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About the Health Information and Quality Authority  

The Health Information and Quality Authority (HIQA) is an independent authority 

established to drive high-quality and safe care for people using our health and social 

care services in Ireland. HIQA’s role is to develop standards, inspect and review 

health and social care services and support informed decisions on how services are 

delivered.  

HIQA aims to safeguard people and improve the safety and quality of health and 

social care services across its full range of functions.  

HIQA’s mandate to date extends across a specified range of public, private and 

voluntary sector services. Reporting to the Minister for Health and the Minister for 

Children and Youth Affairs, HIQA has statutory responsibility for:  

Setting Standards for Health and Social Services — Developing person-

centred standards, based on evidence and best international practice, for health and 

social care services in Ireland.  

Regulation — Registering and inspecting designated centres.  

Monitoring Children’s Services — Monitoring and inspecting children’s social 

services.  

Monitoring Healthcare Safety and Quality — Monitoring the safety and quality 

of health services and investigating as necessary serious concerns about the health 

and welfare of people who use these services.  

Health Technology Assessment — Providing advice that enables the best 

outcome for people who use our health service and the best use of resources by 

evaluating the clinical effectiveness and cost effectiveness of drugs, equipment, 

diagnostic techniques and health promotion and protection activities.  

Health Information — Advising on the efficient and secure collection and sharing 

of health information, setting standards, evaluating information resources and 

publishing information about the delivery and performance of Ireland’s health and 

social care services.   
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1. Introduction 

Medications are the most commonly used intervention in healthcare, and advances 

in medication usage continue to play a key role in improving patient treatment 

success. However, where medicines are used, the potential for error, such as in 

prescribing, administering or monitoring, also exists. While most medication errors 

do not result in patient harm, medication errors have, in some instances, the 

potential to result in catastrophic harm or death to patients.  

Medication related events were the third most common type of adverse event 

recorded in the Irish National Adverse Events Study.1 Medication safety has also 

been identified internationally as a key focus for improvement in all healthcare 

settings and it is estimated that on average, at least one medication error per 

hospital patient occurs each day.2 

HIQA’s medication safety monitoring programme, which commenced in 2016, aims 

to examine and positively influence the adoption and implementation of evidence-

based practice in public acute hospitals around medication safety. HIQA monitors 

medication safety against the National Standards for Safer Better Healthcare 3 to 

determine if hospitals have effective arrangements in place to protect patients from 

harm related to medication use. 

An expert advisory group was formed to assist with the development of this 

medication safety monitoring programme. The advisory group membership included 

patient representation, alongside members with relevant expertise from across the 

Irish health service. Specific lines of enquiry were developed to facilitate medication 

safety monitoring. The lines of enquiry which are aligned to HIQA’s National 

Standards for Safer Better Healthcare are included in Appendix 1 of this report. 

Further information can be found in a Guide to the Health Information and Quality 

Authority’s Medication Safety Monitoring Programme in Public Acute Hospitals 2016 4 

which is available on HIQA’s website: www.hiqa.ie 

An announced medication safety inspection was carried out at Mayo University 

Hospital by Authorised Persons from HIQA; Dolores Dempsey Ryan, Kathryn Hanly 

and Nora O’ Mahony. The inspection was carried out on 24 August 2017 between 

09:00hrs and 16:00hrs. Interviews were held in the hospital with the following 

groups of managers and clinical staff:  

 Group one: the Chairperson of the Drugs and Therapeutics Committee, the 

Chief Pharmacist, and the Quality and Patient Safety Manager.  

 Group two: the Deputy General Manager, the Associate Clinical Director for 

the Women’s and Children’s Directorate, and the Interim Director of Nursing 

and Midwifery.  

 

http://www.hiqa.ie/
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Inspectors visited the following clinical areas and spoke with staff and reviewed 

documentation:  

 The Elderly Medicine Ward 

 The Paediatric Ward. 

In addition, a survey was conducted among outpatients in the Outpatient’s 

Department. 

HIQA would like to acknowledge the cooperation of staff who facilitated and 

contributed to this announced inspection and the hospital’s outpatients who 

completed an anonymised questionnaire.  
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2. Findings at Mayo University Hospital 

The following sections of this report present the general findings of this announced 

inspection which are aligned to the inspection lines of enquiry. 

2.1 Governance and risk management  

Lines of enquiry:  

 Patient safety is enhanced through an effective medication safety 

programme underpinned by formalised governance structures and clear 

accountability arrangements. 

 There are arrangements in place to identify report and manage risk 

related to medication safety throughout the hospital. 

 

Mayo University Hospital is a Model 3 hospital5 within the Saolta University Health 

Care Group delivering a number of acute services including women’s health, general 

surgery, medicine, paediatrics and emergency medicine. 

Mayo University Hospital had formalised governance arrangements and 

organisational structures with clear lines of accountability in place to support the 

safe use of medications.6  

The hospital had an established Drugs and Therapeutics Committee that was 
responsible for the governance and oversight of the hospital’s medication 
management system and for ensuring its safety.7 The Committee had recently 
updated its terms of reference which clearly outlined the Committee’s aims and 
objectives, membership, responsibilities of members, accountability, reporting 
relationships and frequency of meetings.  

Membership of the Committee was multidisciplinary to reflect the fact that medicines 

management was the responsibility of a number of clinical professional groupings.7 

Membership included clinician representatives from each directorate, the Chief 

Pharmacist, nurses, the Finance Manager, hospital management, the Chair of the 

Antimicrobial Stewardship Committee and other healthcare professionals who may 

participate at the discretion of the chairperson as required. Documentation reviewed 

by inspectors indicated that attendance at these meetings was consistent with its 

terms of reference to reflect a commitment by hospital clinicians and the senior 

Hospital Management Team to medication safety.  

Inspectors were informed that the hospital had established communication with a 

local community pharmacy and with general practitioners (GPs) to seek feedback on 

the development of a new discharge prescription. The hospital planned to organise a 

teleconference system for general practitioners to link into Drugs and Therapeutics 
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Committee meetings. General Practitioners requested that the hospital share their 

bridging anticoagulation guidelines* and this was agreed by the Drugs and 

Therapeutics Committee.  

There were two permanent sub-committees of the Drugs and Therapeutics 

Committee know as the   

 Medication Safety sub-committee  

 Antimicrobial Stewardship sub-committee.  

All sub-committees provided regular feedback on activities using a standardised 

report template to the Drugs and Therapeutics Committee. HIQA found that the 

hospital’s Drugs and Therapeutics Committee had made a considerable amount of 

progress in governance of medication safety systems since it was set up in 2015. 

