Example: Contributory factors framework for medicines errors 
summary and action planning form

	Details of medicine error

	Name of care service: Flower Meadow Care Home

	Form completed by (give name and job title): Liz Jones – Duty Manager

	Incident date: 22/10/2025
	Harm: No

	Date of completion: 24/10/2025

	Brief description of medicine error: Four PRN medicines (laxatives) were out of stock for four different people. The medicines had been disposed of instead of being carried forward at the beginning of the monthly cycle. Records indicated that the people affected did not require their PRN laxatives while they were out of stock (near-miss). We had not identified the issue internally as the medicine(s) had not been required and because we were not using the eMAR report features. A lack of breaks for the carer involved was also identified as a contributing factor.

	What information and support has the staff member, the person and their family or representative involved been given? We have informed each person individually about the incident, apologised, and explained that the medicine is now available if they require it. Two people were fine with the outcome but Mrs W.W and Mr A.B asked if these medicines could be stopped as they say they don’t require them anymore. We have put a note in the ward round communications book to ask the GP to discuss this with them. Agnes will be supported (along with all other staff) to take their breaks on time wherever possible.



	Domain 1: Situational factors
	Summary
Remember to add relevant actions to the action plan (below) 
on what needs to be done to prevent reoccurrence

	A) Team factors 
Were there any failure of team function? For example:
	If applicable: Describe here how/why these factors contributed to the error.
	1. Conflicting team goals ☐
2. Lack of respect for colleagues ☐
3. Poor delegation ☐
	4.    Absence of feedback ☐
5. Other: ☐ Click or tap here to enter text.
	

	B) Individual staff factors
Were there any reasons why this was more likely to occur with the team member involved? For example:
	
Agnes was trying to book in all the monthly medicines before her lunch break. As this took longer than expected she became hungry and took short-cuts to try to speed things up.
	1. Fatigue ☐
2. Stress ☐
3. Rushed ☒
4. Distraction ☐
5. Inexperience ☐
6. Lack of confidence ☐
	7. Illness ☐
8. Hunger ☒
9. Language barriers ☐
10. Other related medicines errors ☐
11. Personal equipment ☐
12. Other: ☐ Click or tap here to enter text.
	

	C) Task characteristics
Did the task features make the incident more likely? For example:
	If applicable: Describe here how/why these factors contributed to the error.
	
	
	

	1. Unfamiliar task ☐
2. Difficult task ☐
3. Boring task ☐
	4. Care plan not clear ☐
5. Other: ☐ Click or tap here to enter text.
	

	D) Person supported factors
Were there any reasons why this incident was more likely to occur to this person? For example:
	If applicable: Describe here how/why these factors contributed to the error.
	1. Language barrier ☐
2. Person is self-administering ☐
3. Medicines declined ☐
4. Complex medical needs/medical history ☐
	5.   Person asleep ☐
6. Person intoxicated ☐
7. Unusual presentation of the person supported ☐
8. Other: ☐ Click or tap here to enter text.
	



















	Domain 2: Working conditions within the care service
	Summary
Remember to add relevant actions to the action plan (below) 
on what needs to be done to prevent reoccurrence

	A) Workload and staffing
Was there a mismatch between workload and available staff around the time of the incident? For example:
	If applicable: Describe here how/why these factors contributed to the error.	

	1. Required v actual number of staff on duty ☐
2. Staff sickness ☐
3. Staff late for duty ☐
4. High workload ☐
	5. Medicines trained and competent staff available ☐ 
6. Recruitment/retention issues ☐
7. Other: ☐ Click or tap here to enter text.
	

	B) Leadership, supervision and roles
Was there any failure in team function? For example:
	If applicable: Describe here how/why these factors contributed to the error.	

	
	
	

	1. Inappropriate delegation of tasks ☐
2. Unclear responsibilities ☐
3. Supervision ☐
	4. Lack of supervision/support ☐
5. Other: ☐ Click or tap here to enter text.
	

	C) Medicines, equipment and consumables
Were there difficulties obtaining the correct medicines and/or working equipment and/or consumables? For example:
	PRN Medicines were unavailable.
	1. Unavailable medicines ☒
2. Ordering issues ☐
3. Equipment not working ☐
4. Inadequate maintenance ☐
	5. Consumables/equipment unavailable ☐
6. Were multi-compartment compliance aid (MCCA) or original packs involved ☐
7. Other: ☐ Click or tap here to enter text.
	





	Domain 3: Organisational factors
	Summary
Remember to add relevant actions to the action plan (below) 
on what needs to be done to prevent reoccurrence

	A) Physical environment
Did the working environment hinder your work in any way? For example:
	If applicable: Describe here how/why these factors contributed to the error.
	1. Layout ☐
2. Lack of space ☐
3. Storage / environmental issues ☐
4. Poor visibility (e.g. position of staff) ☐
	5. Poor lighting ☐
6. Poor access to the person  ☐
7. Other: ☐ Click or tap here to enter text.
	

	B) Other departments/services
Were there any problems for other departments/services? For example:
	If applicable: Describe here how/why these factors contributed to the error.
	1. GP practice ☐
2. Nurse ☐
3. Non-medical prescriber ☐
4. Medicines supplier ☐
	5. Hospital department ☐
6. Advocate/social worker/family/friends) ☐
7. Ambulance service ☐
8. Other: ☐ Click or tap here to enter text.
	

