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Background: It has been estimated that medication error harms 1-2% of patients admitted to general
hospitals. There has been no previous systematic review of the incidence, cause or type of medication error
in mental healthcare services.

Methods: A systematic literature search for studies that examined the incidence or cause of medication
error in one or more stage(s) of the medication-management process in the setting of a community or
hospital-based mental healthcare service was undertaken. The results in the context of the design of the
study and the denominator used were examined.

Results: All studies examined medication management processes, as opposed to outcomes. The reported
rate of error was highest in studies that retrospectively examined drug charts, intermediate in those that
relied on reporting by pharmacists to identify error and lowest in those that relied on organisational
incident reporting systems. Only a few of the errors identified by the studies caused actual harm, mostly
because they were detected and remedial action was taken before the patient received the drug. The focus
of the research was on inpatients and prescriptions dispensed by mental health pharmacists.
Conclusion: Research about medication error in mental healthcare is limited. In particular, very litfle is
known about the incidence of error in non-hospital settings or about the harm caused by it. Evidence is
available from other sources that a substantial number of adverse drug events are caused by psychotropic
drugs. Some of these are preventable and might probably, therefore, be due to medication error. On the
basis of this and features of the organisation of mental healthcare that might predispose to medication
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drugs cause 1 in 16 hospital admissions and 10 000 deaths

cach year.' Although some of these adverse reactions to
drugs are not preventable, many are, and hence would be
categorised as being due to medication error.’

Broadly speaking, medication errors are classified accord-
ing to the stage of the process at which the error occurs or by
some inference about the cause of the error. An example of
the former is the subdivision into errors of prescribing,
transcription, dispensing, monitoring and administration.
Classifications that infer a cause generally distinguish
between errors due to inadequate knowledge, skills or
decision making, those due to failure to execute a plan
because of slips or lapses, and those due to a conscious
violation of the rules of correct behaviour.””

The incidence and cause of medication error have perhaps
been studied most extensively in hospital wards. A recent
review of this research concluded that it harmed 1-2% of
admitted patients and that prescribing error is the most
common type of medication error in these settings.” As far as
the authors are aware, there has been no previous systematic
review of medication error in mental healthcare services. This
study presents the results of such a review and summarises the
state of knowledge about: the incidence of medication error in
mental healthcare; its causes; the relative frequency of different
types of medication error; and the harm that it causes.

This study highlights the gaps in the research on
medication error in mental healthcare. We also suggest the
types of error that might be under-reported in the research
literature and that might be more common in mental health
care services.

I t has been estimated that, in the UK, adverse reactions to

METHOD

Search strategy

We used a broad search strategy to identify all relevant
studies. We searched Medline, Embase, Pharm-line, the

error, priorities for future research are suggested.

Cochrane Collaboration and PsycINFO (from 1966 to
February 2006). Keywords in the search terms were ““mental
health” or “psychiatry” or “‘psychiatric’” in combination with
“medication” and ‘“‘error”. The electronic search was con-
ducted on two separate occasions on different days. We hand
searched the journal Psychiatric Bulletin (from 1998 to
February 2006). The reference sections of the articles
obtained were scrutinised for further references.

Selection criteria

A study was included if it examined the incidence or cause of
medication error in one or more stages of the medication
management process in the setting of a community or
hospital-based mental healthcare service. We only included
reports written in English. We excluded studies that involved
the prescription of psychotropic drugs in non-mental
healthcare settings and those that considered medication
errors in a broader range of healthcare services unless the
data specific to mental healthcare could be extracted. Figure 1
shows the results of the literature search, which resulted in
nine studies that formed the basis of this review.

Data abstraction

The nine studies were assessed independently by IM and PL.
Disagreements were resolved by discussion with CP. The
assessment of the studies was guided by the work of Franklin
et al,> who undertook a systematic review of prescribing errors
in hospital inpatients.

We recorded information on date and setting of the study,
the method used to collect data, data source and type of error
studied. If available, we recorded the total number of errors,
the rate of errors, including any denominator, and severity or
potential severity of the error.