The Drugs and Therapeutics Committee reported to the Hospital Management Team 

every two months using a standardised template in accordance with its terms of 

reference. The Hospital Management Team was operationally accountable to the 

General Manager who reported into the Saolta Group Executive Council. To support 

the Saolta Group governance and oversight of medication safety, a group Drugs and 

Therapeutics Committee was set up and the hospital General Manager and the Chair 

of the Drugs and Therapeutics Committee reported that they attended these 

meetings. In addition, it was reported at interview that the chief pharmacist also 

linked in with other chief pharmacists within the Saolta Group to collaborate and 

share for example, medicines protocols. 

Inspectors found that medication safety was effectively led and coordinated by the 

Chief Pharmacist with the support of the Drugs and Therapeutics Committee, the 

Senior Hospital Management Team, the Medication Safety Committee and healthcare 

staff at the hospital. It was evident that medication safety was supported at 

executive level in the hospital. Medication safety was a standing agenda item for 

discussion at the Drug and Therapeutics Committee and the Hospital Management 

Team meetings. Documentation viewed by inspectors showed that a standardised 

report template was used by the Chief Pharmacist to provide feedback on a monthly 

basis from the Medication Safety Committee to the Drug and Therapeutics 

Committee and the Hospital Management Team. It was reported to inspectors at 

interview that the new governance structures in place worked well for medication 

safety. 

                                        
* “Bridging” therapy involves temporarily converting a patient’s blood thinning medication from a long acting 

tablet, to a short acting injection, so that their blood thinning might be temporarily reversed to allow a surgical or 

other procedure to occur. Such a procedure requires good coordination between hospital and community care. 
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For a Drugs and Therapeutics Committee to be effective, there must be a structured 

drug selection system that is explicit in its methodology, transparent and evidence-

based.7 Inspectors found that while Mayo University Hospital had a pharmacy stock 

drug list, they did not have a locally approved hospital formulary.† The hospital 

should consider developing a formulary to ensure that appropriate governance exists 

with the Drugs and Therapeutics Committee around what is approved for use and 

that in doing so, a proper safety evaluation occurs before medications are introduced 

into practice at the hospital.8 As Mayo University Hospital is part of the Saolta Group, 

the potential for hospitals to work together to develop and share a medicines 

formulary should be considered within the group.  

Despite the lack of a written formulary, the Drug and Therapeutics Committee did 

have processes in place to manage emergency medication requests, medication 

recalls and reviewed the hospital’s unlicensed medication list annually. The hospital 

had a new drug submission form to support the application of a new medicine based 

on efficacy, safety, current treatment, the intended use for the drug and target 

patient population. Inspectors were informed that completion of this new drug 

submission form depending on the cost and safety concerns relating to a request for 

a new medicine. Documentation reviewed during the course of the inspection 

indicated that amendments to the hospital stock list were considered at Drugs and 

Therapeutics Committee meetings. Inspectors were informed that there were 

currently no clinical trials active in the hospital at the time of this inspection, but the 

Drugs and Therapeutics Committee would be informed if they were taking place.  

The hospital had a Medication Safety Committee which was chaired by a consultant 

physician and reported into the Drugs and Therapeutics Committee through the 

Chief Pharmacist. The hospital reported that attendance at these meetings were in 

line with its terms of reference June 2017, which were in draft form at the time of 

the inspection. This Committee had developed a medication safety strategy and 

progress update report for 2016/2017.9,10 This report provided an update on the four 

priorities identified by the Committee for completion which included medication 

safety incident reporting, audit, education and training and medication reconciliation. 

The Committee had also devised a short, medium and long term priorities plan for 

2017/2018. Each priority had an action plan with an identified lead person or 

committee assigned to each action with a target date for completion. It was evident 

at interview that the medication safety committee’s priorities plan was being actively 

progressed within the hospital.  

Risk Management 

                                        
†A formulary is a hospital’s preferred list of medicines that staff can use as a reference document to ensure safe 

and cost-effective prescribing. 
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The main source of medication incident surveillance in the Mayo University Hospital 

was the voluntary incident reporting system. The hospital had an electronic system 

for reporting and addressing medication incidents and near misses. Emails were 

automatically generated to alert department managers that an incident had been 

reported. The Chief Pharmacist graded all medication incidents using the National 

Coordinating Council for Medication Error Reporting and Prevention (NCCMERP) 

Medication Error Index to categorise incidents in terms of patient harm. The index 

considered factors such as whether the error reached the patient and, if the 

patient was harmed, to what degree (Appendix 2).  

The hospital reported that the majority of incidents were inputted to the National 

Incident Management System (NIMS) system‡ and graded using the Health Service 

Executive (HSE) risk matrix.11 Issues which were considered to potentially 

compromise medication safety were included on the hospital’s risk register. 

Inspectors viewed the Pharmacy Department’s risk assessment tool and noted that 

risks relating to medication safety were recorded with existing and additional 

controls identified and responsible person for actions outlined.  

Inspectors were informed at interview that serious medications incidents were 

reviewed in the relevant Directorate meetings and where required were escalated to 

the Saolta Serious Incident Management Team (SIMT).12 Hospital managers 

provided inspectors with an example of a serious medication incident which had 

occurred within the hospital relating to a patient receiving the wrong medication. 

This incident was investigated by a hospital incident review team. The hospital 

implemented risk reduction strategies, underpinned by a standard operating 

procedure, to mitigate this risk. This had yet to be audited to assess the 

effectiveness of the mitigation strategies implemented. The Saolta Group’s Serious 

Incident Management Team (SIMT) and the Saolta Group’s Drugs and Therapeutics 

Committee were informed about this incident to support shared learning on the 

mitigation strategies implemented with other hospitals within the group. 

Important lessons can be learned from analysis and trending of medication-related 

incidents and near misses. Reporting of incidents is of little value unless the data 

collected is analysed and recommendations are disseminated.13 It was reported at 

interview that medication incidents and near misses were tracked and trended to 

assess progress, identify emergent medication safety concerns and prioritise 

medication safety activities. For example, following the analysis of medication 

incidents, the hospital identified that a number of detected medication-related 

incidents related to the use of direct oral anticoagulant medications (DOACs§) and 

                                        
‡ The State Claims Agencies (SCA) National Incident Management System (NIMS) is a risk management system 
that enables hospitals to report incidents in accordance with their statutory reporting obligation to the SCA 
(Section 11 of the National Treasury Management Agency (Amendment) Act, 2000).   
§ Medication used in the management of venous thromboembolism, which is when a blood clot forms in a vein. 
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had introduced a workshop training session on DOACs for medical and nursing staff. 

