Medication safety

How do we measure
up?

oy Alison McMillan

i — Director, Statewide Quality Branch
Department of Human Services
Victoria
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Everyone should have access to

the right care delivered In the
right way, at the right time, with
the best use of available

resources.



We make the wrong plan nearly 50%
of the time

We harm 10% of hospital admissions

Severe or permanent harm to 2% of
admissions. That is 1/300 deaths

100,000 deaths preventable deaths
since QAHCS In 1995

Harm cost est. $1M/hour in Australia

Prof Bill Runciman 2007



= Medical (medication) errors occur when

people unintentionally use a wrong plan
to achieve an aim, or fail to carry out a

planned action as intended.

Runciman WB, Merry AF, Tito F. Error, blame and the law in health care — an antipodean perspective. Ann
Intern Med 2003; 138: 974-979.



Did not leave Emergency Dept before being seen (2004)
Central venous catheter - no complications® (2004}
Children satisfied with communication™ (2003)

No postsurgical pneumonia, UTI or DVT* (2004)
Not physically restrained in nursing homes (2004)
Adults satisfied with communication (2003)
Patients with adequate haemodialysis (2004)

Mo pressure sores - high risk residents (2004)

No appointment difficulty* (2003)

Recommended heart failure care received (2004)
Prenatal care in 1st trimester (2003)

Medication of elderly not inappropriate (2003)

TB patients completing treatment (2002}

Fully immunized aged 19-35 months (2004)
Hepatitis B immunized adolescents (2003)

No pressure sores - short stay residents (2004)
Recommended heart attack care (2004)

Home health care patients not admitted* (2004)
Smokers advised to quit (2003)

Recommended pneumonia care (2004)

Vision checked in children aged 3-6* (2003)
Obese advised to exercise* (2003)
Appropriate antibiotic cover for surgery (2004)

Colorectal cancer screening (2003)

Children given healthy eating advice (2003)
Diabetic given 3 screening tests (2003)
Completed substance abuse treatment (2003}
Improved mobility in home health care (2004)
lllicit drug users who received treatment™ (2004)
Dialysis patients awaiting transplant™ (2003}

* denotes change not significant

% OF ELIGIBLE PATIENTS WHO
RECEIVED RECOMMENDED OR EXPECTED CARE

Adult depression treated (2004) -

Pneumococcal vaccination of elderly (2004) f-------omccmmmmmmmmmniaroaaaaoae
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-Medication errors are among the most
common incidents reported in public
hospitals.

eIn NSW public hospitals, the Incident
Information Management System (11IMS)
report for 2005-2006 included 17,367
medication incidents in which medication
error was the primary cause of harm.



Fae In another 968 incidents, medication error

----- was a secondary cause. Most incidents were
’ notified from the services of general medicine
or pharmacy, but all clinical services,

Including surgery, reported medication errors.

eln the UK 60,000 medication errors were
reported to the NPSA since 2005.



retained instrument suicide

blood after surgery 10% 13%
===y transfusion / Wric:)_ngt/
—— 1% \ patien
= = body part
2490
Other
46%0 labour or
medication error leading delivery 2%

to death
(incorrect administration) 4%o



= MEDICATION SAFETY

I
1
R *f

C’_-“’

£ o1
OI\/IISSION ! ON
!



Knowledge Rule based

E based error error

el ack of knowledge |eLapse of memory

el ack of access to e ack of attention

knowledge =Error of judgement

eCompetency

eDistraction




Active failures Latent failures

eMade by people eCreated by the
system
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—dose —route

s —strength —time
""""""""" —frequency  —patient
—rate

Omitted -prescribed not given
-not prescribed
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