Examples of adverse opiod prescribing Incidents (NPSA 2008)

The National Patient Safety Agency established in 2001 is committed to supporting NHS staff to improve patient safety in all care settings.  As part of this work, toolkits and advice on improving patient safety, and pages for clinical specialties, are available from the NPSA website www.npsa.nhs.uk/nrls/improvingpatientsafety/
The following are examples of dose related patient safety incidents concerning opioid medicines reported to the National Reporting and Learning System (NRLS), which the guidance in this Rapid Response Report could have helped to avoid. 

Incident 1 – Prescribing error - inappropriate starting dose of morphine 
A patient was started on MST (morphine) 60mg twice a day for arthritic pain as an initial dose. Prior to this the patient was using tramadol 50mg three times a day for analgesia. After taking four doses of the MST the patient was confused, hallucinating and drowsy. The patient was admitted to hospital where he remained for six days after receiving naloxone. 

Incident 2 – Administration error – wrong strength fentanyl given 
A patient was given 2 ½ times the requested amount IV fentanyl, leading to severe respiratory depression and admission to ICU. 

Incident 3 – Prescribing error - product unfamiliarity - dose not matched to indication 
At 04.00 hours a crash call was put out. Following assessment the patient was found to have a pulse and was still breathing. When doctors consulted the patient’s treatment chart it became evident that the patient had received a greater concentration of methadone than was required for use as a cough suppressant. Naloxone was given as prescribed. 

Incident 4 – Prescribing error compounded by lack of safety check during dispensing 
A patient was given 100mg/ 5mls of Oramorph (morphine), instead of 10mg/5mls. The prescription was copied from the acute discharge note. The G.P. failed to notice the error and the pharmacy didn't question that the dose was different from that previously dispensed. The patient noticed and did not take the increased dose. 

Incident 5 – Administration error – wrong formulation and route of administration 
On the incident date, two staff nurses administered 2.5mg of oxycodone via subcutaneous injection. The patient was written up for 2.5mg Oxynorm via the oral route only. The patient was already receiving oxycodone via a syringe driver. 

Incident 6 – Prescribing error – wrong medicine prescribed 
Oxycontin was prescribed in error instead of oxybutinin . Several doses were given. The patient was also taking MST (morphine) 15mg twice a day. Safety checks on dispensing may have alerted the pharmacist to this error. 

Incident 7 – Morphine administered at wrong rate 
A morphine Patient Controlled Analgesia (PCA) background infusion was found to be running at 5mgs/hr. This should have been 1mg/hr. Patient became sedated, aspirated and was admitted to intensive care. 
Incident 8 – 24 hour dose given as single injection 
On admission, a patient had a respiratory rate 4/minute and was very sedated as a result of an Intra Muscular injection 40mg diamorphine given at home. This was in effect a dose equivalent to the previous total 24 hour morphine dose given as a single injection (not 1/6th of the total 24 hour dose as recommended). 

Incident 9 – Morphine overdose 
A patient was prescribed MST (morphine) 120mg daily. The patient normally takes MST 20mg twice a day. They received the incorrect dose for two days. Respiratory depression was recorded in the patient’s notes. The patient required naloxone infusion. 

Incident 10 – Multiple opioids 
A patient admitted from another ward with respiratory depression following apparent opioid overdose on the ward. Epidural infusion, Fentanyl patch and MST (morphine) were all found to be given concurrently. 
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