The hospital reported that they saw an increase in incident reporting relating to 

DOACs following the workshop training. 

Monthly incident reports were submitted to the Hospital Management Team and to 

each directorate by the Quality and Patient Safety Executive Committee. For 

example, inspectors viewed the Women’s and Children Directorate Committee 

minutes April 2017, and noted that the number of incidents reported had been 

discussed including incidents relevant to the directorate which were escalated to 

SIMT.  

Inspectors were informed at interview that a total of 320 medications incidents were 

reported from March 2016 averaging about 25 medication incidents per month. The 

hospital reported that the majority of medication incidents were reported by clinical 

pharmacists, and this was directly related to the presence of a clinical pharmacist on 

a limited number of wards including the Elderly Medical and Orthopaedic wards. 

Nonetheless, the absence of a clinical pharmacy service in the majority of wards in 

the hospital, including the paediatric and maternity wards, meant there was likely 

underreporting in these areas. As a result key medication related risks in these areas 

could not be understood, recorded, escalated or mitigated effectively. Therefore, the 

culture of reporting medication incidents needs to continue to include other 

healthcare staff, rather than reliance on clinical pharmacists, so that safety 

surveillance is improved, learning is shared, and a safety culture is promoted and 

enhanced across the organisation. 

Senior management acknowledged the low numbers of medication related incidents 

being reported. Low numbers of incidents reported does not necessarily mean a low 

number of incidents occurring.14 Studies have found a positive association between 

incident reporting and safety culture, where an increase in incident reporting was 

indicative of a positive reporting culture within the hospital. To improve the culture 

of reporting medication incidents, feedback had been provided to each ward area 

and to medical and nursing staff with key points for learning and consideration. This 

information was stored in a ward folder for all staff to access which inspectors 

viewed. For example, in April 2017, medication incident feedback had been provided 

on a vancomycin prescribing and administration incident relating to dosage and 

therapeutic drug monitoring. This feedback initiative led to a recent improvement in 

medication incident reporting from 25 a month to 60 a month by clinical pharmacist, 

nursing and some medical staff. Ward staff confirmed to inspectors that regular 

feedback on medications incidents encouraged more reporting of incidents.  

Medication-related incident reporting facilitates the identification of risk and 

opportunities for improvement. However, on its own it does not provide a complete 

picture of all potential sources of risk and patient harm. Mayo University Hospital 
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used a variety of additional information sources to identify strengths and 

weaknesses in the hospital medication management system including retrospective 

chart review, clinical pharmacy intervention data, direct observation, audit, risk 

assessment, and feedback from the national patient experience survey. 

Open disclosure occurs when staff in the health and social care service communicate 

with patients in an open and honest manner when things go wrong with patient 

care.15 Inspectors were informed that the hospital had a process in place to promptly 

inform patients when medication-related incidents occurred. Examples were given of 

when this open disclosure policy was adhered to.  

2.2 Audit and evaluation 

Line of enquiry:  

 The effectiveness of medication management systems are systematically 

monitored and evaluated to ensure they are effective.  

Audit represents a key component of all effective clinical governance programmes.16 

While elements of medication safety practices were audited at the hospital, these 

audits were not aligned to a formalised medication safety audit programme. 

Furthermore, audit activity throughout the hospital was neither strategically driven 

nor centrally coordinated. The hospital reported to inspectors that they had limited 

resources available to centrally coordinate audits. Notwithstanding the lack of 

resources to centrally coordinate audits, the Medication Safety Committee had 

devised an audit plan for 2017 for nursing staff and the pharmacy department. The 

Medication Safety Committee reviewed all medication audits findings that were 

reported by the Chief Pharmacist to the Drugs and Therapeutics Committee and 

formed part of the monthly report for the Hospital Management Team. 

  Current arrangements with regard to medication safety audits should be 

strengthened and broadened out in the hospital to include other healthcare 

professions to ensure that there is a more systematic approach to audit selection 

and dissemination of audit findings across the hospital. This in turn would assure the 

senior Hospital Management Team and other healthcare professionals about 

medication safety at the hospital. The hospital stated that they had conducted a 

number of audits in the following areas: 

 potassium usage and storage audit - April 2017 

 insulin audit - June 2017  

 a patient admission and discharge audit - April 2017 
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 preventing venous thromboembolism** (VTE) prophylaxis in medical patients 

(part of the National Medication Safety “Safermeds” programme within the 

Health Service Executive (HSE) Quality Improvement Division) - 2017  

 medication fridge audit - April 2017  

 antimicrobial stewardship audits - 2017 

 medicines reconciliation audit - March 2017 

 medication management audit - Sept 2016 

 drug trolley audit -July 2017  

 custody and storage monthly audits  

 missed omitted drugs audit - June 2017 

 adherence to prescribing guidelines for fastrack of orthopaedic patients- June 

2017 

 mental health audits – benzodiazepine and “z hypnotics” - June 2017. 

Medication safety audit results and relevant data were used as the basis for 

decision-making, action and change. For example, the hospital completed an insulin 

audit in June 2017. The audit summary highlighted insulin pens in use with no 

patients’ labels or labelled incorrectly. In response to the audit findings, the hospital 

drafted an insulin prescribing, storage and administration policy for adult patients to 

highlight how insulin pens were to be stored and labelled. In addition, the hospital 

also drafted a policy on safe use of intravenous potassium policy following an audit 

on potassium usage and storage April 2017.  

Key performance indicators 

Hospital management reported that key performance indicators were used to 

evaluate medication safety. Inspectors viewed nursing metrics medication key 

performance indicators and noted that the overall result for the Women’s and 

Children’s Directorate was 88% to 94% and for the Elderly Medicines Directorate 

was 82% to 92% from April to June 2017. Feedback in relation to these 

performance parameters was given to the Drugs and Therapeutics Committee and to 

the Hospital Management Team to provide oversight on medication safety. 

 

2.3 Medication safety support structures and initiatives 

Line of enquiry:  
 Hospitals develop effective processes to promote medication safety that are 

implemented and supported by clear and up-to-date policies, procedures and 

                                        
** Thromboembolism: when a blood clot breaks loose and travels in the blood. 
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or protocols. 