Study design can be categorised into four types, depending
on whether it is outcome-based or process-based, and
whether it is retrospective or prospective.> Outcome-based
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Potentially relevant studies
identified and screened for
retrieval (n = 153)

Excluded - not medication
error studies (n =135)

Studies retrieved for detailed
evaluation (n = 18)

Excluded (hn=9)

Letter (n=3)
————»|Review article (n=2)

Data not mental

health specific (h=2)

Non-English (n=1)

Duplicate publication (n = 1)

Studies included in the systematic review
(n = 9; 5 identified via electronic search)

Figure 1 Results of the literature search for studies on medication errors
in mental health.

studies identify iatrogenic injury or adverse drug events. This
is either retrospective—for example, by a historical review of
medical notes or of some other record such as laboratory test
results—or prospective by reviewing medical notes daily or by
asking staff to report harm caused by medication. One
challenge for outcome-based studies, and in particular those
that are retrospective, is that it can be difficult to determine
from the medical record whether an adverse drug event was
preventable and so would be categorised as a medication
error. In process-based studies, prescriptions are reviewed,
usually by pharmacists, to identify errors. Again, this can be
retrospective or prospective. Prospective studies usually
involve pharmacists recording error, either as part of routine
practice or by a more thorough process of reviewing
prescriptions. This categorisation of study design is important
because the rate of medication error detected will vary
according to the methods used in the study. Thus, outcome-
based studies will tend to identify only those medication
errors that have caused an adverse reaction to a drug.
Process-based studies are likely to detect a higher number of
medication errors, including many that have caused no
harm.* Retrospective studies are likely to detect more errors
than prospective studies that rely on clinicians identifying
errors during the course of their routine clinical work. Under-
reporting is an important factor, particularly in studies that
rely on reporting by clinicians.®”’

Another factor that makes comparisons between studies
difficult is the use of different denominators. Like the study
design, these can greatly affect the conclusions drawn about
the rate and relative frequency of different types of error. The
denominator used in studies of hospital inpatients may be
hospital admissions, the number of prescriptions or medica-
tion orders issued, or the number of medication orders
checked by a pharmacist. This is further complicated by the
fact that although some studies consider that a prescription
can only contain one error, others will count multiple errors
in the same prescription.’
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RESULTS

Frequency and severity of medication errors

Table 1 lists the nine studies that met the inclusion criteria
and summarises their design and results. The main findings
from review of these papers are as follows:

1. All of the studies are process-based according to the
classification proposed by Franklin ef al.?

2. Where the data are available, there is the anticipated
gradient in the reported rate of medication errors,
depending on the method of detection. The highest
rates seem to be reported by studies that systematically
and retrospectively examined prescription charts and
case note,* ” and intermediate rates by studies that rely
on pharmacists to prospectively identify errors during
the course of their routine work.'”"” The two studies of
this type that included a denominator reported similar
rates of error: —0.022" and 0.024" per prescribed item.
Lowest rates seem to be reported by studies that rely on
clinicians using an incident reporting system, although
under-reporting limits any conclusion from this data-
Set.(‘ 14 15

3. Most errors reported by these studies are related to
clerical aspects of prescribing (illegibility, incomplete
prescriptions, transcription errors, etc) or administration
(wrong time, wrong dose, missed dose, etc). Far fewer
errors detected by the studies identified relate to
dispensing or errors of clinical judgement. Only the
studies that relied on detection by pharmacists identi-
fied substantial numbers of clinical decision-making
errors.'*"

4.  Although a substantial proportion of errors were judged
to pose a considerable risk, this was based on an
assessment of the potential for harm, rather than the
actual consequence. Most errors detected by these
studies seem to have caused little actual harm to
patients. This is probably because they were detected,
and remedial action was taken before the patient
received the prescribed drug.

5. Most of the studies have concentrated on prescribing
errors. Five studies only investigated prescribing
errors.® ' Two papers studied administration, dispen-
sing and prescribing errors,’ ' and single studies
examined administration errors,” and administration,
dispensing, prescribing and transcription errors.’

