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This newsletter summaries the Sunderland CCG medication related incidents reported on 

SIRMS April 2017 to August 2017. It highlights important clinical themes that SIRMS reporting 

has identified. 

Medication incidents reported on SIRMS 

THANK YOU to all 

practices that have 

reported medicines 

related incidents. 

PLEASE can we 

encourage ALL 

practices to report 

medicines-related 

incidents - especially 

those that have 

occurred within your 

practice.  

When submitting a 

SIRMS report 

involving medication, 

please provide 

details of the 

medication, for 

example drug name 

and strength. This is 

valuable information 

to enable analysis 

and identification of 

lessons to be learned 

for Sunderland. 
Note: currently NHS 

England have 

responsibility for 

community pharmacies. 

We welcome reports of 

incidents involving 

pharmacies, this helps us 

to monitor activity and 

highlight major issues to 

NHS England.  



  

Remember  
Reporting is about learning, it is not about apportioning blame.  

Anyone can enter incidents onto SIRMS, it does not have to be allocated to just one person within your 

practice. 

Loperamide (Imodium): reports of serious cardiac adverse reactions with high doses of 

loperamide associated with abuse or misuse 

A European review of worldwide spontaneous reports has identified 19 cases of serious 

cardiovascular events (such as QT prolongation, torsades de pointes and cardiac arrest) and 

fatalities in association with large overdoses of loperamide.  QT prolongation or torsades de 

pointes have been recorded with a range of daily doses from 40-80mg up to 800mg.  The 

maximum daily dose is16mg.  Other cardiac adverse reactions include syncope, irregular 

heartbeat, ventricular dysrhythmia and cardiac arrest.  One report described asystole and 

death as a result of a chronic massive overdose. 

An analysis of UK data revealed 16 Yellow Card reports of cardiac-related adverse events 

associated with loperamide since it was first marketed in the 1970s. 

All manufacturers of loperamide products have been asked to update their product information 

in order to include warnings of cardiac events associated with high doses.  There will also be 

an update to the patient information leaflet and this will include a warning never to take more 

than the recommended amount. 
 
 

 

Adrenaline auto-injectors: updated advice after European review 

It is now recommended that patients are prescribed two adrenaline  

auto-injectors, and should carry them both at all times.   

Your practice pharmacist will assist in identifying patients  

who are currently prescribed an adrenaline auto-injector,  

so that they can be informed of the changes  

and their repeat prescription 

amended to reflect the new recommendation.  

Incident - unlicensed liquids for children 

Following a recent incident locally please be aware that some unlicensed liquids may contain 

alcohol and are not suitable for children.  Where possible, please indicate on the prescription 

that an alcohol-free preparation is required.  If in doubt, please check with your community 

pharmacist that an appropriate alcohol-free preparation is available. 

Incident – catheters 

Incidents have been reported where the incorrect catheters have been added to prescriptions 

and these have then continued to be prescribed for a considerable time. Examples have 

included a male catheter prescribed for a female patient.  Please ensure that the correct 

catheter is selected when adding these items to a patient’s prescription. 

Gabapentin: risk of severe respiratory depression 

Respiratory depression is a known risk where gabapentin and opioids are prescribed together.  

However, following reports of patients developing respiratory depression without concomitant 

opioid prescribing, there has been a European review of gabapentin.  The product information 

will now be updated in order to include a warning for severe respiratory depression (frequency 

rare).  It is recommended that a dose adjustment may be necessary in patients at increased 

risk of developing respiratory depression such as elderly patients, those using concomitant 

CNS depressants and those with renal impairment, neurological disease or respiratory 

disease / compromised respiratory function. 

Please continue to report any suspected adverse reactions with gabapentin via the Yellow 

Card Scheme. 

Epipen 

Jext auto-injector 


