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Please bring this newsletter to the attention of all staff 

 

Medicines Safety Bulletin 
June 2026 

Preventing ‘wrong drug’ selection 

errors 

 
Figure 1- Nicotine patches with similar packaging but 

different strengths.  

Look-alike or sound-alike (LASA) medicine names 

can easily be confused by users. If such an error 

goes unnoticed, it may reach the patient and 

cause harm. These mistakes can arise from shared 

linguistic features between drug names, whether 

phonetic (how a word sounds when spoken) or 

orthographic (how words are visually spelled and 

written). Look-alike sound-alike risks are further 

compounded by similarities in packaging, tablet 

appearance, strength, route of administration, or 

therapeutic use. 

Recent medicines incidents include:  

• Similar medicine name: oxybutynin was 

selected from the electronic cabinet instead 

of oxycodone after typing 'OXY’.  

• Medicine strength:  a wrong strength nicotine 

patch was selected when dispensing and the 

patient was underdosed. 

• Similar packaging for entirely different 

products: Pharmaceutical manufacturers 

often produce packaging with comparable 

design elements (Figure 1&2). This visual 

similarity increases the risk of errors. 

 

 

Figure 1- Two different drugs with similar packaging from the 

same manufacturer. 

Advice for staff:  

• Type at least five characters when selecting 

medicines in electronic systems. 

• Use barcode scanning to confirm correct 

medicine selection where available. Barcode 

scanning acts as an additional barrier to error 

and should be used in addition to the Five 

Rights of medicines use (right patient, right 

dose, right route, right time). 

• Remind yourself of safe prescribing, 

dispensing and administration practice:  

i. Read the name of the drug, dose, 

strength, form and quantity on the screen, 

drug container and dispensing label out 

loud, running your finger over the 

information as you do so.  

ii. For individually dispensed items, check 

the patient’s name and hospital number 

on the dispensing label corresponds to 

that on the prescription. 

iii. Consider the indication (uses) of the 

medicine. Does it match the patient’s 

diagnoses?  E.g. bisoprolol vs bisacodyl, 

or oxybutynin vs oxycodone. 
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Xylometazoline and 

oxymetazoline: risks of overuse 

 

A recent drug safety update has highlighted the 

risks of overuse of nasal decongestants; 

xylometazoline and oxymetazoline. These are 

available over the counter, or on prescription as 

nasal sprays and drops that are commonly used 

to treat allergic rhinitis (hayfever) or cold and flu 

symptoms. In hospital, they are used for patients 

having ear, nose and throat (ENT) surgery.  

Overuse can lead to tolerance, rebound nasal 

congestion and more long-term changes to the 

lining and structure of the nose that might 

ultimately require surgery. 

Advice for staff:  

• Prescribe and advise patients to use for as 

short duration as necessary - maximum 5-day 

course.   

• Explain the risks of overuse to patients before 

recommending/prescribing.  

• Ask patients if they have been using nasal 

decongestants regularly when they report 

persistent congestion. 

Risk of severe harm from use of 

incorrect infusion set for blood 

transfusion 

‘Standard’ IV infusion giving sets have a small 

pore size filter (15micron) to stop any minute 

particles present in the solution being infused into 

the patient. Other specialised infusion sets have a 

smaller pore size of 0.2microns for administration 

of medicines that may precipitate or form 

aggregates.  

 

Blood transfusion giving sets have a much larger 
pore size filter (170-200microns) to remove clots 
and particles but allow larger blood components 
such as red blood cells and platelets to pass. Use 
of an IV infusion giving set instead of a blood 
transfusion giving set may result in under-infusion 
of blood or destruction of red blood cells 
(haemolysis) which can lead to serious patient 
injury. 

Advice for staff: 

• Store blood transfusion giving sets in their 

original packaging, separately from IV 

infusion giving sets and in clearly labelled 

containers or Omnicell compartments. 

• Always use a blood transfusion giving set for 

blood or blood products (this includes red 

cells, platelets, fresh frozen plasma (FFP), 

granulocytes and cryoprecipitate).  

• Familiarise yourself with the infusion sets used 

in your clinical area and differences in use. The 

MHRA Device Safety Information 

(DSI/2026/003) shows examples of the 

appearance of infusion sets for different 

brands. 

• If in doubt, always check the pack 

to confirm the filter pore size 

before use. This information can 

be found in the pictogram on the 

giving set (see example).  

Contacts: 
GSTT: gstt.medicinessafetyofficerteam@nhs.net; 

alice.oborne@nhs.net  

KCH:Bianca.Levkovich@nhs.net; 

kch-tr.mso@nhs.net  

SLaM: Siobhan.Gee@slam.nhs.uk   

KHP Pharmaceutical Sciences: David.Taylor@slam.nhs.uk  
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