6.  Six of the nine studies examined medication error for
inpatients only.*"" " All the studies seem to have
focused on medication dispensed by a hospital phar-
macy. They therefore tell us little about the medication
errors that affect the majority of patients who, in the UK
and other countries with well-developed mental health
community services, are treated in outpatient and
community settings where medication is often dis-
pensed by a community pharmacist.

7. We found no studies that have systematically examined
the cause of medication errors in mental healthcare.

DISCUSSION

This review has limitations. It is possible that studies on
medication error that would meet our criteria have been
published in journals that are not indexed by the databases
we searched. This is supported by the fact that two of nine
studies reviewed were identified by a hand search of the
Psychiatric Bulletin, a journal that is not indexed. Also,
restricting the search to papers in the English language
might have affected the extent to which our conclusions can
be generalised to systems of mental healthcare with, for
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mental health
inpatient units
for older

people’

2000; Japan,
85 long-stay
wards in 44
private
psychiatric
hospitals"

2000-2004;
England,
tertiary private
psychiatric
hospitcrs

2001; USA,
103-bedded
state psychiatric
hospitcﬂ9

2002; Eng|ond,
tertiary private
psychiatric
hc)spih:ﬂ'o

2002; England,
12 NHS mental
health trusts'’

2003; England,
tertiary private
psychiatric
hospital*

admission of 112 patients

Prospective process based; clinician
reports on incident reporting system
over 2 months

Prospective process based; all
administration errors reported over
42 months on incident reporting
system

Mixed process-based involving
random sample of 31 of 95 patients
discharged over a 5-month period

« Refrospective potential incidents—
chart review of entire
hospitalisation and prospective
reporting of dispensing errors for
equivalent number of patient days.

« Prospective clinician reports on
incident reporting system.

Prospective process based; inpatient
errors detected by pharmacists in
course of routine work over 1 month

Prospective process based;
pharmacists completed intervention
forms over 1 month

Prospective process based; errors
detected by pharmacists in course of
routine work over 1 month

Prospective process based; clinician

Administration,
dispensing and
prescribing

Administration

Administration,
dispensing, prescribing
and transcription

Prescribing

Prescribing

Prescribing

Administration,

error

221 reports

112 reports

2194 potential
incidents v 9 clinician
reports; ratio 244:1
(p<0.001)

311 reports

Table 1 Studies within mental healthcare that investigated the rate and severity or potential severity of medication errors
Severity or potential
Date and severity of harm caused
sefting Study design and data source Error type studied Number of errors Rate of errors by errors
1991-1997; Retrospective process based; all Prescribing (psychotropics 92 patient prescription 0.82 per patient episode No information given
England, NHS prescription charts for index only) records contained an

0.79 per 1000 patient
days

2.67 per month

1516 potential incidents
v 6.22 dlinician reports
per 1000 patient days

0.022 per prescribed

item

56.6% insignificant,
14.9% potentially
significant, 28.5%
potentially serious

77% no or minimal
significance, 14%
moderate significance, 1%
potentially serious, 0%
potentially fatal

19% were low risk, 23%
moderate risk and 58%

high risk

56% insignificant, 36%
minimal, 27% definite|y
significant, 0% potentially
fatal

2004; England,

single NHS reports on a new medication error dispensing and
mental health reporting system over 12 months. prescribing
trust®

2004; England Prospective process based; errors Prescribing

detected by pharmacists during

and Wales, 9
course of routine work over 5 days

centres (8 NHS
and 1
independent
sector)
providing
mental health
services'”

557 reports No denominator given 11% of errors had a
with which to calculate a “potentially serious
rate of error outcome’’
211 reports No denominator given 64.5% insignificant,
with which to calculate a 24.2% minimal, 11.4%
rate of error definitely significant, 0%
potentially fatal
66 reports 5.5 per month 40 low severity, 23
moderate, 3 high
523 reports 0.024 per prescribed 47.8% negligible, 45.9%

item minor, 3.3% serious, 1%
potentially fatal

NHS, National Health Service.

example, a different balance of inpatient and community
services.

