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Pre-printed prescriptions as a means of reducing 

medication incidents in Haematology Patients at 

Midland Regional Hospital, Tullamore. 
 

INTRODUCTION 
 
A number of incidents have occurred in the midlands area due to patients receiving 
inappropriately prolonged courses of cytotoxic chemotherapy. For example; 
Incident 1: On discharge, one patient was prescribed Melphalan and Prednisolone as a 6-
day course, to be repeated every 28 days. The G.P. wrote a G.M.S. prescription for a 6-day 
course every week. The patient had received 16 days of treatment before the error was 
detected.  
Incident 2: Patient prescribed Chlorambucil in hospital. The hospital pharmacy dispensed 
the full course. The patient was discharged after 5 days. Patient was due to receive 7 days 
of chlorambucil. Patient brought home 2 days supply from hospital. Chlorambucil was also 
prescribed on the discharge prescription. Patient received another 7 days supply in the 
community. Patient received 14 days instead of 7 days of treatment. 

AIM 
As part of the multi-disciplinary team (MDT) discussion of this problem, the Regional 
Oncology/Haematology Pharmacy (ROHP) was asked to analyse possible causes and 
suggest measures to minimise the risk of the problem recurring. Specifically, ROHP was 
asked to assess the risks associated with outpatient prescribing and dispensing of oral 
chemotherapy. 
 

METHOD  
A Midland Regional Hospital Tullamore (MRHT) hazard control sheet was completed. The 
nature and extent of the problem was delineated.  

 

DISCUSSION 
Possible solutions: two practice modifications were suggested (Scenario 1 and Scenario 
2). 
 
 

 

 
Hazard analysis indicated that hospital dispensing alone (scenario 1) was an inadequate 
control measure. This solution would also impact on hospital drug budget and staffing 
workload. 
The fundamental problem was identified as one of communication and this should be 
addressed by clearer prescription writing, indicating the dates and duration of chemotherapy.  
On the basis of this analysis, ROHP recommended scenario 2, i.e. using pre-printed 
prescriptions to eliminate ambiguity. ROHP had confidence in recommending this solution 
because of previous positive experience in the use of pre-printed prescriptions for ancillary 
medications in oncology patients. The impact of this practice modification will be evaluated 
after 6 months.  
 
Pre-printed prescriptions were designed for all haematology oral chemotherapy regimens. 
(Example below) These clearly indicate that these drugs are for a short-course only and are 
non-repeatable.  
 

 
 

 
To date, anecdotal feedback suggests that this represents an improvement on previous 
practice but a formal appraisal will be conducted in June 2009. 

CONCLUSION: 
Use of pre-printed prescriptions should reduce the risk of errors in the prescribing and 
dispensing of oral chemotherapy agents to patients in the community setting. 
 

 

 


