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Objectives 
 Illustrate, using a real case: 

 
 Where an Adverse Drug reaction 

becomes a medication error 
 

 Questions raised during the 
investigation… and actions taken 
 

 Links to other initiatives 
 







Questions raised 

 Where any procedures not followed ? 
 Did the doctor and nurse know that 

‘Augmentin’ contained a penicillin ? 
 Was the packaging ‘fit for purpose’ ? 
 Given the frequency of this ADR/Error, 

were there additional ‘safety barriers’ that 
could be introduced to minimise risk ? 



Actions 
 Regulatory bodies / Industry 

 Lack of visible warning that ‘Augmentin’ contained a 
penicillin (in contrast with other allergy issues such as 
with nuts) 

 Approved name, co-amoxiclav, not clear enough on 
penicillin content 

 Font size for ‘important’ information… so contrast for 
ingredient (penicillin) versus company logo and trade 
name 

 While our incident in a hospital, this was also a 
commonly prescribed medicine in primary care… so 
above probably more important for patient or carer 



Actions 
 Professionals 

 Re-enforcement of existing procedures 
 Accurate and consistent documentation of allergy 
 Checking patient ID tags 
 Not prescribing, dispensing or administering a 

medicine without knowledge 

 Extra barriers 
 Long term – electronic prescribing with decision 

support 
 Short term – extra warnings 



Allergy safety: Stop and check 

Stop and check patients’ allergies before 
prescribing or administering any drug, but 

particularly penicillins. 
  

Amoxicillin, co-amoxiclav, flucloxacillin and 
piperacillin are contraindicated in penicillin 

allergy. 

Medicines Safety Forum 





Actions 

 Patients – through focus groups 
 Build awareness that g-i issues when taking 

penicillins not generally an ‘allergy’ 
 Importance of sharing information about 

allergy between professionals and between 
care settings 

 Empowerment… what can the patient / carer 
do directly… subject to a research project 

 
 



Opportunities from Europe 

 Revision of PIL 
 Risk Management Schemes 
 PRAC 
 Product identification … falsified medicines 

directive 
 ‘Across-border’ healthcare… flow of critical 

patient information 





“We are what we repeatedly do. 
  
Excellence, then, is not an act 
but a habit.”  
  
 
 
                                                         Aristotle, 384-322 BC 
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