The research on medication error in mental healthcare
reviewed here has focused almost exclusively on patients in
psychiatric hospitals. This group is at risk from the same type
of medication error as other hospitalised patients. The studies
on mental health inpatients have the same problems of
variability of design and denominator as those conducted in
other hospital inpatient settings. They therefore do not allow
a precise estimate of the rate of medication error. Also,
because of the lack of outcome-based studies, no reliable
estimate can be made of the proportion of inpatients who are
harmed by medication error.

This review shows that medication error in mental
healthcare is a neglected aspect of research. In particular,
there have been no systematic studies of patients living in the
community. Therefore, the potential for mental health

services to prevent harm and deaths from medication error
is unknown. Consistent with this, the issue is not high on the
mental health policy agenda in the UK, where the over-
whelming priority for risk management has been the
prevention of suicide and homicide by people with mental
illness. Prevention of suicide is a key government policy
initiative and concern about homicides by people with mental
illness has been one of the main drivers of recent mental
health service reform. Despite this emphasis, the potential for
specialist mental health services to prevent suicide or
homicide is quite modest. Each year, in England and
Wales, there are about 1200 suicides and 50 homicides by
people who have had recent contact with mental health
services.'* '” Perhaps one fifth of these events could have been
prevented by some action of the concerned mental health
service." This would equate to about 4.6 potentially avoidable
deaths per million population each year.
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The broader research literature on adverse events involving
psychotropic drugs was not included in the systematic
review, because the studies do not identify which adverse
drug events are preventable and hence would be classified as
medication error. However, they do show that psychotropic
drugs cause substantial harm and suggest that mental health
services might have greater potential to prevent deaths from
adverse drug events than to prevent deaths from suicide and
homicide. For example, the largest English study of its type
estimated that adverse drug events caused 6.5% of all
admissions and might account for about 6000 deaths each
year. Antidepressants were implicated in 7% of these
admissions.' The proportion of admissions due to psycho-
tropics would certainly be higher if admissions because of
intentional overdoses are included.

The remainder of this discussion considers what might be
the priorities for future research on medication error in
mental healthcare services and the potential of research to
identify and quantify its causes. It draws on evidence about
adverse drug events and inadequate prescribing practice. We
suggest that some types of medication error might be more
common in mental health services, due to particular
characteristics of the organisation and delivery of mental
health services, and of the client group.

Communication difficulties in mental health services
One consequence of the move to community care is that
modern mental health services are fragmented. In the UK,
this has been accentuated by the recent NHS plan which
requires the establishment of specialist teams for home
treatment, assertive outreach and early intervention."” This
has created numerous interfaces between primary and
secondary care, between hospital and community services
and between different components of the community mental
health service. Patients with severe and relapsing mental
illness often cross these interfaces.

Problems of communication cause more than two thirds of
treatment errors in medical practice,” and errors are likely
when information is transferred across organisational
boundaries.”’ > In one study,” potentially harmful medica-
tion errors occurred in 24% of psychiatric admissions and in
18% of discharges. In another,” 41 of 58 medicines that
mental health patients were taking were not consistently
recorded in both the primary and secondary care records. In
particular, secondary care records tend to omit non-psycho-
tropic drugs.” ** Junior doctors may take incomplete or
inaccurate histories of medication on admission, partly
because of reliance on a single source of information such
as the general practitioner’s letter.””* Primary care records
may omit psychotropics, including medicines supplied by
mental health services, such as clozapine, depot injections
and cholinesterase inhibitors.>* **

Role of the multiprofessional team in medicine
management

Two particular situations might warrant more systematic
research on medication errors. The first is the frequent use of
medication prescribed to be given ‘“‘as required” at the
discretion of nursing staff in mental health inpatient units.
One study found that the quality of prescribing as required
medication was considerably poorer than that of regular
medication.” The potential risk is illustrated by a census of
3132 inpatients prescribed antipsychotics, which found that
as required medication sometimes gave nurses the option of
giving doses above the recommended range.”® The second
situation is the role that members of community mental
health teams have in monitoring medication in people with
severe and enduring mental illness. These team members
come from a wide range of disciplines, and many have
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received no training in the uses and potential side effects of
psychotropic drugs. This increases the risk of unintentional
harm in two ways: through inappropriate advice and through
failure to act. An example of the first type of error is a team
member encouraging a patient who has been non-compliant
with clozapine for a week to restart at the full dose, rather
than retitrate the dosage, with the potential risk of adverse
events such as marked postural hypotension. An example of
the second type of error is failure to recognise and act on
potentially important physical health problems, such as a
sore throat and fever in a patient receiving clozapine, or
increasing thirst and tiredness in a patient taking an
antipsychotic drug.

