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New intravenous additive labels for Northern
Ireland have been developed by the Medicines
Governance Team following wide consultation.
There are two labels - a larger label for labelling
infusion bags and a smaller label for labelling
syringes for injection or infusion. The new labels
will be introduced into trusts over the next few
months.
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As part of the implementation of NPSA Patient
Safety Alert 18: Actions that can make
anticoagulant therapy safer, information for
patients is now presented in a new format. The
‘yellow book’ has changed to a new information
pack that contains:
• General information about the safe use of
anticoagulants – reinforcing the information
given to patients on initiation and during
treatment, including practical issues to
consider when taking anticoagulants.
• Anticoagulant alert card – credit card size to
be carried by the patient at all times.
• Blood test results and dosage information treatment record sheets and a record book are
provided.

The separate range of coloured pre-printed labels
for labelling syringes in critical care areas should
continue to be used as recommended by Royal
College of Anaesthetists, the Association of
Anaesthetists of Great Britain and Ireland, the
Intercollegiate Faculty of Accident and Emergency
Medicine and the Intensive Care Society1.
Patient Safety Alert 20: Promoting safer use of
injectable medicines, from the National Patient
Safety Agency, requires that:
•

All syringes and infusions containing
injectable medicines that leave the hands
of practitioners during use, are labelled.

•

Unlabelled syringes or infusion bags
should not be left unattended or in the
presence of other unlabelled medication,
as this may lead to error.

1. http://www.aagbi.org/publications/guidelines/docs/
syringelabels03.pdf

Patients should receive an information pack when
starting oral anticoagulants. Further supplies of
treatment record sheets or record books are
available for recording of blood test results and
dosage information when the initial supply in the
pack has been used. Look out for the new
information packs in your area.
If you have any comments on this newsletter, please
contact Sharon O’Donnell, Medicines Governance
pharmacist on Ext: 2600 at Belfast City Hospital or by
e-mail at Sharon.ODonnell@belfasttrust.hscni.net
Further copies of this newsletter can be viewed at
www.medicinesgovernanceteam.hscni.net or on your
Trust intranet.

Back to Basics (Part 4) – The right time
The ‘five rights’ are used to describe the basic principles of
medication safety; right patient, right medicine, right dose, right
time and right route.
It is important to prescribe, dispense and administer
medications at the right time; this includes prescribing the
correct frequency clearly (e.g. once a day, every 3 days,
weekly), ensuring medicines are available on the ward when
required and administering medicines at the prescribed time.
• Confirm the frequency is appropriate for the medicine and
formulation, check reference sources if you are unsure.
• Check that the time of administration is appropriate for the
medicine and indication, for example, question sedatives
prescribed regularly in the morning.

Serious medication incidents have occurred when
insulin has been used as part of hyperkalaemia
treatment.
Hyperkalaemia kits must be used when treating
hyperkalaemia in adults. The kit contains:
• Calcium gluconate 10% ampoules
• Glucose 50% Minijets®
• Glucose 50% vial
• Salbutamol 2.5mg nebules
• Insulin syringes
Insulin is stored in the locked pharmaceutical fridge.

• Always check the prescribed time(s) of administration on the
prescription to see when a dose is due rather than following
the pattern of administration signatures as shown below:

• Before recording ‘D’ (drug not available) on the
administration record, check - is the medicine stock, has it
been ordered, has it been delivered?

Remember that the dose of soluble insulin to be
administered is 10 units, drawn up using the insulin
syringe, and that a second check with the senior
nurse on duty is required before proceeding.

• If a medicine is not available in Pharmacy, discuss with the
ward pharmacist or prescriber to arrange an alternative
supply or medication.
• When a medicine is prescribed less frequently than once a
day e.g. methotrexate, draw a line through the days that it
must not be administered and highlight the day that
administration should take place, as shown below:

• If a medicine is to be intentionally withheld, the prescriber
should enter ‘DR’ in the administration record for the doses
to be withheld or else discontinue the prescription and
annotate the kardex that the medicine is withheld.
• When prescribing ‘Once only’ doses, communicate this to
nursing staff. Where ‘Once only’ doses are to be
administered during a later shift, include this in nursing
handover.
• Always check the administration record before administering
a dose to confirm it hasn’t already been administered.

Previous editions of the newsletter have
highlighted the potency of opioid
medicines available as transdermal patches, such
as fentanyl and buprenorphine. However these
are not the only medicines available in patch
formulation. Other medicines available in this
formulation include hyoscine hydrobromide,
testosterone and nicotine. There are some safety
points that apply to all medicines available in
patch formulation:
• Check the formulation, strength and frequency
of administration.
• On admission, check when the patch was last
changed.
• If the frequency is less than once a day,
indicate when the patch is due to be changed
as part of the prescription.

• Sign the administration record immediately after
administration. Otherwise this dose may inadvertently be
administered a second time.
• With ‘As required’ medicines, always check when the last
dose was administered to see if a further dose can be given.
• If a patient is ‘Nil by mouth’, ensure that the patient’s
medicines have been reviewed and any essential medicines
prescribed by an alternative route, for example antiepileptics.
• For medicines that need to be monitored and blood samples
taken e.g. gentamicin, vancomycin, it is important to
administer doses at the stated time or record the actual time
of administration if different.
• For intravenous medicines, check the method and rate of
administration for example, as a bolus or infusion.

•
•

•
•

Before applying a new patch, check that the
old patch has been removed.
When removing old patches, carefully dispose
of the patch according to the manufacturer’s
instructions.
Document where the new patch is applied.
Where side effects or toxicity occur, be aware
that the effects of the patch will persist after it
has been removed.

