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The Risk of Errors?
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Adverse events with medicines

—Every day 1m patients are treated successfully by
NHS acute services through complex interactions of
people, skills, technologies and drugs

—-96% acute services in 2004 recorded 974,000
reported incidents and near misses

—300,000 incidents of HAIs

—Average incidents of adverse events is 8.9%
(3.8-16.6%0)
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Deadly Toll of Medication Errors

In 6%06 of cases, it
lead to permanent

1% could be : )
orevented impairment
Adverse
events in >1
in 10 pts
1/3 of these In 8%6 of cases, it
are serious lead to the patient’s
death

: NHS |
What is clear v T Patient Sa futi Agen cy' more about them
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Adverse events and
errors



Penicillin
Rash:Erythematous
maculopapular eruption

Peptic Ulcer following NSAID
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Extravasation following Amiodarone goitre
antibiotic infusion
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‘Wrong’ leukaemia jab
teenager dies in hospital

THE teenager who was mistakenly injected with
an anti-cancer drug into his spine while belng
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Drug mtx-up killed _
leukaemia sufferer

“will make
mistakes

But a simple failsafe system is all it takes to stop
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Donna Horn: Doctor was
blamed for her death

AT THE age of 23, Donna Horn
from Wellingborough,
Northamptonshire, achieved
her ambition to visit Disney
World in Florida.

Making the tripin 1998 was a
triumph for Donna, but it was
not without its difficulties. Her
wheelchair made the journey
far from easy and she was suf-
fering from a chest infection.

But while she was away, the
illness deteriorated and she
died Doctors said her paralysis
had probably aggravated the
chest infection which finally
killed her.

What also came out at this
week's inquest into Donna's
death, however, was that the
paralysis itself was the result of
a medical blunder.

At the age of 15, Donna, like
Wayne Jowett, the 18-year-old
who died yesterday in Notting-
ham, had been fighting the
blood cancer leukaemia. She
had been diagnosed three years
earlier and like Wavne <he

Wayne Jowett, who died after doctors Injected an anti-cancer drug Into his spine

How a lifesaver

said: “It was a genuine mistake
from a lapse of concentration,”

After completing his evi-
dence Dr Greallv turned to

FROM PAGE1

campaigners who want the
rules tightened up so that the
same mistake is not made
again. And they are alreadyreal-
ising with growing horror that
Wayne is not the first to die in
this wholly preventable way.

Paul Balen, the family’s solic-
itor, said: “My clients have been
appalled to learn that so many
other families have suffered asa
result of similar mistakes.”

He said that Wayne had been
in remission at the time of the
blunder, indicating that the
blood cancer appeared to be
under control.

Two junior doctors at the hos-
pital have been suspended and
the police have been called in to
investigate Wayne's death,
= John MacDonald, the chief
executive of the Queen's Medi-
cal Centre, admitted his staff
and the hospital had let the
Jowett family down.

Mr MacDonald said: “We
have failed Wayne and his fam-
ily and for that we are deeply
sorry. We apolulgise unre-
servedly to the family and
would like to express our deep-
est sympathy.”

He added: "A serious mistake
was made when Wayne's drug
treatment was administered
wrongly.”

Mr MacDonald said staff had
been reminded to follow strict
protocols and procedures for
administering such drugs to
patients. He said: “A full internal

Teenager dies after drug error

inquiry has already been started
to discover what went wrong.
And if there are any lessons to
be learnt from this then they
will be”

Nottinghamshire police said
they had been called in to inves-
tigate the circumstances sur-
rounding the death.

A Department of Health
spokesman said: “We are very
sorry to hear of the tragic case of
this young man. This is a rare
and catastrophic event which
has happened in this and other
countries over the last 20 years,

“It 1s potentially avoidable
and a major new Initiative is
being taken to try to address a
problem which has not been
solved by previous action.”

The new initiative includes
introducing a mandatory sys-
tem for reporting mistakes.

Specific work on wrongly-
administered spinal injections
is being led by Professor Kent
Woods, director of the NHS
Technology Assessment Pro-
gramme.

Mr Jowett's death today came
Just a day after the inquest on a
23-year-old Northamptonshire
woman who died after a doctor
in Leicester made a similar mis-
take. Donna Horn, who had also
been receiving treatment for
leukaemia, was injected in the
spine with Vincristine by Dr
Peter Greally.

He admitted yesterday: “It
was a genuine mistake from a
lapse in concentration.”
jtrueland@scotsman.com

becomes a killer
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Cambridgeshire

Healh Aarhiorty

METHOITREXATE
TOXICITY

AN INQUIRY INTO THE DEATH OF A
CAMBERIDGESHIRE PATIENT

IN APRIL 2000

CAMEBERIDGESHIEE HEALTH AUTHORITY
JULY 2000
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An organisation with a memory

Report of an expert group on learning
from adverse events in the NH3
chaired by the Chief Medical Officer

Dm Department
of Health

Building
a safer NHS
for patients

IMPLEMENTING AN ORGANISATION
WITH A MEMORY
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Errors from poor
communication?
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between
supplies of prescribed drugs highest In
supplies obtained in the community
following discharge

This formed the focus of the intervention
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Example 1

Medical
In-patients were
recruited into
CONTROL or
TRIAL cohorts

TRIAL cohort
discharged with
Information

on medicines

for their
community
pharmacist

Consensus panel
judged the
CLINICAL

SIGNIFICANCE of
the observed
discrepancies
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Summary Findings

CONTROL GROUP TRIAL GROUP

Patients 237 264
Drugs 1328 1408
Discrepancies 795 622

(59.9%) (A4 2%)
Unintentional Discrepancies 700 454

(52.7%) (32.2%)
Potentially significant 139 92
Unintentional Discrepancies (10.5%) (6.5%)
Clinically significant 27 17
Unintentional Discrepancies (2.0%) (1.2%)
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Effectiveness of the Intervention

NNT| RRR

Prevention of a potentially clinically significant 7| 54%
discrepancy

 Prevention of a clinically significant discrepancy 19| 37%
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Example 2

—How to prioritise patients who are more at
risk of readmission?

TRIAL cohort discharged with detailed
iInformation on medicines for their

community pharmacist
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Survival Functions
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Probability of readmission following discharge.
The cross over suggests that time itself is a factor (dependent variable)
There is weak effect (log rank p=0.105, outside significance, but of interest)
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Example 2 conclusions

Patient’s age

Number of
changes
Risk Factors to drugs
for readmission?

Number of
drugs




Pharmacy in

Older People : the Future -
Implementing

the NHS Plan

A programme for pharmacy
in the National Health Service

Septermnber 2000




The real iIssue...patient outcome

What policy makers, managers, the
profession need:

—Knowledgeable practitioners
—Medicines focussed

—Patient centred

—Experts in drugs
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The Report of the Public Inguiry
into children’s heart surgery
at the Bristol Rowval Infirmary

1984-1995

Learning from Bristol

I Infirmary

Inquiry




Foster Report (July 2006):

—Re-emphasises the need for competence
linked with performance assessment

—Emphasises the need for re-validation:

— Ongoing evaluation of an individual’s fitness to practice
— Both formative and summative

Department of Health. The regulation of the non-medical healthcare
professions. A review by the Department of Health. July 2006.
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“Competence” is a complex construct...




Theory Into practice... (outcomes)

...the competent and reflective practitioner

Approach to practice
(attitudes; ethics, values; decisions,;

judgements; reasoning; etc) Professionalism

(role in HC system;,

personal development)

Technical Skl“S |::>

(clinical; MI; management, etc)
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