Decision-making errors in mental healthcare
Psychiatrists often fail to screen adequately for the adverse
effects of psychotropic drugs. This includes screening for the
metabolic syndrome for patients prescribed atypical anti-
psychotics® *° and for adverse effects and toxicity in patients
prescribed lithium.*" ** This may result in modifiable factors
for premature death being untreated. Research on the cause
of these failures to monitor for adverse drug reactions might
inform the design of training interventions to deal with
deficits in knowledge and systems that reduce the frequency
of slips and lapses.

The problem of medication error related to inadequate
prevention and management of adverse effects might be
compounded by the frequency with which psychiatrists
prescribe outside the product licence.” Although such “off-
label” prescribing may sometimes be appropriate, it may
increase the risk of harm through inadequate monitoring.>* **
For example, safety alerts concerning drugs not licensed for
psychiatric conditions, such as anticonvulsants prescribed as
mood stabilisers, may not be directed to psychiatrists.
Another example is the off-label prescribing of high-dose
antipsychotics. This is associated with a higher incidence of
adverse reactions to drugs, and requires close monitoring.
There is evidence that this often does not happen.*

Two other situations, particularly in mental healthcare, are
observed in which poor decision making may be a factor in
preventable harm owing to adverse reactions to drugs. The
first is the use of medication to manage acutely disturbed
behaviour. There is good evidence that monitoring of the
patient is often inadequate after giving the medication
despite the possible association between rapid tranquilisation
and death from a cardiovascular event.*”® The second
situation is the prescription of toxic psychotropic drugs to
people at risk of suicide. About 11% of deaths owing to drug
overdoses involve antidepressants; this equates to 50 deaths
each year.”” The prescription of less toxic antidepressants
might prevent some of these deaths.*

Factors related to patients

Patients with mental health problems may be less articulate
and less likely to question a prescription, a change in the
medication regimen, potential side effects or whether
monitoring is required. This, together with the fact that
some patients might have reduced capacity, places additional
responsibilities on mental healthcare staff. This applies
particularly to mental health wards for older people where
many patients have dementia.?

Poorly developed prescribing systems and pharmacy
services

Many UK mental health services have poorly developed
systems to aid communication and support safe medicine
management. There is also a lack of standardisation so that
clinicians who move between services are confronted with
unfamiliar systems for prescribing, obtaining, handling and
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administering medication.*' Many inpatient units and com-
munity mental health teams have limited IT infrastructure,
unintergrated, paper-based record systems, little decision
support for prescribing and poor access to laboratories for
monitoring.

Pharmacists are effective at detecting and preventing some
serious prescribing errors.® "' ** In mental health services, the
problems caused by poor prescribing systems are com-
pounded by the inadequate staffing and organisation of
pharmacy services. Some mental health services have limited
pharmacy infrastructure and so have limited awareness of, or
strategic capacity to improve, medication management.”
Poor staffing levels, inadequate training, lack of appropriate
clinical expertise and lone working without adequate clinical
supervision are features of the service. In many mental health
trusts, pharmacy services are contracted in from acute care
providers through service-level agreements.* This can com-
pound problems as staff are employed by another organisa-
tion whose systems of working may not prioritise mental
health.

CONCLUSIONS

Research on medication error in mental healthcare is limited.
The research is focused on secondary care; most studies have
only included inpatients and mainly relate to prescribing. All
the studies are process based, rather than outcome based,
and there has been no systematic study of causes of
medication error in mental healthcare associated with
deficits in knowledge or decision making.

