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Medicines Safety Bulletin 
December 2025 

Rasburicase is a time-critical 

medicine 

Rasburicase is used for the treatment or 

prevention of excess uric acid in the blood. This 

can occur in children and adults with blood 

cancer who are at risk of developing tumour lysis 

syndrome (TLS). TLS is a life-threatening 

complication of cancer or cancer treatment that 

can develop when cancer cells break down 

rapidly, releasing harmful substances including 

excess uric acid into the bloodstream. This can 

lead to acute kidney injury, cardiac arrhythmias, 

seizures and sudden death. TLS develops most 

commonly after the administration of 

chemotherapy, and it is difficult to treat.  

The national safety alert highlights that 

rasburicase is a time-critical treatment. It must be 

given as soon as possible, once prescribed. 

Delays and omission have led to severe patient 

harm and deaths. 

Advice for staff:  

• Consider the risk of LTS in any patient with a 

haematological cancer. Refer to the specialist 

team as a priority. See national and local 

guidelines. 

• Administer doses of rasburicase as soon as 

possible and within one hour of prescribing. 

• Ensure rasburicase is quickly and easily 

accessible when needed. 

• Refer to the local critical medicines policy for 

further guidance on how to access critical 

medicines in and out of hours. 

Look-alike-sound-alike (LASA): 

chloramphenicol and 

chlorphenamine 

 

 
 

Patient safety events can occur with Look-Alike, 

Sound-Alike (LASA) medicines. These are 

medicines that have names that look or sound like 

each other, which can lead to confusion during 

prescribing, dispensing, or administration.   

In a recent case, a patient with a widespread drug-

induced rash was mistakenly prescribed 

chloramphenicol instead of chlorphenamine. This 

is an example of a LASA medication pair. 

The nurse caring for the patient realised the 

wrong drug had been prescribed as the 

indication was rash, not an infection. The time 

taken to correct the prescription led to 

unnecessary prolongation of the patient's 

discomfort.  

 

https://www.england.nhs.uk/long-read/harm-from-delayed-administration-of-rasburicase-for-tumour-lysis-syndrome-natpsa-2025-005-nhsps/
https://onlinelibrary.wiley.com/doi/10.1111/bjh.70092
https://onlinelibrary.wiley.com/doi/10.1111/bjh.70092
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Chlorphenamine is an antihistamine 

administered intravenously in the emergency 

treatment of severe allergic reactions such as 

anaphylaxis.  

Chloramphenicol is a broad-spectrum antibiotic 

used intravenously for serious infections such as 

meningitis or septicaemia, when other antibiotics 

are unsuitable or ineffective. Intravenous 

chloramphenicol is associated with serious 

adverse effects, notably aplastic anaemia, which 

may be irreversible 

 

Advice for staff:  

• Be vigilant when prescribing, dispensing, or 

administering medicines that begin with 

“chlor” to ensure correct selection. 

• Check the indication – does this medicine fit 

the patient’s clinical needs. 

• Read the medicine name aloud, especially 

when you know it belongs to LASA groups. 

• Report any near-misses or safety events 

through local LFPSE systems and the MHRA 

Yellow Card Scheme to support continuous 

learning. 

Allergy recording for penicillin vs 

penicillamine 

 
 

 

Penicillins and penicillamine are different 

medicine types. Penicillin describes a group of 

broad-spectrum antibiotics.  Penicillamine is not 

an antibiotic. It is a chelating agent and disease-

modifying antirheumatic drug which is primarily 

used in Wilson’s disease and severe rheumatoid 

arthritis. 

 

A national safety alert has notified that the look-

alike, sound-alike (LASA) nature of these 

medicines can lead to mistakes in recording 

allergy on electronic prescribing systems. This is 

because dropdown menus list the medicines 

alphabetically – this is true of systems used in 

hospitals, general practice and community 

services across South East London. 

 
In a recent local safety event, a patient’s record 

stated they had a penicillamine allergy when 

actually they were allergic to ampicillin – a type of 

penicillin. This incorrect record had potential for 

patient harm if the patient was prescribed a 

penicillin antibiotic. 

 

It is vital staff recognise when they could be 

working with LASA medicines and take extra 

precautions when prescribing, documenting and 

administering medication. 

 

Advice for staff:  

• Confirm allergy status from electronic systems 

directly with patients, particularly when you 

see an unusual medication or a potential 

LASA medicine like penicillin and 

penicillamine. 

https://yellowcard.mhra.gov.uk/
https://yellowcard.mhra.gov.uk/
https://www.england.nhs.uk/long-read/national-patient-safety-alert-harm-from-incorrect-recording-of-a-penicillin-allergy-as-a-penicillamine-allergy/
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• Document allergies and reactions with as 

much detail as possible:  

o Select the specific medicine (e.g. 

piperacillin, amoxicillin or 

phenoxymethylpenicillin) instead of 

“penicillin”. 

o Check your selection from dropdown 

lists or other electronic tools 

o Detail the reaction and accurately 

document as an allergy including 

rashes, swelling and severe allergy like 

anaphylaxis, or an intolerance / 

adverse effect including stomach 

upset or diarrhoea. 

• Be aware that penicillamine allergies do exist 

but affect a very small number of patients.  

 

Nitrofurantoin - pulmonary and 

hepatic adverse reactions –  

a reminder 
 

Nitrofurantoin is an antimicrobial that is 

commonly used to treat or prevent urinary tract 

infections.  

The MHRA reminds health professionals that 

nitrofurantoin is associated with serious 

pulmonary and hepatic adverse reactions. 

Pulmonary toxicity, including acute or chronic 

pneumonitis, may present with dyspnoea, 

persistent cough, haemoptysis or recurrent 

respiratory infections. Hepatic injury may range 

from abnormal liver function tests to more severe 

hepatic necrosis.  

These serious adverse reactions can occur at any 

stage of treatment, during short-term or long-

term use. 

Advice for staff:  

• Advise patients prescribed nitrofurantoin for 

any duration to read carefully the advice in the 

Patient Information Leaflet about symptoms of 

possible pulmonary and hepatic reactions 

and to report any new or worsening hepatic or 

pulmonary symptoms.  

• If symptoms of serious pulmonary or hepatic 

adverse reactions occur, patients should 

immediately stop taking nitrofurantoin and 

seek medical attention. 

• Monitor for signs and symptoms of liver 

dysfunction including liver function tests that 

may indicate hepatitis or liver injury, especially 

in patients receiving nitrofurantoin long-term.  

• Report any suspected adverse drug reactions 

via the Yellow Card scheme. 

• For further information see MHRA Drug Safety 

Update issued in 2023. 

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  

https://www.gov.uk/drug-device-alerts/mhra-safety-roundup-september-2025#nitrofurantoin-reminder-of-the-risks-of-pulmonary-and-hepatic-adverse-drug-reactions
https://yellowcard.mhra.gov.uk/
https://www.gov.uk/drug-safety-update/nitrofurantoin-reminder-of-the-risks-of-pulmonary-and-hepatic-adverse-drug-reactions
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