 

 

Medication safety quality improvement initiatives were strategically driven by 

learning gained from analysis of medication incidents or near misses. For example, 

in response to a medication incident identified on a discharge prescription by a 

community pharmacist, a quality improvement initiative was implemented. This 

initiative involved a collaborative process with the general practitioners, the 

community pharmacist and hospital clinical staff to provide a patient information 

letter at discharge to oncology patients with their medications for particular 

treatment regimens. In addition, a new discharge prescription included information 

on the patient’s drug allergies or sensitivities, drugs stopped, changed and doses 

increased or decreased.  

Inspectors found that the Medication Safety Committee had progressed with the 

implementation of their priorities plan for 2017/2018 for medication safety which 

included the development of monthly medication incident feedback reports for 

medical, nursing and pharmacy staff in all clinical areas, review of intravenous 

guidelines, bridging management of anti-coagulation guidelines, introduction of a 

medication safety newsletter and ‘Knowing My Medicines’ leaflet.  

Additional quality improvement initiatives implemented included the following: 

 roll-out of new controlled drug books 

 prefilled anaesthetic drugs and individual patient tray system in theatre 

 generic drug assessment tool 

 generic storage of medications in the dispensary 

 generic storage of medications in wards B and D and the Emergency 

Department   

 pre-assessment medication list 

 delivery of medications in sealed boxes or bags to the clinical areas 

 introduction of the red ‘do not disturb’ aprons during medication 

administration  

 adult and paediatric medication prescription and administration record review. 

Mayo University Hospital was also participating in the Health Service Executive (HSE) 

Quality Improvement Division venous thromboembolism quality improvement 

collaborative.17 This is a collaborative among multidisciplinary teams in Irish adult 

acute public and voluntary hospitals who are working together to achieve 

appropriate thromboprophylaxis for their hospital’s inpatients, to reduce the risk of 
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venous thromboembolism and to minimise harm and expenditure associated with 

unnecessary thromboprophylaxis. 

High-risk medicines†† can cause significant harm when system errors occur.6 The 

hospital used the Institute of Safe Medication Practices high-alert medications list to 

guide prioritisation of safety initiatives.18 Prior to circulating the list hospital wide, the 

Pharmacy Department was implementing measures to ensure high alert medications 

were stored, prescribed, dispensed and administered safely. For example, 

intravenous concentrate potassium solutions were stored in a separate locked 

cupboard and underpinned by a policy, which was in draft form at the time of the 

inspection. In the paediatric ward visited, insulin pens were also stored in a locked 

press and labelled with the patient’s name and relevant details. 

Clinical pharmacy services 

There are currently no agreed national standards outlining requirements for the 

provision of clinical pharmacy services in Irish hospitals. However, international 

studies support the role of clinical pharmacists in hospital wards in preventing 

adverse drug events.19,20,21,22,23,24 Hospital managers told inspectors that the hospital 

was not sufficiently resourced to provide a clinical pharmacy service in all ward areas 

to prevent, identify, and intercept medication prescribing-related incidents.  

Inspectors found on the day of inspection that the clinical pharmacy service within 

the hospital was limited to the Elderly Medical Ward only, allied to an antimicrobial 

pharmacist service which covered all adult wards. A proportion of the Pharmacy 

Department resources at Mayo University Hospital were also dedicated to the supply 

of medication to an off-site location. In addition, inspectors found that there was no 

clinical pharmacist assigned to the paediatric ward visited, the special care baby unit 

or maternity services, despite the fact that these were areas where high risk drugs 

were routinely used. The lack of a clinical pharmacist for the paediatric and 

midwifery service was highlighted by hospital managers and ward staff as a 

significant deficiency in support of medication safety practices in these ward areas. 

This risk was also recorded on the hospital’s risk register. The hospital informed 

HIQA that business cases for clinical pharmacists were devised and escalated to the 

Hospital Management Team and the Saolta Group including the Health Service 

Executive. 

                                        
††

High-Alert Medications are medicines that bear a heightened risk of causing significant patient harm when they 

are not used correctly. Errors with these medicines may not be more common than those from other groups but 

their consequences can be more devastating as they have smaller margins of safety than other medications and 

therefore warrant particular caution in their handling. 

 



Report of the announced inspection of medication safety at Mayo University Hospital 

12 
 

Inspectors were informed that wards without clinical pharmacy provision had access 

to a pharmacist by phone to address medication queries. In addition, it was reported 

that the recent appointment of a 0.5 whole time equivalent Medication Safety 

Pharmacist would endeavour to provide some oversight regarding medication safety 

practices across the hospital. However, the hospital will need further support in 

terms of clinical pharmacy resourcing in order to further progress the medication 

safety agenda at the hospital.  

 

Medication reconciliation 

 

Medicines reconciliation is a formal, systematic process for obtaining a current and 

accurate list of medicines that the patient was taking when admitted to the hospital, 

and reconciling this medicines list against the patient’s medicines prescribed at 

admission, transfer and discharge.25,26,27,28  Medication reconciliation was not 

formalised or supported by a medication reconciliation policy. The hospital had an 

informal process in place for medication reconciliation on admission in designated 

adult inpatient wards. Medication reconciliation service was not provided at patient 

discharge.  

On a medical ward visited by inspectors, where a clinical pharmacist was assigned, 

they reported that they reviewed new patients’ medication administration record to 

prevent, identify, and intercept medication prescribing-related incidents. Inspectors 

were informed that a clinical pharmacist would also undertake medication 

reconciliation on this ward by talking with the patient, contacting the patient’s 

community pharmacist, their general practitioner and checking with the patient’s 

family if they had a query relating to a patient’s medication.  

Ward staff who spoke with inspectors on the paediatric ward visited said that while 

medication reconciliation was not formalised, they would check the medication list 

for children with complex needs with their parents, or communicate with the 

referring children’s hospital where there was a system in place to share care and 

treatment if required.  

To address the lack of available clinical pharmacists to complete medication 

reconciliation across the hospital, the hospital had plans in place to send two 

pharmacy technicians for medication reconciliation training to facilitate the 

completion of the initial stage of the medication reconciliation process. This was a 

positive development to use resources effectively to implement medication 

reconciliation. 

In addition, the hospital planned to introduce a ‘Knowing My Medicines’ leaflet for 

patients to keep a record of their medicines and this practice was planned to support 

medication reconciliation. The Pharmacy Department highlighted, through a 
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‘medication incident feedback key point for learning and consideration’ information 

leaflet  that verifying a patient’s medication history with the most recent medication 

list and acting promptly on any discrepancies was the responsibility of all healthcare 

staff. 

Senior managers informed HIQA that failure to implement a formalised medication 

reconciliation process was due primarily to resource deficiencies in the Pharmacy 

Department. HIQA acknowledges the challenges, complexity and resource 

requirement to implement an effective medication reconciliation process, but 

recommends that the hospital continues to prioritise a multidisciplinary process as a 

fundamental building block for medication reconciliation. 