The studies report few errors that result in actual serious
harm to the patient. However, this might be owing to the
limited focus of the research. Adverse events involving
psychotropic drugs are common and some may be due to
errors in clinical decision making of a type not detected by
the studies reviewed. These are potentially preventable. The
way that mental healthcare is organised and delivered, and
nature of the patient group, might increase the likelihood of
certain types of medication error. On the basis of this, we
recommend that medicine management in mental health
settings should be a priority for future research, with a
particular emphasis on non-hospital settings.

Authors’ dffiliations

lan D Maidment, Kent & Medway NHS & Social Care Partnership Trust,
St Martin’s Hospital, Canterbury, UK

P Lelliott, Royal College of Psychiatrists’ Research and Training Unit;
Oxleas NHS Trust, London, UK

C Paton, Oxleas NHS Trust, Dartford, Kent, UK

Competing interests: None.

REFERENCES

1 Pirmohamed M, James S, Meakin S, et al. Adverse drug reactions as cause of
admission to hospital: prospective analysis of 18820 patients. BMJ
2004;329:15-19.

2 Franklin B, Vincent C, Schachter M, et al. The incidence of prescribing errors
in hospital in-patients. Drug Saf 2005;28:891-900.

3 Franklin B, Schachter M, Vincent C, et al. Causes of prescribing errors in
hospital in-patients: a prospective study. Lancet 2002;324:1373-8.

4 Franklin B, Barber N, Schachter M. What is a prescribing error? Qual Saf
Health Care 2000,9:232-7.

5 Dovey SM, Meyers DS, Phillips RL, et al. A preliminary taxonomy of medical
errors in family practice. Qual Saf Health Care 2002;11:233-8.

6 Maidment ID, Thorn A. A medication error reporting scheme: analysis of the
first 12-months. Psychiatr Bull 2005;29:298-301.

7 Boardman H, Fitzpatrick R. Self reported clinical pharmacist inferventions
underestimate their contribution to patient care. Pharm World Sci
2001,23:55-9.

8 Nirodi P, Mitchell AJ. The quality of psychotropic drug prescribing in-patients
in psychiatric units for the elderly. Aging Ment Health 2002;6:191-6.

13
14
15

18
19

20

21
22
23

24
25

26

27
28

29

30
31
32
33

34
35
36

37
38
39

40
41
42
43
44

413

Grasso BC, Genest R, Jordan CW, et al. Use of chart and record reviews to
detect medication errors in a state psychiatric hospital. Psychiatr Serv
2003;54:677-81.

Haw C, Stubbs J. Prescribing errors at a psychiatric hospital. Pharm Pract
2003;13:64-6.

Paton C, Gill-Banham S. Prescribing errors in psychiatry. Psychiatr Bull
2003,27:208-10.

Stubbs J, Haw C, Cahill C. Auditing prescribing errors in a psychiatric
hospital. Are pharmacists interventions effective? Hosp Pharm
2004;11:203-6.

Stubbs J, Haw C, Taylor D. Prescription errors in psychiatry—a multi-centre
study. J Psychopharmacol 2006;20:552-61.

lto H, Yamazumi S. Common types of medication errors on long-term
psychiatric care units. Int J Qual Health Care 2003;15:207-12.

Haw C, Dickens G, Stubbs J. A review of medication administration errors
reported in a large psychiatric hospital in the United Kingdom. Psychiatr Serv
2005;56:1610-13.

Department of Health. Safety first: five-year report of the National
Confidential Inquiry into suicide and homicide by people with mental illness.
London: Department of Health, 2001.

National Statistics. PD400TI estimated numbers of deaths assigned fo suicide,
1997-2000, 2000. hh‘p://www.staﬁstics.gov.Uk/StutBose/
xsdataset.asp?vink = 5684&Pos = 3&ColRank = 1&Rank = 192 (accessed 17
Oct 2006).

Department of Health. Final report by the Workforce Action Team: executive
summary. London: Department of Health, 2001.

HMSO. The NHS plan: a plan for investment a plan for reform. London:
HMSO, 2000, hh‘p://www.dhAgov.uk/assetRoot/OA/05/57/83/
04055783.pdf (accessed 17 Oct 2006).

