
This document provides an overview of what you can do in the event of a medication issue and does not constitute clinical guidance. Organisations who created this form 
take no responsibility for the subsequent non-compliance of any regulations, audits or assurance processes should this document directly be implemented. 
 
If there is any doubt as to whether a safeguarding concern should be raised, staff should speak to their safeguarding lead or contact the Safeguarding Contact Centre for 
further advice. 

 

 

 

Medication Incident Guide 
This process should be used as a guide in the event of a medication related incident such as: 

missed dose, early or late dose, under or overdose. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Medication Related Incident 

V3 

Contact 999 

Regularly undertake and review incidents to 
identify themes, trends, and the reasons 

behind incidents. This will support the 
implementation of preventative action to 

reduce further incidents. 

Is there any indication that the medication issue was a result of possible abuse, neglect, or omission of care? 

Log incident – all should be logged even if a 
safeguarding referral is not raised 

N

Raise safeguarding referral 

Yes 
No 

 Staff medication training. 
 Record keeping processes. 
 Understanding of individuals ways of displaying pain and that is clearly documented in their person-centred care plan. 
 Ensuring staff providing medication are protected from other duties while doing the role. 

Notify next of kin and emergency contact 

Review leaflet for guidance 

 Person has come to harm. 
 Person was caused pain. 
 Medication deliberately withheld. 
 Medication used as a form of unlawful restraint/control 
 Person’s mental wellbeing or emotional wellbeing has been impacted. 
 Recovery from an illness has been extended. 
 The medication was purposely not given. 
 PRN medication was not given in line with their needs. 
 Medication has previously been missed and no mitigating action was 

implemented to prevent it happening. 
 Error forms part of a pattern or culture within the home i.e repeated 

errors for the same medication, same adult, or same member of staff 
 Covert medication administered without appropriate MCA/Best 

Interests decision. 
 Incorrect dosage was purposely given. 
 Medication was used for a purpose other than what was intended. 
 Time sensitive medication timings were purposely ignored. 

Do you have access to the Patient Information Leaflet that came within the medication? 

Yes 

Do you feel additional medical guidance is required? 

Review electronic medicines compendium 

Review additional guidance on https://www.nhs.uk/medicines/ if required 

Follow guidance outlined in referenced resources 

No 

Upon review, do you feel that the incident has caused harm to the individual and that they require urgent 
medical attention? 

Yes No 

Contact 111, Pharmacist, Doctor, or Specialist Nurse/Clinic No 

Yes 

At your initial assessment, do you feel that the incident has caused harm to the individual and that they require 
urgent medical attention? 

No Yes 



This document provides an overview of what you can do in the event of a medication issue and does not constitute clinical guidance. Organisations who created this form 
take no responsibility for the subsequent non-compliance of any regulations, audits or assurance processes should this document directly be implemented. 
 
If there is any doubt as to whether a safeguarding concern should be raised, staff should speak to their safeguarding lead or contact the Safeguarding Contact Centre for 
further advice. 

 

 

 

Safeguarding Guide 
 

 

 

Has a person come to harm 
or been caused pain?

Was the medication 
deliberately withheld, 

purposely not given or the 
incorrect dosage given in 

line with their needs?

Was medication used as a 
form of unlawful 
restraint/control?

Has a person’s mental 
wellbeing or emotional 

wellbeing been impacted?

Has their recovery from an 
illness  been extended?

Has medication previously 
been missed and then 

subsequently been missed 
again with no mitigating 
action implemented to 
prevent it happening?

Does the incident form part 
of a pattern or culture 

within the home?

Was covert medication 
administered without 
appropriate MCA/Best 

Interests decision?

Was medication used for a 
purpose other than what 

was intended?

Have time sensitive 
medication timings 

purposely been ignored?
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Yes No 


