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Danish Patient Safety Society/Patient Safety Unit — Capital Region
Dutch Institute For The Proper Use Of Medicines
Prescrire - France
Hospital Authority - Hong Kong
Institute of Safe Medication Practices
— USA
— Canada
— Spain
Irish Medication Safety Network & Clinical Indemnity scheme
National Board of Health and Welfare - Sweden
National Patient Safety Agency — UK
National Pharmacovigilance Centre — New Zealand



o Patient safety Is defined as
the freedom from accidental
Injuries during the course of
medical care.

e Several national multi-
centre studies on adverse
events reveal that 6.3 —
12.9% of hospitalised
patients experience at least
one serious adverse event.




* Adverse drug events are injuries related to the
use of medicines. They are caused by :

— adverse drug reactions - linked to product safety
— or medication errors - linked to the safety of practices




 Pharmacovigilance has
traditionally focused on side
effects of the medicinal product
used ‘as intended’

« Medication error reporting Is
concerned with medication use
systems and human factors




o Seldom ‘bad’ practitioners

o Usually ‘error prone’ systems and products




@ | Institute for Safe Medieation Practices

ISMP’s List of High-Alert Medications

Insulin

Oral Methotrexate
Opiates

Potassium injections
Hypertonic injections
Magnesium injection
Epoprostenol
Oxytocin

Epidural/spinal inject
Inotrope Injections
Amphotericin inject
Midazolam

Neuromuscular
nlockers

Hypoglycaemics
Dialysis solutions




Creation of a better medication safety
culture in Europe: Building up safe
medication practices

Expert Group on Safe Medication
Practices



Establish a medication error reporting system
Establish and use common terminology
Create a culture of safety

Set up a nationally recognised centre for safe
medication practices

Improve regulation on naming, labelling and
packaging of medicines



1 Total —+— High Risk

9000 -

8000 - 2.5%

7000 - 2 0%

6000 - )

5000 - L 1.5%

4000 - \ 1.0%

3000 - R

000 — 0.5%

1000 - 0.0%
0

1994 1995 1996 1997 1998 1999



Incidents with neuraxial therapy




The Telegraph

calcutta, india

| Thursday , July 10, 2008 |

Cancer patient dies after wrong injection

A 37-year-old cancer patient whose condition had
severely deteriorated following a “fatal mistake” in
administration of a chemotherapy drug at a nursing
home died on Wednesday morning.

Kuntal Chowdhury, a Birati resident and senior bank
official, was diagnosed with cancer in his glands
(diffuse large B-cell lymphoma) in February. He had
been undergoing chemotherapy at Woodlands Hospital
& Medical Research Centre.

He was admitted to the nursing home on June 18 for
the fourth dose of chemotherapy. His relatives lodged a
complaint with the state medical council alleging that an
anaesthetist administered a chemotherapy injection into
his spinal cord instead of a vein.
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Kuntal Chowdhury (top);
wife Barnali



Year | Patient details Country Year | Patient details Country
2007 | Female — 21 years old Hong-Kong 1991 | Male — 23 year old USA
2005 | Male — 21 years old USA 1990 | Female — 56 year old England
2005 | Female - 58 year old Spain 1990 | Female — 16 year old England
2004 | Male — 28 years old Australia 1990 | Male — 16 year old England
2003 | Child — 2 year old USA 1989 | Adult USA
2003 | Male — 49 year old USA 1989 | Male Israel
2002 | Female — 12 year old Spain 1988 | Female — 9 year old England
2001 | Female — 5 year old Germany 1988 | Male — 56 year old England
2001 | Male — 57 year old Germany 1987 | Female — 17 year old Australia
2001 | Male — 18 year old England 1987 | Female — 10 year old England
1999 | Male — 12 year old England 1984 | Female — 2 year old Ireland
1999 | Male — adult England 1983 | Male — 16 year old USA
1999 | Female — 7 year old Saudi Arabia 1983 | Female — 23 month old USA
1999 | Male — 3 year old South Korea 1982 | Female — 8/9 year old Israel
1998 | Female — 7 year old Canada 1980 | Female — 29 year old USA
1995 | Child USA 1978 | Female — 5 % year old USA
1992 | Child Saudi Arabia 1968 | Female - 2 Y years USA
1991 | Male — 23 year old USA




Patients Iin the UK Involved In
vincristine incidents




Patients Iin the UK involved In
vincristine incidents




Connector design




Look-alike and sound alike medicines




Look-a-like packaging for
diamorphine




Inadequate labelling
requirements in medicine
regulations




Inconsistent expression of ‘units’




No regulatory requirement for
technical information in packs




Poor understanding of the risks in use




WHO Collaborating Centre for Patient
Safety and High 5s Initiative




Global Report 2008




Network report and
recommendations




- A BIll concerning an expansion of The Act on
Patient Safety has been passed. The Act on
Patient Safety is now to include the primary
care, as well as access for patients and relatives
to report adverse events

New electronic reporting system

Establishment of network for prevention of
medication errors

Notice concerning confusion of infusion and
rinsing fluid has been prepared



Beware of basal opoid infusions with PCA
therapy

Fatal outcome after inadvertent injection of
topical epinephine
lcons and symbols on |V related products

Mis-identification of alphanumeric symbols in
handwritten and and computer generated
Information

Process for handling elastomeric pain relief
balls,ON-Painbuster and others

Will colour tinting IV tubing help?



Prograf and Advagraf mix-up

Fatal mix-up of Epinephrine solutions
Pharmaceutical Bar-coding project and
Medication Safety in Long Term Care

Operating Room Medication Safety
Checklist

The framework and standard operating
procedure for drug name review



Avoiding errors with parenteral nutrition

Innohep: errors caused by inappropriate
description of medications on labels and In
electronic prescription databases

Use of insulin pens for multiple patients

Avoiding errors related to administration of oral
solutions by injection

Errors caused by incorrect patient identification

Errors caused by confusion between Advagraf
and Prograf



Kaletra®oral solution: modification of
confusing label

Carbamazepine oral syringe graduated In
millilitres

Fentanyl by iontophoresis - Patient-
controlled postoperative analgesia:
continue to use Iintravenous morphine

Household spoons: do not use for drug
administration



Reducing risk of harm from oral bowel cleansing
solution

Reducing overdose with midazolam injection

Preventing omission of HIB when administering
nfanrix-IPB+Hib

nfusion and sampling from arterial lines
Reducing opioid dosing errors
ntravenous heparin flush solutions

Oral anti-cancer medicines: risk of incorrect
dosing




www. Intmedsafe.net




