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This newsletter summarises the Sunderland CCG medication related incidents reported via 

SIRMS and other safety networks. It highlights important clinical themes that SIRMS reporting 

has identified, and shares advice and recommendations gained from them. 

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 commissioning community 

pharmacies. We welcome reports of 

incidents involving pharmacies, this helps 

us to monitor activity and highlight major 

issues to NHS England. 

Analysis of SIRMS reports submitted in 2018/19, has 

identified the following themes: 

 

 

• Medication incidents occurring within GP practices 

are the highest reported, followed by incidents 

occurring in community pharmacy 

 

• The majority of incidents were reported as causing 

“no harm” to patients 

 

• There were 11 incidents that were assessed by 

the reporter as causing “moderate harm” and 48 

incidents assessed as causing “minor harm” 

 

• Ten incidents were classified as ‘near miss’.  

Sunderland CCG: Number of medicine related incidents per 1,000 
patients reported through SIRMS April 2018 to March 2019 



 

 
 
 
 
 

  

Urgent prescriptions and the Electronic Prescription Service (EPS) system 

Learning from an incident – patient lost to follow-up 
 

As a result of a recent incident, we would like to share some learning points from a practice 

investigation into a medication incident. 
 

A patient was admitted to Sunderland Royal Hospital after suffering a stroke and was found to be 

prescribed olanzapine 10mg, three times daily.  This is above the maximum licensed dose of 

olanzapine, and is classed as high dose antipsychotic therapy (HDAT).  The patient should have 

received regular physical monitoring and ECG, but there was no record of any of this being 

undertaken in secondary care. 
 

Further investigation at GP practice level found that the patient had been prescribed olanzapine 

10mg, three times daily since 2003; this pre-dated the patient’s registration with their current GP 

practice.  The dose had been increased during an admission to secondary care, and initially the 

patient remained under the care of the consultant.  However, the patient was later lost to follow-up 

in secondary care due to a lack of engagement and repeated DNAs. 
 

The practice has undertaken a full investigation and have identified that the patient’s medication 

should have been reviewed at the practice, as the patient had been lost to follow-up in secondary 

care.  However, the medication continued to be prescribed for almost ten years without compliance 

with the routine HDAT monitoring. 
 

As a result of this incident, the practice has defined a number of outcomes in order to prevent a 

similar incident in the future: 
 

• The practice has undertaken an audit to identify all patients on HDAT. 

• The audit data has been used to implement a register for all patients who are prescribed HDAT. 

• The register will run alongside the mental health register, allowing the practice to regularly review 

all patients on HDAT and ensure that their monitoring is up to date. 

• The named mental health lead for the practice has taken responsibility for reviewing the HDAT 

register. 

• Any concerns relating to monitoring or compliance will be communicated to secondary care, or 

the patient will be called into the GP practice for review. 

• All GPs in the practice will ensure that any concerns regarding HDAT are fed back to the mental 

health lead. 
 
 

 

 
 

 

 
 
 
 
 

Anticoagulant medication 

In previous newsletters, it has been highlighted that the EPS system does not allow urgent 

prescriptions to be highlighted to the receiving pharmacy when sent from a GP system.  Following a 

further incident reported locally, please be reminded that if patients require an urgent prescription to 

be dispensed and delivered, the pharmacy must be contacted to highlight this.   
 

It is recommended that the pharmacy are contacted by telephone in order to ensure that they are 

aware of the prescription and can confirm that they are able to dispense and deliver the medication 

in the required timeframe.  

There have been a number of recent medication incidents involving NOACs.  Themes have 

included:  
 

• Wrong dose – continuation of loading dose outside of the licensed schedule 

• NOAC stopped prior to the end of the indicated treatment duration 

• NOAC continually prescribed following planned stop date 
 

In some cases, communication has been a contributing factor in the incident.  Please ensure that 

communications regarding anticoagulant medication are reviewed appropriately, and if there are 

any concerns regarding dose or treatment duration, do not hesitate to contact the initiating 

prescriber. 


