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Transfer of Information
Medication incidents have occurred when
incorrect or inaccurate medical information has
been transferred between hospitals.
In August 2006, the Clinical Resource Efficiency
Support Team (CREST) issued a ‘Protocol for the
Inter Hospital Transfer of Patients and their
Records.’ It is acknowledged that significant risks
to patients exist if medical information is not
communicated in a timely and accurate manner
when a patient is transferred between hospitals.
To improve this process, CREST recommend that
the following must be transferred with the patient:

Patient’s medical notes and summary
clinical note.

Patient’s medicine kardex.
A transcription of the kardex onto a summary note
MUST NOT BE MADE. Evidence suggests that
transcription is a significant source of error.
The full protocol can be accessed at:
www.crestni.org.uk/publications/protocol.pdf
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Calculating ketamine
Ketamine is a short acting anaesthetic
with analgesic properties at low doses.
It is used particularly for neuropathic pain,
ischaemic limb pain and refractory cancer
pain and as an adjunct to opioid therapy.
Doses of oral ketamine, particularly starting
doses, can be quite low e.g. 10-25mg. The
standard strength of oral ketamine solution that
should be used is 50mg/5ml and a calculation is
required to determine the dose.
What volume of liquid (50mg/5ml) would you
administer for each of the following doses of oral
ketamine?

1. Dose prescribed is 10mg.
2. Dose prescribed is 15mg.
3. Dose prescribed is 20mg. (Answers overleaf)
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