
Introducing a ward poster to reduce anticoagulation and antiplatelet  

medication administration errors in patients with epidural analgesia 

Aims and Objectives 

To identify incidents of anticoagulation and antiplatelet medications being 

administered in error whilst an epidural is in place for post-operative anal-

gesia, and detect risk factors and how these can be reduced.  

 

Methods 

The APT collected data from incident forms over a 12-month period to 

gather evidence of the number of episodes where anticoagulation and an-

tiplatelet medications have been administered incorrectly whilst an epidur-

al is being used for post-operative analgesia.  

 

Results 

1204 epidurals have been inserted over 12 months for post-operative anal-

gesia, of these 5 resulted in anticoagulation and antiplatelet medication 

administration errors being reported. Each of these errors was associated 

with a different medication and occurred on different types of ward envi-

ronment such as critical care, surgical wards and theatre admissions.  

The APT has prevented some errors by being vigilant when assessing pa-

tients, but other errors may not have been identified or reported.  

 

Conclusion 

Despite the small number of anticoagulation and antiplatelet medication  

administration errors being identified, the APT still felt action needed to be 

taken to prevent any mistakes in future. The three main issues identified 

were:  

 patients being admitted to ward areas which were unfamiliar with epi-

durals;  

 new, inexperienced, or agency staff caring for these patients;  

 the amount of different anticoagulation and antiplatelet medications 

used, and new medications with which staff were unfamiliar.  

From these results and identified issues, the APT has designed a poster for 

display on the wards, which was adapted from one designed by one of the 

critical care pharmacists. It was decided not to specify different anticoagu-

lation and antiplatelet medications on the poster, as these will change over 

time, but to have clear “Dos” and “Don’ts”, and  have links for staff to ac-

cess more detailed guidance.  

Future Plans 

In 12 months’ time, re-audit incidents related to anticoagulation 

and antiplatelet medication errors in patients with epidural an-

algesia.  
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Background 

Epidural infusions are a safe and effective form of post-operative analgesia when managed correctly and protocols are followed, but the Acute Pain 

Team (APT) was concerned with incidents relating to anticoagulation and antiplatelet medication administration errors whilst the epidural was in 

place. These incidences of administering anticoagulant and antiplatelet medications with epidurals in place have delayed some patients’ discharge 

and could potentially lead to more serious life-changing complications for the patient through potential epidural haematoma. Although epidural 

haematomas are rare, estimated to be <1 in 150,000(1), the risks increase in patients with altered coagulopathy resulting from anticoagulant or 

antiplatelet medications(2). 


