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Shared Learning from the International Medication Safety Community:
NHS Alert on Risk of Oxytocin Overdose

Monitoring patient safety alerts issued by national
and international organizations, including the World
Health Organization, the National Health Service
(NHS; United Kingdom), the Australian

! Intravenous Oxytocin Safety Issues
Identified in the Alert from NHS England

Commission on Safety and Quality in Health Care, SITUATION:
and the International Medication Safety Network Bags of intravenous (IV) oxytocin are prepared
(IMSN), can support proactive risk assessment and before the medication is ordered to enable rapid
the strengthening of medication-use systems. This initiation of oxytocin infusions in urgent situations
bulletin shares information published by NHS (e.g., to manage postpartum hemorrhage).
England in September 2024 describing the risks of SAFETY ISSUES:
oxytocin overdose during labour and childbirth,' and (1) Bags of IV oxytocin can be inadvertently
considers the Canadian context. selected and administered instead of plain
IV fluids.
BACKGROUND (2) Where different concentrations of oxytocin
are used for different indications, the bags
Oxytocin is a high-alert medication.? Low-dose of IV oxytocin for use postpartum (higher
intravenous (IV) infusions of oxytocin are used to concentration) can be inadvertently
induce labour whereas at higher doses, oxytocin can selected and administered instead of those
be used to manage postpartum hemorrhage.? for use during labour (lower concentration).

) ) KEY CONTRIBUTING FACTOR:
The National Patient Safety Alert from NHS England Oxytocin infusions are pre-prepared on the unit

highlights the following incident examples:' in advance of need.

\. J

» Mix-ups between bags of IV oxytocin and
bags of plain IV fluids (500 mL or 1000 mL),
resulting in unintentional administration of

oxytocin during labour, at rates intended for Pharmaceutical induction and

IV fluids (used for maintenance or hydration). augmentation of labour is high risk and
« Mix-ups between bags of IV oxytocin intended ranked as one of the top risks identified

for use postpartum (higher concentration) and by the Healthcare Insurance Reciprocal

those intended for use before and during of Canada (HIROC).

labour (lower concentration), resulting in fetal (Communication with HIROC, 2025)

hypoxia and placental abruption.
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THE CANADIAN CONTEXT

The alert from NHS England was assessed for

applicability in Canada by

* reviewing previous learning and analyzing recent
reports of oxytocin-related incidents*

* consulting with Canadian experts regarding the
current local risk for errors similar to those
described in the alert

Shared Learning from Reports of Incidents

Multi-incident analyses of incidents involving
oxytocin conducted in 2013 (n = 93 incidents) and
2019 (n = 144 incidents) have been shared in
previous issues of the ISMP Canada Safety
Bulletin.*® The first of these publications identified
the lack of labelling of pre-prepared bags of oxytocin
as a key factor contributing to selection errors. The
second publication described continued concerns
about the lack of, or poor quality of, labelling of bags
containing oxytocin, as well as challenges with safe
storage, problems with IV pump and line setup,
confusion about the rates of infusion, and gaps in
communication and documentation.

Incident Example: An unlabelled bag of what was
presumed to be plain 1V fluids was retrieved and
administered to a patient. Staff later noted maternal
uterine cramping and fetal heart rate deceleration. It
was discovered that the bag contained oxytocin. The
patient required emergency caesarean section.’

An analysis of oxytocin incidents submitted in the
past 5 years (2020-2024; n = 65) was undertaken.
Some reports described pre-prepared oxytocin doses
intended for postpartum use being available in the
patient care area during labour, as well as bags and
syringes containing oxytocin that were unlabelled.

Incident Example: Pre-prepared unlabelled syringes
of oxytocin and an opioid were placed together at the
bedside. The opioid was given in error. Fortunately,
there was no harm to the patient or the baby.

Consultation with Canadian Experts

Canadian health care providers confirmed the

following unsafe practices:

* oxytocin being prepared before it is ordered
(e.g., in busy clinical areas)

* syringes or bags containing oxytocin being
unlabelled

* oxytocin being available in the patient care area
before the intended stage of labour

In Canada, most hospitals continue to prepare bags
and syringes of oxytocin in patient care areas.
Ready-to-use formats of oxytocin are available.®

RECOMMENDATIONS

Subsequent to review of the alert from NHS England,
analysis of reports of incidents, and consultation
regarding obstetric practice in Canada, the following
strategies are recommended.

