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The Risk of Errors?



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%)

(ref National Audit Office, Oct 2005)



Deadly Toll of Medication Errors

Adverse 
events in  >1 
in 10 pts

1/3 of these 
are serious

In 8% of cases, it 
lead to the patient’s 
death

What is clear is that we need to know more about errors and do more about them
- Sir George, BMJ March 2002

½ could be 
prevented

In 6% of cases, it 
lead to permanent 
impairment



Adverse events and 
errors



Penicillin 
Rash:Erythematous
maculopapular eruption 

Peptic Ulcer following NSAID

http://bmj.bmjjournals.com/content/vol316/issue7143/images/large/allerg15.f1.jpeg�


Extravasation following 
antibiotic infusion

Amiodarone goitre











Errors from poor 
communication?



Example 1

Unintentional discrepancies between 
supplies of prescribed drugs highest in 
supplies obtained in the community 
following discharge 

This formed the focus of the intervention



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 



Summary Findings

 CONTROL GROUP TRIAL GROUP 

Patients 237 264 

Drugs  1328 1408 

Discrepancies 
 

795  
(59.9%) 

622  
(44.2%) 

Unintentional Discrepancies 
 

700  
(52.7%) 

454  
(32.2%) 

Potentially significant 
Unintentional Discrepancies 
 

139 
(10.5%) 

92 
(6.5%) 

Clinically significant 
Unintentional Discrepancies 
 

27 
(2.0%) 

17 
(1.2%) 

 
 



Effectiveness of the Intervention

 NNT RRR 

Prevention of a potentially clinically significant 
discrepancy  

7 54% 

Prevention of a clinically significant discrepancy 19 37% 

 
 



Example 2

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

TRIAL cohort discharged with detailed 
information on medicines for their 
community pharmacist



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)



Number of 
drugs

Patient’s age

Number of 
changes 
to drugsRisk Factors 

for readmission?

Example 2 conclusions

Pharmacy 
related 
issues





What policy makers, managers, the 
profession need:

–Knowledgeable practitioners
–Medicines focussed
–Patient centred
–Experts in drugs

The real issue…patient outcome





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

Technical skills
(clinical; MI; management; etc)

Approach to practice
(attitudes; ethics; values; decisions; 
judgements; reasoning; etc) Professionalism

(role in HC system; 
personal development)





Quality
Efficacy

Safety

Pharmacy 
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