
Once only 
 
The ‘once only’ section of the Kardex is used to 
prescribe single doses of a medicine. As it is on the 
back page of the Kardex, sometimes these doses can 
be overlooked and yet can be very important, 
particularly if they are one off doses or loading doses 
of a medicine. 
 
Safety tips: 
 
 When prescribing in the ‘once only’ section, inform 

nursing staff so doses can be administered. 

 If there are a number of ‘once only’ doses that are 

still to be administered, ensure this is highlighted in 

nursing handover with the times for administration. 

 

Avoiding abbreviations with oxytocics 
 
Oxytocin (Syntocinon®) and ergometrine in 
combination with oxytocin (Syntometrine®) are 
two well-known preparations of oxytocics used in 
maternity. It is common practice to refer to these 
different drugs by their brand names; however a 
subsequent shortening of Syntocinon® to ‘Synto’ 
in verbal communication has led to inadvertent 
administration of the wrong medicine.   

As a generic brand of oxytocin is now  
also available, it is possible that staff might 
select Syntometrine® from the fridge when 
‘Synto’ is requested as this is the only product 
that resembles this name.  This risk may further 
increase as new members of staff, unfamiliar 
with the Syntocinon® brand of oxytocin, 
commence their practice. Likewise, referring to 
the combination product by its generic name 
(ergometrine and oxytocin), or vice versa runs 
the risk of it being mistaken as just one or other 
of the ingredients rather than the combination 
product. 

Safety tips:  

 Avoid the use of abbreviations in verbal and 
written communication. 
 

 Where a combination medicine is required, 
Syntometrine® should be specified in full. 
 

 Use the full generic name ‘oxytocin’ for 
preparations which contain only the single 
medicine.  

 Challenge staff who refer to ‘Synto’ to clarify 
what is intended. 
 

 Independently double check a  
colleague when preparing injectable 
medicines. 
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It’s just a cream 

 
 
Topical corticosteroids vary in their potency from low 
such as hydrocortisone 0.5% that can be purchased in 
a pharmacy to very potent preparations. A patient was 
admitted to hospital with adrenal insufficiency which 
was likely caused by long term use (14 months) of a 
very potent topical steroid. 
 
Safety tip: 
 
 When steroid creams are commenced ensure 

patients are given clear instruction on duration. 

 
 
 

 

Generally limit high-potency Topical Corticosteroid 
Potencies (TCS) to less than 2 weeks duration 



If you have any comments on this newsletter, please 
contact Sharon O’Donnell, Medicines Governance 
pharmacist on 02896156911 at BHSCT or by e-mail at 
sharon.odonnell@belfasttrust.hscni.net.  
Further copies of this newsletter can be viewed at 
http://www.medicinesgovernance.hscni.net or on your 
Trust intranet. 
 

       @MedGovTeamNI  
 

Systemic Anticancer Therapy (SACT) 
 

For many years systemic anticancer therapy (SACT) 
was mainly available in injectable formulations. 
Increasingly, anticancer medicines are now  
available in oral preparations and these potent 
medicines may not be immediately recognisable  
to staff, particularly if a patient’s admission to  
hospital is not related to their cancer treatment. 
 

Safety tips: 
 

 Be aware that anticancer medicines may  

be available orally. 

 If there is a medicine name that you are unfamiliar 

with, check the BNF. 

 For patients admitted and currently taking oral  

anti-cancer medicines, check with their specialist 

oncology/haematology team for advice regarding 

management including side effects, 

contraindications and precautions. 

 

What a load of GABAge 
 
 

Medication incidents continue to be reported of  
mix-ups between gabapentin and pregabalin. 

      Gabapentin      Pregabalin 
 

Both medicines are used in the treatment of epilepsy 
and neuropathic pain, however they have very different 
dosing regimens and patients have inadvertently 
received a dose of pregabalin when it should have 
been gabapentin, and vice versa. This has the potential 
to cause serious harm as pregabalin is much more 
potent than gabapentin meaning that much lower doses 
are used. For example, in neuropathic pain, the 
maximum dose of gabapentin is 2.4g per day whereas 
the maximum dose of pregabalin is just 600mg per day.  

Both medicines might be stored in close proximity to 
each other in some Trusts now that they are 
reclassified as Schedule 3 Controlled Drugs (CDs). 
This can lead to selection errors when getting the 
medication ready to administer. 
 

Safety tips: 
 

 Be aware of the differences between gabapentin 

and pregabalin, especially in terms of potency. 

 Care should be taken to ensure adequate 

segregation between the two products. 

 Apply clear labelling on storage locations. 

 Check the dose, it may be a clue that the wrong 

product has been selected. 

 

  

  
 

Starting Amiodarone 
 
 

 
 

What is wrong with this discharge letter? 

Patients initiated on amiodarone in hospital are often 

loaded with the IV preparation, which is then usually 

switched to the following reducing regime: 

200mg TID for 1 week*:then reduce to: 

200mg BD for 1 week, then reduce to: 

200mg OD maintenance. 

*This is the standard regime, but sometimes there may 

be varying regimes for elderly/frail patients, in 

ventricular tachycardia (VT) storm, or if prolonged IV 

therapy used. 

 Reducing regimes should be clearly planned and 
documented on the inpatient medicine kardex and 
discharge prescription. 
 

 Patients/carers should be counselled on this 
reducing regime so they are clear of the change in 
dose. 
 

 Any variation from standard protocols should be 
queried with prescribers to confirm suitability. 

 
Amiodarone maintenance doses higher than 200mg 
once daily should be queried  

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 

 
 
 
 
                 

 

Hyperkalaemia in adults 
 

Serious overdoses of insulin have occurred in the past in 
the treatment of hyperkalaemia in adults.  
 

Remember: 
 Always use a hyperkalaemia kit when treating 

hyperkalaemia in adults. 
 

 
 

 The dose of soluble insulin used to treat 
hyperkalaemia in adults is 10units. 

 Always consult with the senior doctor responsible for 
the patient with hyperkalaemia1 

 Ensure post administration monitoring is conducted 
 

1. 
https://www.rqia.org.uk/RQIA/files/6f/6f51b366-f8bf-44de-a630-6967d5353a87.pdf 
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