
DISCLOSURE AND REPORTING OF 
MEDICATION INCIDENTS

KEY LEARNING POINTS
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PREPARING/DELIVERING THE DISCLOSURE TO THE 
PATIENT OR FAMILY 
5  S T E P S :

01 
Will disclosure yield meaningful benefits for the patient/healthcare professionals?

I s  d i s c l o s u r e  o f  a  med i c a t i o n  i n c i d e n t  

a pp r o p r i a t e  o r  n e c e s s a r y ?

02 Discussion between all relevant healthcare 

providers.

P r e p a r i n g  t h e  d i s c l o s u r e

Explain events using clear and 

patient-friendly terminology.

D i s c l o s u r e

Offer an apology that communicates 

genuine sincerity regarding the incident.

Apo l o g y

Discuss future steps to avoid similar 

events from occurring in the future.

Con t i n u e d  F e e db a c k
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The facts 

Possible causes 

That the healthcare providers are sorry

for what happened 

The steps that will be taken to prevent

similar incidents in the future 

What happened? 

E.g. Novolin   ge 30/70 was dispensed instead of NovoRapid   Penfill.

Why did it happen? 

E.g. Workload & Interruptions, look/sound-alike drug names.

The apology. 

E.g. "At this time, I just wanted to say we're very sorry about this situation..." 

What can be done to prevent incidents from happening again? 

E.g. Move products away from each other in the fridge, post a list

of commonly confused drugs at each workstation.

P A G E  2

ERROR PREVENTION PRINCIPLES 
W H E N  H A R M  O C C U R S  I N  A  M E D I C A T I O N  I N C I D E N T ,  
I T  I S  I M P O R T A N T  F O R  P A T I E N T S  T O  K N O W :

HIERARCHY OF EFFECTIVENESS
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