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QuIC Report to the President: Doing What Counts For Patient Safety (2000).
www.bmijpg.com/thu27/m9 1.ppt
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Brennan et al. (1991)  United States 51 20864 3.7
Wilson et al. (1995) Australia 28 14179 16.6*
Vincent et al. (2001)  England 2 1014 10.8
Schioler et al. (2001) Denmark 17 1097 9.0
Dauvis et al. (2001) New Zealand 13 6579 11.2
Michel et al. (2004) France 7 778 14.5
Baker et al. (2004) Canada 20 3745 7.5

* |ater recalculated to 10.6%
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I HAVE
COME TO
INFORM YOU
ABOUT THE
RISKS OF YOUR
OPERATION.

CARTOON BY MICHAEL MITTAG, WWW.COCLRISK COM
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Amiloride

Smg Tablets BF
L€ Q
Amitoride

Atenolol

25ma Tablats B

Atenolol

50mg Tablots Br

MARTINDALE

Pharmaceuticals

—

Pharmaceuticals

MARTINDALE /'O

10 x 1.15ml ampoules
Injection containing

PHENOBARBITONE un-ecfii,‘if‘é?‘?ﬁ
SODIUM BP i 20__23
in Iml | [;m§|n ml |

7 f |

Contains

10 x 2ml ampoules

Contains: Phenobarbitone Sodium BP 6% wiv.
Disodium Edetate ard Water for injections Also contains 5

Propyl fycol
in Propylens Giyco and Water for Injections

(POM For subcutaneo musc after May also contain Sodium Hydroxide
dilution with 10 times its own volume of Water for
PLIB83/6I89R Injection, intravencus For intramuscular or slow intravenous use

PA36INS3 PROTECT FRCM LIGHT ’STORE BELOW 25°C PROTECT FROM LIGHT

win Dose: See enclosed patient information leaflec g

Sodium
(Chloride BP
= BS®wiv |  Sterile
For the preparation ampoule contains: | [for V- or S.C. use |

Patient information leaflet enclosed

L " :
of parenteral ugnocaine
B 2 B0 H.0 100 mg

7 B BRAUN
Sterile B BRAUN Serle B BRAUN “l"”l”ll ll

L1




Problems with labelling

Uuuncnpt‘iu’n’i_é ‘\
Diamorphine : Hydrochloride
H drochloride BP for Injectlon

Diamorphine

Hydrochloride




Improving Labelling and Packaging
reduce errors

sthotrexate

A partnership with UK
manufacturers of gt
Methotrexate to e

develop novel

packaging designs




Lone 1| - Entraposcon within eail
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FLone 3 - Entrapment in honsental space bemwesn
rail an«d mattmess

FLaone 4 - Envrapoeent betwesn top ol comrEprressed
mnmttress and bottosn of sail at coad of cail

Fones 5, 0 oand T oare mot measured rones. These are showwn bere -n-rll:..' for reference for future

reporting of entrapiment incidens.

Fomne 5 - Emvrapmment betweem splie raills Lo 6 - Emtragument beteesen rail encd Fouwe T - Emtragureent Bbetvweon bead oo
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“The patient in the next bed is highly
infectious. Thank God for these curtains.”
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High Reliability Organizations(HROs)
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hazards are
there?

revise

6. Record your 2. Who might be
findings ‘ harmed?

5. Are existing individuals be
precautions adequAte? harmed?

4. What is the
level of risk?
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Extreme Very high Moderate Low Negligible

Almost

; Severe Severe High Major Moderate
certain
Likely Severe High Major Significant Moderate

Moderate High Major Significant Moderate Low
Unlikely Major Significant Moderate Low Very low

Rare Significant Moderate Low Very low | Very Low
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KEY TO RISK ASSESSMENT:

SEVERITY as a measure of magnitude e.g.

0 = nil/negligible- no harm/minimal financial loss

1 =low/minor- minor temporary harm (first aid)/minor financial loss

2 = moderate- moderate harm (medical treatment, moderate reputation, financial loss)

3 = serious/major- major harm (excessive injuries, RIDDOR, major reputation, financial loss

4 = high - single death/excessive financial/ business/reputation loss
S = above tolerance — catastrophic/ multiple deaths/intolerable financial loss

LIKELTHOOD/PROBABLILITY as a measure of frequency i.e.

