sincerely,

Mrs. I Evans
Hospital Manager
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