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‘Human beings make mistakes because
the systems, tasks and processes they
work in are poorly designed’

Lucian Leape




reduce severe avoidable medication-related harm by
%, globally in the next 5 years
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“Whole systems approach

”Make best use of IT and technology
“Standardise / identify and scale good practice
”Co-produced plans and solutions

“Enhanced Ql / HFs skills for pharmacy staff
“Measure improvement
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E]B WU =A"A ‘Doctor gives fatal insulin dose’

Inquest told of junior
‘ignorance of insulin syringe’







No second check
Inappropriate abbreviation

| Failure mode Cause Effect Likelih | Sev | Problem | CI
(what might happen) (why) ood | erity | detection
' potential for
Choice of wrong amount - don't know Clucose — Underdose — hypogly.
drug chosen - no policy -~ Overdose — hypergly. 3 4 9 108
(treatment - Don't know policy Ins. —Underdose - K’ not treated
choice) | -~ Overdose - hypogly 3 4 9 . 108
potential for
How much | Wrong insulin Don't know product Ins. - Ineffective treatment of K'
Wrong glucose ranges - Initial Hyper & delayed 3 < 9 108
Don’t know what should - Hypoglycaemia (Mixtard)
use Glu - Hypogly 3 4 9 108
Policy not comprehensive - Ineffective treatment of K
or explicit o
| Prescribe Don't prescribe on Slip or lapse Prescribed on wrong chart 4 5 7 140
chart Wrong chart on bed Duplication of treatment possible & 5 6 120
Wrong chart Kardex design \Wrong dose on chart 5 5 5 125
Incorrect prescription | Poor custom and practice
- dose (dr admin — not written up)
- freq (i.e. not in stat
area)
Draw up Wrong volume lllegible prescription “dyperglycaemia 3 6 7 126
dose Lack of knowledge 5
Glucose Availability of other Hypoglycaemia 3 7 ¥ 147
volume products (e.g.
50% - 500m| — aseptic
stock)
No second check
Insulin Wrong volume ({incl lilegible prescription Lack of hyper K* treatrment and
dose as only 1 Lack of knowledge hyperglycaemia (underdose) (pot) 1 7 7 49
strength) Calculation error
Wrong syringe Profound hypoglycaemia 7 8(9) 7 392




e A ready to administer infusion
of 10units insulin in 50mls
glucose 50%

A pre-filled syringe / vial
containing 10units insulin for
addition to 50mls glucose 50%

* A hyperkalaemia kit






