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No doubt we have a problem worldwide

¸ A top ten patient safety issue

¸ Does harm patients

¸ Plenty of papers and reports

¸ Lots of factors

¸ Adds to health care costs

¸ Errors at every stage

¸ Reading, óriting and órithmetic



Medication and / or IV Fluids incidents 

reported in NSW public hospitals

Medication IV Fluids (PIT) by Actual SAC 

Actual SAC FY 2005-06 FY 2006-07 FY 2007-08 FY 2008-09
FY 2009-10 to date 

(01/03/10)

1 7 15 19 5 7

2 133 119 141 123 114

3 5013 5347 5700 5925 3738

4 11010 14033 14180 14095 8580

Actual SAC not 
assigned 1483 1502 609 1177 1620

Total 17646 21016 20649 21325 14059

Data extracted from IIMS Analyser, 1 March 2010 



Majority of incidents do not cause harm

¸ Similar picture around Australia - majority of reported 

incidents are minor wrong time, wrong route, wrong dose

¸ Medication error leading to death is a national Sentinel 

Event:

ï5 in 05/06 across Australia

ï11 in 06/07

ï22 in 07/08

¸ But this is not a cue to relax!



Garling Special Commission of Inquiry 

2008: Medication Use

¸ How medication management can be improved 

to increase patient safety;

¸ Communication of medicines related information 

(both within and between care settings);

¸ The provision of clinical pharmacy services; and

¸ The use of information technology to enhance 

the safety of medication management.



National Medication Safety and Quality 

Scoping Study 2009

¸ Identified four focus areas:

ïPatients knowing their medications and transfer of this 

information across care settings

ïProduct safety (post marketing surveillance, labelling and 

packaging and ólook alike, sound alikeô names)

ïMedication management systems and technology

ïHealth professional training and clinical practice



So we know we have a problemé why is 

it so hard to solve?

¸Some of the animals in the ñjungleò:

ïComplex, multifactorial problem

ïMultiple governments and governance levels

ïSo many players

ïFalse assumption that IT will fix it

ïBuilding blocks not understood



Recent report for NSW Health

¸ Mapping Medication Management Forward Plan January 

2010

¸ Prepared by William Paul, CHIK Services Pty Ltd

¸ Objective was to help us work out how to move forward

¸ Also confirmed it is a complex, multifactorial problem!













Multiple governments and governance 

levels

¸ Announcements last week by the Prime Minister and the 

comments since illustrate this point nicely!

¸ Not just State and Federal government issues, also a range 

of regulatory bodies and legislation eg international and 

national standards (eg GTIN), TGA, health professional 

registration boards, drug legislation, community pharmacy 

agreements, National Health Act and PBS, Health Insurance 

Act and Medicare Benefits Schedule, Private Health 

Insurance Act, industrial awards and agreements, Trade 

Practice Act, Australia/US Free Trade Agreement, 

intellectual property law.



Even at a more local level

¸ NSW Department of Health policies

¸ Drug Committee policies

¸ Therapeutic Advisory Group guidelines

¸ NHMRC guidelines

¸ Infection control guidelines and antibiotic stewardship

¸ Clinical unit policies

¸ Clinician preference



CSQG

NSWH

ACSQHADEC

NPS

ACHSAPSFCATAG
NeHTA

ADEC

HealthConnect

ACSOM

CEC

NSW TAG

SAFER

PSB MSEAC DCGs

Clinical

Pharmacy

Model Working 

Group

Pharmacy IT

Pharmacy

Reform

Committee

SHPA

Hospital 

Medication 

Safety 

Coordinators

NIMCO

PBAC


