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INTRODUCTION

Omitted or delayed medication doses can cause significant harm to
patients, and are identified as the second largest cause of medication
incidents reported in England and Wales1. Healthcare organisations have
been urged to review the medicines supply chain to ensure medicines are
available when needed. Medicines administration within ABMUHB has
recently been reviewed following the publication of an independent
review into standards of care commissioned by the Welsh Minister for
Health and Social Services2. Medicines administration policy within
ABMUHB has since been emphasised3. Access to medicines is to be
addressed as part of new enhanced pharmacy services on the oncology
and haematology inpatient ward at Singleton Hospital.
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5. Data analysis: The data collected was entered onto a Microsoft Excel
spreadsheet and analysed against the standard set. The results were
compared to the audit criteria.

4. Data collation: Code 5s (medicine unavailable) and blank spaces were
counted on IMARs. Circumstances surrounding identified missed doses
were investigated and categorised (what medicine, when and why).

3. Data collection: Data was collected over two one-week periods
between 22nd September and 10th October 2014. Data was collected
from IMAR charts by the auditor and Medicines Management
Technicians. Prescribed doses and missed doses data was collected.

2. Patients identified: All current inpatients on Ward 12 during the data
collection period were included in the study. Ward 12 has 37 beds.

1. Data collection form: Two forms were designed for the purpose of the
audit and, following discussion with the Ward 12 pharmacist, were
amended and printed for use on the ward.

Aim
To establish if regular medication doses are being missed for patients
admitted on the oncology and haematology ward at Singleton Hospital
(Ward 12), prior to the commencement of an enhanced ward-based
pharmacy service (full-time pharmacist and technician present on ward).

Standard
100% of medication is available for administration to patients as
prescribed.

Criteria
1. Medicines for patients should be available for the administration of

the prescribed dose at the prescribed time.
2. Action should be taken to obtain medicines to administer to patients

as prescribed, following local guidelines.

Exclusion criteria
Medicines prescribed for ‘when required’, intravenous and immediate
(‘stat’) use were not included in the study.

AIM AND STANDARD

RESULTS

DISCUSSION
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Total number of 
prescribed 

doses

Number of 
Code 5s

Number of 
blank spaces

Total number of 
missed doses

% of prescribed 
doses that were 

missed

5,307 21 20 41 0.8
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Chart 1: Location of medicine when dose was 
missed (EC = emergency cupboard)

Standard: 99% of audit standard achieved
Less than 1% of prescribed medication doses were considered missed,
either being recorded with a Code 5 (‘medicine unavailable’) or a blank
space left in place of a signature or other non-administration code.

Table 1: Raw data from 
IMAR charts
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Chart 2: Time of day of missed doses

Chart 3: Were guidelines for obtaining the 
medicine followed when the dose was 

missed?

Chart 4: Problems with newly prescribed 
medicines

Standard is not being achieved although very few doses were missed in relation
to the number of medicine doses prescribed. Four of the missed doses were for
medicines deemed critical (anti-infective/cancer treatment).

Recommendation: Re-audit following the implementation of enhanced 
pharmacy services to see if missed doses are eradicated

Appropriate action is not being taken to obtain medicines (stock/non-stock),
both during and outside pharmacy opening hours, resulting in missed doses.
Recommendation: Guidelines available to assist in obtaining medicines need 

to be accessible and fully understood by those administering medicines
Code 5 is being recorded on IMAR charts, indicating medicine unavailable. This
should only be done in circumstances were every possible route to obtain the
medicine has been taken.
Recommendation: If a Code 5 is recorded, the action taken to try to obtain the 

medicine should be recorded in patient notes
Blank spaces are being left on IMAR charts in place of signatures or non-
administration codes. This is unacceptable, increasing chances of duplicated
doses and difficulty assessing response to treatment.

Recommendation: A blank space should never be left on an IMAR chart
Newly prescribed medicines are problematic, where medicines prescribed after
the technician and pharmacist attend the ward in the morning are frequently
not ordered from pharmacy until the following day, resulting in missed doses.

Recommendation: A multi-disciplinary approach is needed – this may be as 
simple as encouraging nursing/medical staff to contact pharmacy team to 

alert them to the new medicine