Protocols/Order Sets

* Ensure protocols, supporting procedures, and order
sets related to oxytocin (e.g., for induction of
labour or management of postpartum hemorrhage)
are readily available.”®
> Define roles and responsibilities of

interprofessional team members for prescribing,
preparing, administering, and monitoring of
oxytocin.>'!

o Incorporate standardized safety checks for
oxytocin, to be completed before and during
administration.’ Safety checks could be
integrated in detailed order sets or be part of a
safety checklist.'*!

° Provide guidance for when oxytocin should be
made available in the patient care area.

o QOutline documentation requirements (e.g.,
patient consent, dosing and administration, and
continuous monitoring).

o Require independent double checks at vulnerable
steps involving oxytocin (e.g., when preparing

" The reports were submitted to the Consumer Reporting program, the Individual Practitioner Reporting database, and the Canadian
Institute for Health Information’s National System for Incident Reporting (NSIR), all of which are components of the Canadian
Medication Incident Reporting and Prevention System (CMIRPS). The analyses, conclusions, opinions, and statements expressed herein

are those of ISMP Canada.
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solutions for infusion and when programming
infusion pumps).®

Preparation/Dispensing

» Avoid pre-preparing IV oxytocin in any patient
care area before it is ordered and required."'*

* When possible, standardize oxytocin infusions to a
single concentration for use during induction,
labour and/or postpartum.'*!3

 Standardize the labelling of prepared bags and
syringes containing IV oxytocin. Prominently label
both sides of the bag to differentiate it from plain
IV fluids and other infusions.'*

* Where possible, supply IV oxytocin in a
ready-to-use format from pharmacy or a
manufacturer, to reduce the risk of preparation
errors.>!

Storage and Administration

» Use infusion pumps with dose error reduction
software to administer IV oxytocin, with safety
parameters for each indication (e.g., specific soft
and hard stops for induction, labour, and
postpartum hemorrhage).

* Implement barcode scanning of
oxytocin-containing products prior to
administration, where available.'

* Stock postpartum hemorrhage kits in all clinical
care units where they may be required (e.g.,
birthing suites, postpartum care areas); the kits
should be readily accessible (e.g., in automated
dispensing cabinets). The use of kits permits
oxytocin to be readily available to manage
postpartum hemorrhage during the second stage of
labour, or thereafter, while sequestering doses away
from patients in labour.!

Patient Education

* Discuss the benefits and risks of oxytocin with
patients and engage them in monitoring and
communication with health care providers.!>!
A resource kit is available here:
https://ismpcanada.ca/resource/oxytocin-safety/

CONCLUSION

In Canada, learning and sharing from analyses of
oxytocin incidents, as reported by health care
organizations, pharmacies, and individuals, inform
opportunities for continuous improvement. The alert
from NHS England highlights how reports of
oxytocin incidents in one country can help inform
safety globally.
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CMIRPS %% SCDPIM

Canadian Medication Incident Systéeme canadien de déclaration et de
Reporting and Prevention System prévention des inci édi

The Canadian Medication Incident Reporting and Prevention
System (CMIRPS) is a collaborative pan-Canadian program of
Health Canada, the Canadian Institute for Health Information
(CIHI), the Institute for Safe Medication Practices Canada
(ISMP Canada) and Healthcare Excellence Canada (HEC). The
goal of CMIRPS is to reduce and prevent harmful medication
incidents in Canada.

Funding support provided by Health Canada. The views
expressed herein do not necessarily represent the views of
Health Canada.

—
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HIROC

The Healthcare Insurance Reciprocal of Canada (HIROC)
provides support for the bulletin and is a member owned
expert provider of professional and general liability coverage
and risk management support.

ism
CANADA p

The Institute for Safe Medication Practices Canada (ISMP
Canada) is an independent national not-for-profit
organization committed to the advancement of medication
safety in all healthcare settings. ISMP Canada's mandate
includes  analyzing medication incidents, making
recommendations for the prevention of harmful medication
incidents, and facilitating quality improvement initiatives.
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Report Medication Incidents
(Including near misses)

Online: www.ismpcanada.ca/report/
Phone: 1-866-544-7672

ISMP Canada strives to ensure confidentiality and
security of information received, and respects the
wishes of the reporter as to the level of detail to be
included in publications.

Stay Informed

To receive ISMP Canada Safety Bulletins
and Newsletters visit:

www.ismpcanada.ca/safety-bulletins/#footer

This bulletin shares information about safe medication
practices, is noncommercial, and is therefore exempt
from Canadian anti-spam legislation.

Contact Us

Email: cmirps@ismpcanada.ca
Phone: 1-866-544-7672

©2025 Institute for Safe Medication Practices Canada.
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