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RISK ALERT

A Service Director’s Perspective on Risk Management
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DISTRIBUTION OF SENTINEL (SEs) & SERIOUS UNTOWARD EVENTS (SUEs) (Q1 2013) 
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SENTINEL EVENTS Q1 2013

P.2

RETAINED CONSUMABLE AND INSTRUMENT

PATIENT SUICIDE
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Recommendations for KDA cases 1 & 2:
Ascertain the exact ingredient before prescribing to a patient who is allergic to a drug which is 
unfamiliar to the prescriber. 
Use “generic name” rather than “brand name” to enter the drug allergy information in CMS to facilitate 
automatic checking of drug allergy. 
Set up hyperlink in the CMS workstation to facilitate prescribers’ access to reliable online drug database 
(e.g. Department of Health). 
Consult a pharmacist whenever in doubt.
Reinforce complete checking of allergy history.

1.

2.

3.

4.
5.

Recommendations:
Promote the use of visual aids to alert staff for rare allergens in topical agents.
Check allergy history before a procedure requiring topical disinfectants. 

1.
2.

Contributing Factor:
Lack of awareness of checking allergy history before a procedure.

Case 1: Administration of Metronidazole to a patient with 
known allergy to Ticomona-200

The patient gave a history of allergy to Ticomona-200, 
which was documented in the free-text entry of the allergy 
module in the Clinical Management  System (CMS).
A doctor prescribed Metronidazole to the patient, 
apparently without knowing that “Ticomona-200” is a 
proprietary brand name of Metronidazole.
A dispenser tried but failed to ascertain the ingredient of 
Ticomona-200. 
A nurse noted that the Medication Administration Record 
(MAR) had already been vetted by the pharmacy.  One 
dose of Metronidazole was obtained from the ward stock 
and given to the patient.
Subsequently, another pharmacy staff found that 
Ticomona-200 was Metronidazole and  informed the ward.
The patient had no adverse reaction.

•

•

•

•

•

•
Case 2: Administration of NSAID to a patient with known allergy to Nidol

The patient attended AED for neck and shoulder pain.
The record in CMS showed “Nidol” allergy.
A doctor searched the internet and misinterpreted Nidol as a herbal analgesic.
A dose of Ketorolac 30mg intramuscular injection was given to the patient.
Later, another doctor noted that Nidol was actually Nimesulide, which was a COX-2 inhibitor, a 
subclass of NSAID.
The patient had no allergic reaction.

•
•
•
•
•

•

Case 3: Application of Chlorhexidine to a patient with known allergy history
A patient with history of anaphylactoid reaction was found by a skin prick test to be sensitive to 
Chlorhexidine Gluconate, Atracurium and Augmentin.  The information was documented in CMS. 
The patient underwent an operation.  The wound was swollen with pus.
The attending doctor verbally prescribed aqueous 0.05% Chlorhexidine solution for the nurse to 
disinfect the wound with irrigation. 
The doctor forgot the patient’s known allergy history and the nurse did not notice the history. 
Consequently, the patient developed rash on the face, abdomen and lower limbs.

•

•
•

•
•

P.3

CASE HIGHLIGHTS ON KNOWN DRUG ALLERGY (KDA)

SERIOUS UNTOWARD EVENTS Q1 2013
Among the 28 SUE cases reported in this quarter, 26 were medication errors and 2 patient misidentification. 
The medication errors included: known drug allergy (10), usage of dangerous drugs (5), anticoagulants (3), 
insulin (3), concentrated electrolytes (2), and others (3).



CASE HIGHLIGHTS OF OTHER MEDICATION INCIDENTS
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P.6

GLOBAL SHARING
MEDICAL DEVICE ALARM

“The WOLF is COMING”

Many medical devices have alarm systems.  Among them are bedside physiologic monitors that include ECG 
(electrocardiogram) machines, pulse oximetry devices, blood pressure and other parameters monitoring 
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A frequent and persistent problem
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System checking available

System checking NOT available
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Examples of cross-allergy reference table

LOCAL SHARING
Tips for Minimizing Incidents due to Known Drug Allergy



Medication Incident Statistics (Jul – Dec 2012)
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No. of Incidents 
by Severity

Severity 
Index

Frequency

0 17j

1 593

2 9&

3 17

4 7

5 0

6 0

Top 3 Most Common  Error Types
PRESCRIBING DISPENSING ADMINISTRATION 

Posi�on In-pa�ent Out-pa�ent In-pa�ent Out-pa�ent In-pa�ent Out-pa�ent

No. 1

Gron� 
Stren�t�
/dosa�e 

(38%)

Gron� �a�ent (66%) Gron� Dru� 
(5&%)

Gron� 
Stren�t�/ 

dosa�e (3j%)

Dose 
Om�ss�on 

(&j%)

Gron� 
dose (&5%)

No. 2 Ot�ers 
(1&%)

Gron� Stren�t�/ 
dosa�e (8%)

Gron� 
Stren�t�/ 

dosa�e (&0%)

Gron� Dru� 
(&3%)

Gron� T�me 
(19%)

Dose 
Om�ss�on

(18%)

No. 3
Gron� 

\requen�� 
(11%)

Ot�ers (6%)

Gron� Label 
�n�orma�on/ 

Gron� dosa�e 
�orm (11%)

Gron� �a�ent 
(16%) Ot�ers (1j%) Gron� 

T�me (1j%)

LOCAL SHARING
Good Practices for Minimizing Incidents due to Known Drug Allergy