2.4 Person-centred care 

Line of enquiry:  

 Patients and/ or carers are informed about the benefits and associated risks 
of prescribed medications in a way that is accessible and understandable.  

 

Patients should be well informed about any medications they are prescribed and any 

possible side effects. This is particularly relevant for those patients who are taking 

multiple medications.29, 30 

Inspectors were informed that clinical pharmacists offered counselling to all patients 

newly prescribed oral anticoagulant medication before discharge. Clinical nurse 

specialists‡‡ also provided education to patients on newly prescribed medication. For 

example, the cardiac nurse specialist service introduced an education session called 

‘teach back’ whereby patients were provided with three days education sessions 

relating to heart failure and medications. Following this ‘teach back’ programme 

patients were asked questions about their understanding of heart failure and the 

medicines they were prescribed. Patient information leaflets were available at the 

point of care.   

As part of the HIQA inspection, HIQA requested that a small sample of patients 

attending the Outpatient Department complete an anonymised questionnaire in 

relation to prescribed medications. Eighteen patients who had been inpatients in 

Mayo University Hospital within the past year, and who were prescribed regular 

medications, completed the questionnaire. Of the 18 patients surveyed, 15 patients 

                                        
‡‡ A clinical nurse specialist has specially focused knowledge and skills, required to improve the quality of patient 
care with a clinical focus on assessment, planning, delivery and evaluation of care given to patients and their 
families  
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had been prescribed new medicines and three patients had not been prescribed any 

new medicines. Of these 15 patients: 

 Nine patients said that while in hospital, a staff member had explained the 

purpose of new medication in a way that they could completely understand. 

 Eight patients said that prior to discharge from hospital, a staff member told 

them about the possible medication side effects to look out for following 

discharge home. 

 Eleven patients said that they received complete instruction on how to take 

their medications at home. 

It is acknowledged that the sample size of patients who completed the anonymised 

questionnaire was small, and therefore was not representative of all recently 

discharged patients taking prescribed medication. However, patient education is an 

integral component of the safe, effective and cost-effective use of medications. This 

patient questionnaire did provide some baseline information about outpatients. 

2.5 Policies procedures and guidelines and access to information 

Lines of enquiry:  

 Hospitals develop effective processes for medication management that are 
implemented and supported by clear and up to date policies, procedures 
and/or protocols. 

 Essential information supporting the safe use of medicines is readily available 
in a user friendly format and is adhered to when prescribing, dispensing and 
administering medications. 
 

 

Medication policies, procedures, protocols and guidelines were readily available to 

staff through the hospital’s document control management system. All medication-

related policies, procedures and guidelines were reviewed by the Drugs and 

Therapeutics Committee prior to implementation.  

The adult clinical area visited by inspectors had access to printed copies of the 

Galway University Hospital’s intravenous drug administration guides with a sticker 

indicated that these guidelines were approved by the Mayo University Hospital’s 

Drugs and Therapeutics Committee. Inspectors were informed at interview that the 

British National Formulary for children was approved for use within the hospital. 

Ward staff told inspectors that the Medication Safety Committee planned to develop 

a paediatric medication administration policy. 

 

Multiple sources of medication information were readily available to staff involved in 

medication use including;  
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 British National Formulary in print and electronic formats 

 British National Formulary for Children in print 2016-2017 

 Paediatric Intravenous Drug Administration Guide May 2017 

 Intravenous Medicines for Adults Drug Administration Guide  

 Prescriber’s Guide Department of Trauma and orthopaedic Surgery 2012 

 Prescriber’s Guide Department of Surgery 2012 

 Galway Antimicrobial Prescribing Policy/Guidelines (available via smart 

phone application)  

 Medicines Complete. 

 

Inspectors were informed at interview that hospital management were aware of 

some of the applications available and used by medical staff to support prescribing 

practices, but acknowledged the need to have governance over such applications. 

Clinical staff had access to patient’s diagnostic results on computers in clinical areas 

across the hospital. Healthcare staff required access to complete and accurate 

patient information, relevant to the safe use of medications, at the point of clinical 

decision making to help ensure patient safety. 

2.6 Training and education 

Line of enquiry:  

 Safe prescribing and drug administration practices are supported by 
mandatory and practical training on medication management for relevant 
staff. 

Staff education can effectively augment error prevention when combined with other 

strategies that strengthen the medication-use system.31 Medication safety awareness 

in the hospital was promoted through staff communication including circulation of 

medication safety alerts, safety reminder posters, medication incident feedback 

including key points and through medication safety education and policies. 

Hospital managers told inspectors that medication safety education was included in 

non-consultant hospital doctor’s induction training and nursing staff’s induction 

training. Information was provided to doctors by a clinical pharmacist. New nursing 

staff completed the Health Service Executive medication management online training 

programme and nurses also completed this online training following a medication 

incident to support ongoing professional development.32 In addition, nursing 

graduate and adaptation nurses completed competency training on the 

administration of medications as part of their induction training.  
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Documentation provided to inspectors indicated that ongoing education had been 

provided to staff which included anaphylaxis management, injection technique, 

peripheral intravenous drug administration and oral anticoagulation therapy. In 

addition, non-consultant hospital doctor’s had been provided with an update 

education session on oral anticoagulants therapies in February 2017. Monthly 

training was also provided to staff on incident reporting. A patient safety and quality 

symposium in November 2016 included presentations on ‘seamless pharmaceutical 

care, optimising anticoagulation management in the preoperative period’ and 

enhancing patient safety in the operating theatre by introducing a red theatre hat for 

patients who have a known drug allergy. 

The hospital had introduced ‘safety pause/huddles’ on the wards and in the 

Pharmacy Department to provide education sessions or updates to ward staff on 

specific topics relating to medication, to highlight areas for improvement and to 

encourage discussion around medication safety.  

The hospital reported that as they share care with a children’s hospital as part of the 

National Network for Paediatric Services, nursing staff would attend this children’s 

hospital for additional training on intravenous catheter devices. In addition, a Share 

Care Manager also visited Mayo University Hospital to provide additional training 

updates on shared care treatments programmes for paediatric nurses if required. 
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3. Conclusion 

Medications represent the primary measure for treatment intervention in hospitalised 

patients. Error associated with medication usage constitutes one of the major causes 

of patient harm in hospital. Medication-related events were the third most common 

type of adverse event recorded in the recently published Irish National Adverse 

Events Study.1 Medication safety should therefore be a priority area for all acute 

hospitals as they seek to ensure a high quality and safe service for patients. 