0 =impossible — 0% probablility — cannot happen

1 = unlikely — 1-24% probablility — may occur but improbable/doubtful

2 =low — 25-49% probablility — could occur at some time but rare/exceptional

3 = moderate — 50-74% probablility — should occur at some time/ fairly likely

4 = high — 75-99% probablility — will occur in most circumstances/ likely/probable

5 = certain — 100% probablility — expected to occur in most circumstances/ no doubt




Existing level of risk =
severity (as a measure of magnitude) x likelihood (as a measure of frequency)

LIKELITHOOD/PROBABLILITY

Unlikely Low Moderate High Certain
Nil/negligible I
> | Low/minor
= Moderate
=4 .
= | Serious
E High/major
)

Above tolerance

LEVEL OF RISK

Above
tolerance

25

Stop activity
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Probability of

occurring: , | \
Ocurrence (O) @ List of RPN
for risk

Priority Index _
for each risk Rk | RPN

Severity (S) =) — 2| AnAA 860
RPN* BEBEB 232
CCCC hd4

Probability of ﬁ R

Detection (D)

*"RPAMN = Rislk Priority Numhber (for eaach rigk)



Risk Treatment:
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S 3 4 o O 589 5
m “Reactive” and “Proactive” approaches

® learning from things that has gone wrong
(Reactive)

® preventing potential risks from impacting in the
service that the health organization provides

(Proactive)
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m Adverse incident
m Adverse event

® Near miss

m Medical error

m Negligent

® Violation, Fraud

m Safety
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Institute of Medicine

¢ Sentinel event
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Sentinel events
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Sentinel events
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Proximate (Supetficial or obvious) causes
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Root Cause(s)

He o blg, m

The interrelationship of causes
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Symptom of the problem.
“The Weed”

Above the surface
(obvious)

The Underlying Causes
“The Root”
Below the surface
(not obvious)

http:/ /www.thinkreliability.com/Root-Cause-Analysis-CM-Basics.aspx
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The User-friendly Root Cause Method
To Solve Complex, Multi-faceted Problems




RCA Techniques

m 5 Whys

m Safeguard analysis

m Change analysis

m Causal factor tree analysis

m Failure mode and effects analysis

m Ishikawa diagram (the fishbone diagram or
cause and effect diagram)

m Fault tree analysis
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V parking ticket
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N
PENALTY

CHARGE

NOTICE

\l

I have just been given a

Parked in a 10 minute max
parking zone and time expired

Why ?

The till was inoperative

Held up in a queue at the local
bakery

Why ?

Bakery had forgotten to
extend maintenance contract

Till had not been serviced by
manufacturers
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Risk Risk
Risk category 1 category 2
1.1 Risk
2.1

R Risk 1.2
Risk
Risk 2.2

Area or

1.3 process

under
study

Risk
category J




Fishbone diagram with the NPSA-NHS risk
categories in HEALTH

Equipment :
Strategic and Task or a ;;d Working
condition

organizational activity resources factors Individual
factors factors factors factors

|1 | Il'u

% \
"a* Area or

_11 \ \< H“:.,.
7 ‘ » | process
__ # [ ﬁ under study

Communication Education Team and Patient

factors and training social factors
factors factors
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on 2 May 2007

m the WHO World Alliance for Patient Safety
(WAPS)

in collaboration

= with WHO Collaborating Centre for Patient
Safety Solutions
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Look-alike, sound-alike medication names
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patient identification
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communication during patient hand-overs

PSRN (e Joe o T2l )9 5 r’L’.d‘ v

performance of correct procedure at correct body site
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control of concentrated electrolyte solutions

assuring medication accuracy at transitions in care

avoiding catheter and tubing misconnections
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single use of injection devices

CoBlpe b Lo ye Cigie 5| (6,5 sl> (sl s Cullagy g 0
improved hand hygiene to prevent health care-
associated infection



To err is Human

To cover up is unforgivable

To fail to learn i1s inexcusable