	C) Scheduling
Did any time or bed pressures play a role in the incident? For example:
	If applicable: Describe here how/why these factors contributed to the error.
	1. Too many people per staff member ☐
2. Discharge from hospital with little notice ☐
3. Short notice admission to the care service ☐
	4. Short notice of administration required ☐
5. Other: ☐ Click or tap here to enter text.
	

	D) Staff training and education
Were there any issues with staff skill or knowledge? For example:
	
If applicable: Describe here how/why these factors contributed to the error.
	1. New medicines ☐
2. Inadequate training ☐
3. No protected time for teaching ☐
4. Inadequate competency assessments ☐
	5. Training/competency assessment not standardised ☐
6. No regular refreshers ☐
7. Other: ☐ Click or tap here to enter text.
	
















	
Domain 4: Latent/external factors

	Summary
Remember to add relevant actions to the action plan (below) 
on what needs to be done to prevent reoccurrence

	A) Design of packaging, equipment and consumables 
Was there any characteristics about the packaging, equipment or consumables that was unhelpful? For example:
	If applicable: Describe here how/why these factors contributed to the error.
	1. Design of packaging ☐
2. Equipment design ☐
3. Equipment not fit for purpose ☐ 
4. Similar medicines names ☐
	5. Similar names (of the people supported) ☐
6. Ambiguous labelling/directions ☐
7. Incorrect reconciliation ☐
8. Other: ☐ Click or tap here to enter text.
	

	B) Policies/documentation
Have any policies or procedures influenced this incident? For example:
	If applicable: Describe here how/why these factors contributed to the error.
	1. Care providers medicines policy ☐
2. Commissioners/local authority medicines guidance ☐
3. Relevant NICE guidelines ☐
4. CQC guidelines ☐
	5. Covert medicines administration ☐
6. Medicines care plan ☐
7. Medicines administration record (MAR) ☐
8. Other: ☐ Click or tap here to enter text.
	







	Domain 5: Communication and culture
	Summary
Remember to add relevant actions to the action plan (below) 
on what needs to be done to prevent reoccurrence

	A) Safety culture
	Did the safety culture within your care service contribute to 
	this incident? 
	For example:
	Medicines Policy/Procedure for booking in medicines not followed. Internal audits not completed to full potential.
	1. Policies/procedures not followed ☒
2. Fear of reporting errors ☐
3. Attitude to risk management ☐
	4. Irregular audits, reconciliation, and stock checks ☒
5. Previous concerns/near-misses not actioned ☐
6. Other: ☐ Click or tap here to enter text.
	

	B) 
Verbal and written communication
	Did poor written or verbal communication worsen the situation? 	For example:
	If applicable: Describe here how/why these factors contributed to the error.
	1. Poor communication between staff within the care service ☐
2. Poor communication between the prescriber and care service ☐
3. Poor communication between the hospital and care service ☐
	4.    Handover problems within the care service ☐
5. Unclear communication/notes in the care record ☐
6. Other: ☐ Click or tap here to enter text.
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	Action plan - What needs to be done to prevent a reoccurrence of the error?

	Action to be taken
	Responsible person
	Completion date
	Evidence of improvement
	How will learning be shared?

	Raise staff awareness that rushing any task (including booking in medicines) can lead to errors.	Team Leaders	29/10/2025	
Keep a record of what is discussed at staff huddles.	
Awareness to be raised with staff members in staff huddles. 
	Ask staff to take their breaks at the agreed times whenever possible and to speak up if this is not happening.	Deputy Manager	24/10/2025	Documented welfare checks. Staff take breaks and appropriate times.	Handover. Staff Huddle. Staff 1-2-1s.
	Discuss risks of out-of-stock medicines and ways of preventing them at the weekly team meeting. Display a waste medicines poster in the medicines room. Ask all relevant staff to read and sign back of poster once understood.	Registered Manager	27/10/2025	All relevant staff to take part in discussion and sign back of poster.	Medicines waste poster and staff discussions. Ask local medicines management team if a piece about waste management could be included in their next newsletter.
	Ask relevant staff to read and sign (once understood) the ‘booking in medicines’ section of Policy/Procedures. Ask staff if they think they should benefit from refresher training on how record carrying suitable stock forward on the eMAR. 	Deputy Manager	11/11/2025	All relevant staff to sign and acknowledge they have read and understood the booking in medicines procedure.	Read and sign of policy/procedure. Staff 1-2-1s, arrange eMAR refresher training if required.
	Update the internal medicines audit tool to include the use of eMAR reports and analytical features. Ask staff whose role includes completing internal audits to read the eMAR user manual. If required arrange refresher training (specifically on eMAR audit software.)	Registered Manager	12/11/2025	Updated audit tool. Future audits to include eMAR reports. Staff refresher training sessions if required.	Inform head office of the eMAR report and analytic features. Ask them to share this with our sister homes (in case they are also unfamiliar with this.)


	
Reports and/or referrals


	CQC: Choose an item.
	Date: Click or tap to enter a date.

	Safeguarding: Choose an item.
	Date: Click or tap to enter a date.

	CDAO (for controlled drugs): Choose an item.
	Date: Click or tap to enter a date.

	Police: Choose an item.
	Date: Click or tap to enter a date.

	Professional body e.g. NMC: Click or tap here to enter text.
	Date: Click or tap to enter a date.

	Commissioning team: Yes        
	Date: 24/10/2025

	Other: Click or tap here to enter text.
	Date: Click or tap to enter a date.
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