
Department of Paediatrics 
Clinical Guideline 
 

Management of Drug Administration Errors  
 
Also refer to Trust Policy for Reporting and Management of Incidents 
 
Aims 
1. To reduce the risk of harm to a patient. 
2. To ensure that records are accurate and as full as possible. 
3. To prevent recurrence of a similar drug error. 
 
Action 
1.  Immediately a drug error is identified, assess the patient's condition and record observations where 
appropriate. 
2.  If an overdose has been given, discontinue administration of the drug.  Where appropriate, if it is 
within 1 hour of an oral administration, and a NGT/OGT is in situ, aspirate the contents of the stomach. 
3.  If the overdose is due to an IV infusion error, immediately discuss with Registrar or Consultant, as 
the infusion may need to be stopped.  NB. In some cases stopping the infusion may be harmful to the 
patient. 
4.  Inform SHO or Registrar and Nurse-in-Charge immediately that a drug error has occurred and what 
the condition of the patient is.  (If the patient has received more than the correct dose, state that an 
"overdose" has been administered.) 
5.  In the event of an 'overdose' caused by an incorrect prescription, a doctor must 'cross off' and sign 
the drug prescription, so that no further doses of the incorrect amount can be given.  In every case, the 
SHO/Registrar must review the prescription immediately, and make a decision whether to discontinue 
the drug, omit doses, prescribe alternative medication or prescribe a different dosage. 
6.  Ensure appropriate medical action is taken, e.g. blood levels/antidote administration. 
7.  If the error involves mechanical failure or malfunction of a pump, remove the pump from use, 
complete a yellow label with details of the fault and attach label to the pump.  Inform the Trust MHRA 
liaison representative of the mechanical fault and resulting drug error, and he will report to the 
Medicines and Healthcare Products Regulatory Agency.  Do Not send the pump for repair. Inform the 
Housekeeper of your actions so she is aware the pump is out of use.  
8.  The duty Registrar must be informed by the SHO or Nurse-in-charge immediately.  The attending or 
‘on call’ Consultant must be informed at  the earliest appropriate time.  
9.  The Paediatric Pharmacist must be informed at the earliest appropriate time by the Nurse-in-Charge. 
10. The person identifying the error must record the information on an Incident Report form, stating only 
known facts. Record the drug prescribed/given, dose prescribed/given, correct dose and prescribed 
time/given.  Further details can be written on a statement form. 
11.The doctor informed of the error must complete the medical section of the Incident Report form and 
record what medical action was taken. 
12. If the Consultant or Nurse-in-Charge identify that it is appropriate, all persons involved in the drug 
error will be asked to write a statement on the Trust Statement forms. 
13.The patient must be monitored closely for adverse side effects and deterioration in  condition.  
Report any changes to SHO or Registrar and document in nursing and   medical records. 
14.The Consultant and Nurse-in-Charge will decide the timing and amount of information to share with 
the patient's parents or main care givers. 
15. Record drug error and action taken in patient records. 
16. At both medical and nursing handovers, clearly inform doctor, nurse and Nurse-in-Charge on the 
next shift, of the drug error and the actions carried out up to that time. 
17. The completed Incident form must be given to the Nurse in charge, who will initiate investigations as 
appropriate and then inform Matron. 
18. The Incident Report will be graded by the Nurse in Charge. 
19. The Matron/Nurse in charge will be responsible for investigating the incident further if necessary. 
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