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Avoidable harm caused by medication is The Medication Safety Committee undertook a number of activities to
one of the most commonly reported design and establish the programme in the hospital.

adverse events in healthcare settings. * An evidence-base literature review was completed to understand scope,

breadth and to collaboratively discuss direction of the programme.

CHB launched a formal Medication Safety » A baseline in-depth analysis of medication incidents (2016/2017)
Programme in November 2017 with the reported locally on the National Incident Management System(NIMS)
establishment of a multi-disciplinary was conducted to identify initial targets for improvement. Analysis was
Medication Safety Committee to promote undertaken using NCC-MERP, a recognised and validated tool used
and support the safe use of medications specifically for medication incidents.

and appointment of a Medication Safety * An annual work-plan (short-term strategy), incorporating necessary
Facilitator. elements of a medication safety programme, was devised by the

committee with intended goals for the year.
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establishing a programme in the hospital and are reproducible by other centres. Work continues in S
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