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Medicines Safety Bulletin 
February 2025 

Selecting the ‘right’ patient when 

using electronic patient records 

 

Recent incident reports highlight the ‘wrong 

patient’ hazard when prescribing or administering 

medicines or uploading documentation.  

Selecting the incorrect patient may result in 

patients being prescribed and/or receiving an 

incorrect medicine, whilst another patient’s 

condition remains untreated. One common cause 

is interruption. Health professionals are frequently 

interrupted during important tasks, yet error rates 

increase significantly when staff are interrupted or 

are multitasking. Further, it can take 15 to 20 

minutes to re-focus after an interruption.  Errors 

are also much more likely when we are hungry, 

angry, running late or tired (HALT).  

 

 

At KCH and GSTT the recommended format for 

patient names in the electronic system is 

lowercase for first names and capitals for 

surnames e.g. John SMITH. Use of all capitals in 

names has been linked with risk of error. 

Advice for staff: 

• Close patient records that you are not 
currently using 

• When approached for advice or discussion, 
wherever possible ask if they can wait while 
you finish a task, rather than pausing a task 
and returning to it 

• When approaching someone for advice, it is 
helpful to begin ‘when you have a minute’, 
rather than launching straight into a 
conversation 

• If unavoidably interrupted, start afresh with 
your prescribing or medicine administration 
checks, including checking for the correct 
patient. See the Trusts’ Patient Identification 
Policies 

• In KCH and GSTT, if the patient’s name is not 

formatted correctly as First name, 

SURNAME, ask the ward or clinic clerk or 

other authorised administrator to change it  

 

Mis-selection of lookalike-

soundalike drugs: lorazepam vs 

oxazepam 

The names of some drugs can look and sound 

very similar and can therefore be easily 

confused.  The packaging of different 

medications can also look very similar, risking mis- 

https://pubmed.ncbi.nlm.nih.gov/29317463/
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https://publishing.rcseng.ac.uk/doi/full/10.1308/rcsbull.TB2019.8
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https://www.magonlinelibrary.com/doi/full/10.12968/bjon.2018.27.22.1330?rfr_dat=cr_pub++0pubmed&url_ver=Z39.88-2003&rfr_id=ori%3Arid%3Acrossref.org


 

2 | P a g e  

 

Please bring this newsletter to the attention of all staff 

 

 

selection.  A box of oxazepam 10mg tablets was 

found in a ward stock cupboard during a routine 

pharmacy visit.  

 

No patients on the ward were prescribed 

oxazepam, but eight tablets had been removed 

from the box.  It is likely that oxazepam had been 

mis-selected for supply to the ward in place of 

lorazepam as the two boxes look very 

similar.  Oxazepam may then have been 

administered instead of lorazepam, despite there 

being a 10-fold difference in dose. 

Advice for staff:  

• Read the drug name aloud when selecting 
the product and checking the product 
against the prescription 

• Use electronic processes like automated 

dispensing cabinets and barcode scanning 

where available during administration 

• When stored, keep look-alike and sound-
alike medications well apart from each other 

• Double-check that the medication is 
appropriate for the patient’s indication and 
aligns with the clinical context 

 

Zoledronic acid – missing patient 

reminder card 

Zoledronic acid is a bisphosphonate used in the 

treatment and prevention of osteoporosis in men 

and postmenopausal women, Paget’s disease 

and bone metastases. It is an intravenous infusion 

that helps to increase bone mineral density and  

 

reduce the risk of fractures. In patients with 

cancer, it is used to bring down blood calcium 

levels. 

While generally well-tolerated, common adverse 

effects of zoledronic acid may include post-

infusion flu-like symptoms, and serious adverse 

effects such as atypical fractures or osteonecrosis 

of the jaw (ONJ). This risk of ONJ is higher for 

patients being treated for cancer.  

Patient Reminder Cards (PRCs) are usually found 

inside product packaging and the BNF. In 

November 2024, the MHRA advised a 

manufacturing fault meant some packages of 

zoledronic acid (from Ennogen Healthcare 

Limited) did not contain PRCs. Clinicians should 

be aware these resources are available online to 

be printed from the eMC website. 

 

Advice for staff: 

• Involve the patient and/or next of kin at each 

contact by discussing the risks and benefits of 

zoledronic acid therapy 

• Resources are available online and can be 

printed for patients 
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MHRA update on valproate 
restrictions for men 

 

The MHRA has updated its guidance on valproate 
initiation to confirm that there is no requirement 
for men currently taking valproate to be reviewed 
by two specialists. This decision follows advice 
from the Commission on Human Medicines, 
which determined that the existing risk 
minimisation measures are sufficient for this 
group. 

At KHP trusts, men currently taking valproate can 
continue without need for a specialist 
independent review. However, clinicians should 
inform male patients (of any age) who may father 
children of the possible risk of 
neurodevelopmental disorders. This discussion 
can take place either at initiation of valproate or at 
the next treatment review. 

The requirement for all patients under the age of 
55 who are newly initiating valproate to be 
reviewed by two specialists remains in place.  This 
is a once-only process for men.  All women under 
the age of 55 who are taking valproate must be 
reviewed by two specialists annually. 

The MHRA have published infographics to clarify 
in which situations review by two specialists are 
required: 

• for female patients under 55 years old 
• for male patients under 55 years old 
• for male and female patients 55 years and 

older 

 
 
Contacts: 

GSTT: alice.oborne@gstt.nhs.uk ;  
medicinessafetyofficerteam@gstt.nhs.uk 
 

KCH: Bianca.Levkovich@nhs.net; kch-

tr.mso@nhs.net  

 

SLaM: Siobhan.Gee@slam.nhs.uk   

 

KHP Pharmaceutical Sciences: 

David.Taylor@slam.nhs.uk  

 

https://www.gov.uk/drug-safety-update/valproate-belvo-convulex-depakote-dyzantil-epilim-epilim-chrono-or-chronosphere-episenta-epival-and-syonellv-review-by-two-specialists-is-required-for-initiating-valproate-but-not-for-male-patients-already-taking-valproate
https://www.gov.uk/drug-safety-update/valproate-belvo-convulex-depakote-dyzantil-epilim-epilim-chrono-or-chronosphere-episenta-epival-and-syonellv-review-by-two-specialists-is-required-for-initiating-valproate-but-not-for-male-patients-already-taking-valproate
https://assets.publishing.service.gov.uk/media/67adf28c6e6c8d18118acd69/250213_MHRA_Valproate_Infographic_Female_under_55_CC_V7.pdf
https://assets.publishing.service.gov.uk/media/67adf2aa6e6c8d18118acd6a/250213_MHRA_Valproate_Infographic_Male_under_55_CC_V7.pdf
https://assets.publishing.service.gov.uk/media/67adf2c62c594609b38acd71/250213_MHRA_Valproate_Infographic_55_or_older_CC_V7.pdf
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