Mayo University Hospital had established governance arrangements in place with 

systems, processes and practices to support medication safety practices in the 

hospital. It was evident that this had been progressed over a period of time, driven 

by effective local leadership and supported by Hospital Management and the Saolta 

Group. HIQA recommends that the hospital continues to collaborate with the Saolta 

Group structure to share good practice pertaining to medication safety and to share 

learning, experience and resources. 

The hospital had an established Drugs and Therapeutics Committee that provided 

governance and oversight of the medication management safety systems within the 

hospital. HIQA found that the hospital’s Drugs and Therapeutics Committee had 

made a considerable amount of progress in governance of medication safety 

systems since 2015. Notwithstanding this progression, inspectors found that the 

hospital did not have a hospital wide drug formulary in place, and this represents a 

further opportunity for improvement following this inspection. A hospital wide drug 

formulary system should be established to manage the risk associated with the 

introduction of new medicines in particular, and ensure a considered 

multidisciplinary approach to risk management related to medicine availability and 

use in practice. As Mayo University Hospital is part of the Saolta Group, the potential 

of hospitals to work together to develop and share a medicines formulary should be 

considered within the group. 

The hospital had a system for reporting and addressing medication errors and near 

misses. The hospital promoted an open reporting culture for learning from 

medication-related incidents and near misses through regular feedback on 

medication incidents with key points for learning. However, the hospital 

acknowledged that medication incident reporting was low. While there was a limited 

clinical pharmacy service available in medical and orthopaedic ward areas, the 

absence of a clinical pharmacy service in a number of hospital wards including the 

paediatric and maternity wards, meant that in addition to the other deficits that such 

a situation presents, there was likely underreporting of incidents in these areas. As a 

result key medication related risks in these areas could not be understood, recorded, 

escalated or mitigated effectively. Therefore, the culture of reporting medication 

incidents needs to be broadened out to include other healthcare staff, rather than 
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reliance on clinical pharmacists, so that safety surveillance is improved, learning is 

shared, and safety culture is promoted and enhanced across the organisation.  

The hospital had a medication safety strategy in place with a short, medium and 

long term priorities plan for 2017/2018. It was evident at interview that this 

medication safety strategy priorities plan was being actively progressed at the 

hospital. The hospital had implemented a number of core medication safety 

interventions supported by policies. None of these strategies are meant to replace 

vigilance, but each can greatly augment the safety of practice. In addition, the 

inspection team was provided with examples of hospital-specific medication safety 

audit activity. However, current medication safety auditing arrangements should be 

strengthened and formalised with an audit plan to regularly provide assurance to 

Mayo University Hospital Management Team about medication safety at the hospital. 

The Hospital Management Team should build on their work to date to continue to 

develop and implement their medication safety strategy and priorities plan that sets 

out a clear vision for medication safety across the organisation. 

Following this report, the hospital must focus its efforts to address the risks and 

findings identified in this report, and work to ensure that the necessary 

arrangements are in place to protect patients from the risk of medication-related 

harm. It is recommended that this report is shared with senior managers, clinicians 

and other relevant staff at Mayo Hospital to highlight both what has been achieved 

by the hospital in implementing medication safety activities to date, and to foster 

further collective progression from this time point. 

 

 

 

 

 

 

  



Report of the announced inspection of medication safety at Mayo University Hospital 

19 
 

4. References  

                                        
1.  Rafter N et al. The Irish National Adverse Events Study (INAES): the frequency 

and nature of adverse events in Irish hospitals—a retrospective record review 

study. British Medical Journal of Quality and Safety. 2016; 26: pp111-119. 

Available online from: 

http://qualitysafety.bmj.com/content/26/2/111.full.pdf+html   

2.  Kohn, Linda T, Janet M, Corrigan, Molla S, Donaldson. To Err is Human: 

Building a Safer Health System. Washington: Institute of Medicine; 1999. 

Available online from:https://www.nap.edu/download/9728#    

3.  Health Information and Quality Authority. National Standards for Safer Better 

Healthcare. Dublin: Health Information and Quality Authority; 2012. Available 

online from: https://www.hiqa.ie/reports-and-publications/standards/national-

standards-safer-better-healthcare 

4. Health Information and Quality Authority. Guide to the Health Information and 

Quality Authority’s Medication Safety Monitoring Programme in Public Acute 

Hospitals.  Dublin: Health Information and Quality Authority; 2016. Available 

online from: https://www.hiqa.ie/reports-and-publications/guide/guide-

medication-safety-monitoring-acute-hospitals    

5.     Health Service Executive. Report of the National Acute Medicine Programme 
2010. Health Service Executive 2010. Available online from: 
http://www.hse.ie/eng/about/Who/clinical/natclinprog/acutemedicineprogramm
e/report.pdf 

 

6.      Australian Commission on Safety and Quality in Health Care. Safety and Quality 
Improvement Guide Standard 4: Medication Safety (October 2012). Sydney: 
Australian Commission on Safety and Quality in Health Care; 2012. Available 
online from: https://www.safetyandquality.gov.au/wp-
content/uploads/2012/10/Standard4_Oct_2012_WEB.pdf   

 
 

7. Council of Australian Therapeutic Advisory Groups. Achieving effective 

medicines governance. Guiding Principles for the roles and responsibilities of 

Drugs and Therapeutics Committees in Australian public hospitals. November 

2013. Available online from: http://www.catag.org.au/wp-

content/uploads/2012/08/OKA9964-CATAG-Achieving-Effective-Medicines-

Governance-final1.pdf 

8.     National Clinical Institute for Health and Care excellence. Developing and 
updating local formularied.2014. Available online from: 
https://www.nice.org.uk/guidance/mpg1 

 

http://qualitysafety.bmj.com/content/26/2/111.full.pdf+html
https://www.hiqa.ie/reports-and-publications/standards/national-standards-safer-better-healthcare
https://www.hiqa.ie/reports-and-publications/standards/national-standards-safer-better-healthcare
https://www.hiqa.ie/reports-and-publications/guide/guide-medication-safety-monitoring-acute-hospitals
https://www.hiqa.ie/reports-and-publications/guide/guide-medication-safety-monitoring-acute-hospitals
http://www.hse.ie/eng/about/Who/clinical/natclinprog/acutemedicineprogramme/report.pdf
http://www.hse.ie/eng/about/Who/clinical/natclinprog/acutemedicineprogramme/report.pdf
http://www.catag.org.au/wp-content/uploads/2012/08/OKA9964-CATAG-Achieving-Effective-Medicines-Governance-final1.pdf
http://www.catag.org.au/wp-content/uploads/2012/08/OKA9964-CATAG-Achieving-Effective-Medicines-Governance-final1.pdf
http://www.catag.org.au/wp-content/uploads/2012/08/OKA9964-CATAG-Achieving-Effective-Medicines-Governance-final1.pdf
https://www.nice.org.uk/guidance/mpg1