Woolf SH, Kuzel AJ, Dovey SM, et al A string of mistakes: the imporfance of
cascade analysis in describing, counting, and preventing medical errors. Ann
Fam Med 2004;2:317-26.

Cochrane RA, Mandel AR, Ledger-Scott M, et al. Changes in drug treatment
after discharge from hospital in geriatric patients. BMJ 1992;305:694-6.
Duggan C, Bates |, Hough J. Discrepancies in prescribing where do they
occur? Pharm J 1996;256:65-7.

Morcos S, Francis SA, Duggan C. Where are the weakest links—a descriptive
study of discrepancies in prescribing between primary and secondary sectors
of mental health service provision. Psychiatr Bull 2002;26:371-4.

Clarke NA. What the eye doesn’t see: drugs psychiatrists and GPs don’t know
their patients are on. Psychiafr Bull 1993;17:469-70.

Akwagyriam |, Goodyer LI, Harding L, et al. Drug history taking and the
identification of drug related problems in an occigenf and emergency
department. J Accid Emerg Med 1996;13:166-8.

Nicholls M, Horler K, Conroy C, et al. What contribution does a PODs scheme
make to improving medicine mismanagement. http://
www.druginfozone.org/Record%20Viewing/viewDetail.aspx?ids = 528708
(accessed 17 Oct 2006).

Shah K, Needle R, Foss T, et al. Intensive pharmacy input at admission—a
pilot project. Hosp Pharm 2004;11:339-40.

Harrington M, Leﬁ?oh‘ P, Paton C, et al. The results of a multi-centre audit of the
prescriﬂing of antipsychotic drugs for in-patients in the United Kingdom.
Psychiatr Bull 2002;26:414-18.

Paton C, Esop R, Young C, et al. Obesity, dyslipidaemias and smoking in an
in-patient population treated with antipsychotic drugs. Acta Psychiatr Scand
2004;110:299-305.

Taylor D, Young C, Esop R, et al. Testing for diabetes in hospitalised patients
prescribed antipsychotic drugs. Br J Psychiatry 2004;185:152-6.

Kehoe RF, Mander AJ. Lithium treatment: prescribing and monitoring habits in
hospital and general practice. BMJ 1992,304:552-4.

Glover KJ, Lawley D. How safe is lithium prescribing? Audit of a local
prescribing framework and patient survey. Psychiatr Bull 2005;29:98-100.
Royal College of Psychiatrists. The use of licensed medicines for unlicensed
applications in psyc%iafric practice: CR 142. London: Royal College of
Psychiatrists, in press.

Lowe-Ponsford F, Baldwin D. Off-label prescribing by psychiatrists. Psychiatr
Bull 2000;24:55-7.

Hodgson R, Belgamwar R. Off-label prescribing by psychiatrists. Psychiatr Bull
2006;30:55-7.

Royal College of Psychiatrists. Consensus statement on high-dose
antipsychotic medication: CR138. London: Royal College of Psychiatrists,
2006.

Mannion L, Sloan D, Connolly L. Rapid tranquilisation: are we getting it right?
Psychiatr Bull 1997;29:411-13.

Cunnane JG. Drug management of disturbed behaviour by psychiatrists.
Psychiatr Bull 1994;18:138-9.

Cheeta S, Schifano F, Oyefeso A, et al. Antidepressants related deaths and
prescriptions in England and Wales, 1998-2000. Br J Psychiatry
2004;184:41-7.

Department of Health. National suicide prevention strategy for England.
London: Department of Health, 2002.

Barber N, Rawlins M, Franklin B. Reducing prescribing error: competence,
control and culture. Qual Saf Health Care 2003;12(Suppl 1):i29-32.
Department of Health. Report maps road to medication safety. Chief Med Off
Update 2004,38:1-3.

Branford D. The national service framework for mental health—where is
pharmacy? Pharm J 1999,263:980.

Branford D, Pratt P. Towards the mental health super trust—evaluating the
options for pharmacy. Pharm J 2002,268:92, .

www.gshc.com