Report of the announced inspection of medication safety at Mayo University Hospital 

20 
 

                                                                                                                           
 
 

9.      Relihan E, Silke B, Ryder SA. Design template for a medication safety 
programme in an acute teaching hospital. European Journal of Hospital 
Pharmacy. 2012; 19(3): 340-344. Available from: 
http://ejhp.bmj.com/content/19/3/340 

 
 

10.    American Hospital Association, Health Research and Educational Trust, and 
Institute for Safe Medication Practices. Pathways for Medication Safety: 
Leading a Strategic Planning Effort. 2002. 

 

11.   Health Service Executive. Risk Assessment Tool and Guidance (including 
guidance on application). 2012; pp1-12. Available online from:  
http://www.hse.ie/eng/About/Who/OQR012_20081210_v4_Risk_Assessment_T
ool_and_Guidance_incl_guidance_on.pdf 
 

12.   Health Service Executive. Safety Incident Management policy. 2014; pp1-53. 
Available online from:  
http://www.hse.ie/eng/about/QAVD/Incident-Management/Safety-Incident-
Management-Policy-2014-with-addendum-Jan-2017.pdf 
 

 
13.   World Health Organisation. Reporting and learning systems for medication 

errors: the role of Pharmacovigilance centres. Washington: World Health 
Organisation; 2014. Available online from: 
http://apps.who.int/medicinedocs/documents/s21625en/s21625en.pdf   

 
 

14.  Abstoss KM, Shaw BE, Owens TA, Juno JL, Commiskey EL, Niedner MF. 

Increasing medication error reporting rates while reducing harm through 

simultaneous cultural and system-level interventions in an intensive care unit. 

BMJ Quality and Safety 2011; 20:pp914-922. Available online from: 

https://www.ncbi.nlm.nih.gov/pubmed/21690249 

15.   Health Service Executive. Open Disclosure. National Guidelines. Communicating 

with service users and their families following adverse events in healthcare. 

Dublin: Health Service Executive; 2013. Available online from: 

http://www.hse.ie/eng/about/Who/qualityandpatientsafety/nau/Open_Disclosur

e/opendiscFiles/opdiscnationalguidelines2013.pdf     

16.   Health Service Executive. A Practical Guide To Clinical Audit. Dublin: Health 
Service Executive; 2013. Available online from: 
http://www.hse.ie/eng/about/Who/qualityandpatientsafety/Clinical_Audit/claudi
tfilespdfs/practicalguideclaudit2013.pdf 

 

http://ejhp.bmj.com/content/19/3/340
http://www.hse.ie/eng/about/QAVD/Incident-Management/Safety-Incident-Management-Policy-2014-with-addendum-Jan-2017.pdf
http://www.hse.ie/eng/about/QAVD/Incident-Management/Safety-Incident-Management-Policy-2014-with-addendum-Jan-2017.pdf
http://apps.who.int/medicinedocs/documents/s21625en/s21625en.pdf
https://www.ncbi.nlm.nih.gov/pubmed/21690249
http://www.hse.ie/eng/about/Who/qualityandpatientsafety/nau/Open_Disclosure/opendiscFiles/opdiscnationalguidelines2013.pdf
http://www.hse.ie/eng/about/Who/qualityandpatientsafety/nau/Open_Disclosure/opendiscFiles/opdiscnationalguidelines2013.pdf
http://www.hse.ie/eng/about/Who/qualityandpatientsafety/Clinical_Audit/clauditfilespdfs/practicalguideclaudit2013.pdf
http://www.hse.ie/eng/about/Who/qualityandpatientsafety/Clinical_Audit/clauditfilespdfs/practicalguideclaudit2013.pdf


Report of the announced inspection of medication safety at Mayo University Hospital 

21 
 

                                                                                                                           
17.  Health Services Executive Quality Improvement Division. Medication Safety 

Programme. Preventing VTE in Hospitals Improvement Collaborative. Available 

online from:  

http://www.hse.ie/eng/about/Who/qualityandpatientsafety/qpsfocuson/Medicat

ion-Safety-Programme.html  

 

18.    Institute for Safe Medication Practices (2015) ISMP’s List of Confused Drug 
Names. Available at http://www.ismp.org/tools/confuseddrugnames.pdf   

 

 

19.  Kaushal R, Bates DW, Abramson EL, Soukup JR, Goldmann DA. Unit-based 

clinical pharmacists' prevention of serious medication errors in paediatric 

inpatients. American Journal of Health-System Pharmacy. 2008 July 1; 65(13): 

pp1254-60. 

20.  De Rijdt T, Willems L, Simoens S. Economic effects of clinical pharmacy 

interventions: a literature review. American Journal of Health System 

Pharmacy. 2008 Jun 15; 65 (12):pp1161–72. 

21.  Rivkin A, Yin H. Evaluation of the role of the critical care pharmacist in 

identifying and avoiding or minimizing significant drug-drug interactions in 

medical intensive care patients. Journal of Critical Care. 2011 Feb; 26(1): 

pp104 Available online from: 

http://www.sciencedirect.com/science/article/pii/S0883944110001188. 

22.  Agency for Healthcare Research and Quality. Making Health Care Safer II: An 

Updated Critical Analysis of the Evidence for Patient Safety Practices. Evidence 

Report/Technology Assessment No. 211Chapter 4. Clinical Pharmacist's Role in 

Preventing Adverse Drug Events: Brief Update Review. . Maryland: Agency for 

Healthcare Research and Quality; 2013. pp31- 40.  Available online from: 

https://archive.ahrq.gov/research/findings/evidence-based-reports/ptsafetyII-

full.pdf. 

23. Leape LL, Cullen DJ, Clapp MD, et al. Pharmacist participation on physician 

rounds and adverse drug events in the intensive care unit. JAMA. 1999 July 

21;282(3): pp267–70.  Available online from: 

http://jamanetwork.com/journals/jama/fullarticle/190687. 

24 . Bond CA, Rael CL. Clinical pharmacy services, pharmacy staffing, and hospital 

mortality rates. Pharmacotherapy. April 2007; 27 (4): pp481-93. 

25.   Health Information and Quality Authority. Guidance for health and social care 

providers. Principles of good practice in medication reconciliation. Dublin: 

Health Information and Quality Authority; 2014. Available online from: 

http://www.hse.ie/eng/about/Who/qualityandpatientsafety/qpsfocuson/Medication-Safety-Programme.html
http://www.hse.ie/eng/about/Who/qualityandpatientsafety/qpsfocuson/Medication-Safety-Programme.html
http://www.ismp.org/tools/confuseddrugnames.pdf
http://www.sciencedirect.com/science/article/pii/S0883944110001188
https://archive.ahrq.gov/research/findings/evidence-based-reports/ptsafetyII-full.pdf
https://archive.ahrq.gov/research/findings/evidence-based-reports/ptsafetyII-full.pdf
http://jamanetwork.com/journals/jama/fullarticle/190687
https://www.ncbi.nlm.nih.gov/pubmed/17381374


Report of the announced inspection of medication safety at Mayo University Hospital 

22 
 

                                                                                                                           
https://www.hiqa.ie/publications/guidance-health-and-social-care-providers-

principles-good-practice-medication-reconcili. 

26. World Health Organisation. The High 5s Project. Standard Operating Protocol. 

Assuring Medication Accuracy at Transitions in Care. Washington: World Health 

Organisation; 2014. Available online from 

http://www.who.int/patientsafety/implementation/solutions/high5s/h5s-sop.pdf 

27. Galvin M, Jago-Byrne MC, Fitzsimons M, Grimes, T. Clinical pharmacist’s 

contribution to medication reconciliation on admission to hospital in Ireland. 

International Journal of Clinical Pharmacy. February 2013; 35 (1): pp14–21. 

28.  Grimes T, Deasy E, Allen A, O'Byrne J, Delaney T, Barragry J, Breslin N, 

Moloney E, Wall C, Collaborative pharmaceutical care in an Irish hospital: 

uncontrolled before-after study, BMJ Quality & Safety.2014; 23(7); p1-10, 

doi:10.1136/bmjqs-2013-002188. 

29.   Health Service Executive Quality and Patient Safety Division. Integrated Care 

Guidance: A practical guide to discharge and transfer from hospital. Health 

Service Executive. January 2014. Available online from: 

http://www.hse.ie/eng/about/Who/qualityandpatientsafety/safepatientcare/inte

gratedcareguidance/IntegratedCareGuidancetodischargefulldoc.pdf 

30.   National Institute for Health and Care Excellence (NICE). Clinical Guideline 76. 

Medicines adherence: Involving patients in decisions about prescribed 

medicines and supporting adherence. National Institute for Health and Clinical 

Excellence; 2009. Available at http://guidance.nice.org.uk/CG76 

31  Institute of Safe Medication Practices (ISMP)Staff competency, education. 
Institute of Safe Medication Practices; 2009. Available online from: 

http://pharmacytoday.org/article/S1042-0991(15)31825-9/pdf     

32.  Health Service Executive. HSELanD. Available online from: 

http://www.hseland.ie/tohm/default.asp?message=logout 

https://www.hiqa.ie/publications/guidance-health-and-social-care-providers-principles-good-practice-medication-reconcili
https://www.hiqa.ie/publications/guidance-health-and-social-care-providers-principles-good-practice-medication-reconcili
http://www.who.int/patientsafety/implementation/solutions/high5s/h5s-sop.pdf
http://www.hse.ie/eng/about/Who/qualityandpatientsafety/safepatientcare/integratedcareguidance/IntegratedCareGuidancetodischargefulldoc.pdf
http://www.hse.ie/eng/about/Who/qualityandpatientsafety/safepatientcare/integratedcareguidance/IntegratedCareGuidancetodischargefulldoc.pdf
http://guidance.nice.org.uk/CG76
http://www.hseland.ie/tohm/default.asp?message=logout%20


Report of the announced inspection of medication safety at Mayo University Hospital. 
 

23 
 

5. Appendices 

Appendix 1: Medication safety monitoring programme Phase One: Lines of Enquiry and associated National 

Standard for Safer Better Healthcare 

Area to be explored Line of enquiry1 National Standards 

for Safer Better 

Healthcare 

Clear lines of accountability 

and responsibility for 

medication safety  

Patient safety is enhanced through an effective medication safety programme 

underpinned by formalised governance structures and clear accountability 

arrangements.  

3.1, 5.1, 5.2, 5.4, 5.5, 

5.6, 5.8, 5.9, 5.10, 

7.1 

Patient involvement in 

service delivery 

Patients and or carers are informed about the benefits and associated risks of 

prescribed medicines in a way that is accessible and understandable.  

1.4, 1.5, 1.7, 3.1, 4.1 

Policies procedures and 

guidelines 

Hospitals develop effective processes to promote medication safety that are 

implemented and supported by clear and up-to-date policies, procedures and or 

protocols. 

2.1, 3.1, 3.2, 3.3, 3.5, 

3.6, 3.7, 5.8, 5.11, 

8.1 

Risk management There are arrangements in place to identify report and manage risk related to 

medication safety throughout the hospital.  

3.1, 3.2, 3.3, 3.5, 3.6, 

3.7, 5.8, 5.10, 5.11, 

8.1 

Audit and evaluation The effectiveness of medication management systems are systematically monitored 

and evaluated to ensure they are effective. 

2.8, 3.1, 5.8, 8.1 

Education and training Safe prescribing and drug administration practices are supported by mandatory and 

practical training on medication management for relevant staff. 

6.2, 6.3  

Access to information Essential information of the safe use of medications is readily available in a user-

friendly format and is adhered to when prescribing, dispensing and administering 

medications. 

2.5, 8.1 
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Appendix 2. National Coordinating Council for Medication Error Reporting and Prevention. Index for Categorizing 

Medication Errors. 

 

 © 2001 National Coordinating Council for Medication Error Reporting and Prevention. All Rights Reserved. 

*  Permission is hereby granted to reproduce information contained herein provided that such reproduction 
shall not modify the text and shall include the copyright notice appearing on the pages from which it was 

copied. 

Definitions 

Harm 

Impairment of the 
physical, emotional, or 

psychological function or 
structure of the body 

and/or pain resulting 

there from. 

Monitoring 
To observe or record 

relevant physiological 
or psychological signs. 

Intervention 

May include change 
in therapy or active 

medical/surgical 

treatment. 

Intervention 

Necessary to 

Sustain Life 
Includes cardiovascular 

and respiratory support 
(e.g., CPR, defibrillation, 
intubation, etc.) 
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