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Year Patient details Country 

2008 Male – 37 years India 

2007 Female – 21 years old Hong-Kong 

2005 Male – 21 years old  USA 

2005 Female - 58 year old Spain 

2004 Male – 28 years old Australia 

2003 Child – 2 year old USA 

2003 Male – 49 year old USA 

2002 Female – 12 year old Spain 

2001 Female – 5 year old Germany 

2001 Male – 57 year old Germany 

2001 Male – 18 year old England  

1999 Male – 12 year old England 

1999 Male – adult England 

1999 Female – 7 year old Sauda Arabia 

1999 Male – 3 year old South Korea 

1998 Female – 7 year old Canada 

1995 Child USA 

Year Patient details Country 

1992 Child Saudi Arabia 

1991 Male – 23 year old USA 

1990 Female – 56 year old  England 

1990 Female – 16 year old England 

1990 Male – 16 year old England 

1989 Adult USA 

1989 Male Israel 

1988 Female – 9 year old England 

1988 Male – 56 year old  England 

1987 Female – 17 year old Australia 

1987 Female – 10 year old England  

1984 Female – 2 year old  Ireland 

1983 Male – 16 year old USA 

1983 Female – 23 month old  USA 

1982 Female – 8/9 year old Israel 

1980 Female – 29 year old USA 

1978 Female – 5 ½ year old USA 

1968 Female -  2 ½ years USA 



• Patient Safety is the freedom from accidental injury in healthcare. 

 

• Adverse events may result from problems in practice, products, procedures or systems.  

 

• Patient safety improvements demand a complex system-wide effort, involving a wide range of actions in 

performance improvement, environmental safety and risk management, including infection control, safe use 

of medicines, equipment safety, safe clinical practice and safe environment of care. 

 

www.who.int/patientsafety 

 

Patient Safety - Definition 



Adverse events in healthcare systems 



How dangerous is health care? 
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Preventable deaths in English acute hospitals 

• Retrospective case record reviews of 1000 adults 
who died in 2009 in 10 acute hospitals 

• Reviewers judged 5.2% of deaths as having a > 
50% of being preventable (11,859) patients 

• Poor clinical monitoring 31%,  
• Diagnostic error 30%,  
• Drug or fluid management  21.1% (2,502) 

 
Hogan H, Healey F, Neale G, et al. BMJ Qual Saf (2012). doi:10.1136/bmjqs-2012-001159 



www.who.int/patientsafety 



Learning from other safety critical industries 

 To minimise patient safety 
incidents, healthcare should 
learn from other safety-critical 
industries and target the 
underlying systems failures. 
 



  Unsafe 
acts 

Unintended 
actions 
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Basic error types 

Skill based errors 
Attentional failures 

Skill based errors 
Memory failures 

 

Rule & Knowledge  
Based errors 
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Some holes due 
to active failures 

Other holes due to 
latent conditions 

Hazards 

Losses 

Reason’s ‘Swiss cheese’ model (1990) 
 



Error prone naming, labelling and packaging 



ADE’s ADR’s and Medication Errors (Bates 1995) 

Medication errors 
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Morimoto T et al. Qual Saf Health Care 2004;13:306–314 



Preventable harms from medicines in 
community practice in the UK 

1. Prescribing errors 
• 1 in 20 items with an error  – 1 in 550 with a serious error 
• 1 billion items in 2012 = 1.8 Million serious prescribing errors 

2. Dispensing errors 
• 1.7% dispensing error and 1.6% labelling errors 
• 33% ‘serious errors’ – 10.9 million in 2012 

3. Preventable medicines related admissions to hospital 
• 4.68% of emergency admissions – 250,000 admissions 

 
• Avery et al. The PRACtICe Study. (Prevalence And Causes of prescribing errors in general practice). A report for the 

GMC.2012; at www.GMC-UK.org 

• Dean Franklin and  O’Grady Int J Pharm Pract 2007;.15: 273-281 

• Pirmohamed  et al Brit Med J. 2004; 329:15-9 

  
 

 



Types of pADE’s in ambulatory care 
• For pADEs requiring hospital admission, the most frequent 

drug therapy problem and error of omission reported was 
inadequate monitoring (45.4%; range 22.2-69.8%) 

• Failure to prescribe prophylaxis to patients taking 
nonsteroidal anti-inflammatory drugs or antiplatelet drugs 
frequently caused gastrointestinal toxicity, whereas lack of 
monitoring of diuretic, hypoglycemic, and anticoagulant use 
caused over- or under-diuresis, hyper- or hypoglycemia, and 
bleeding 

 Thomsen LA and Winterstein AG et al Ann Pharmacoth 2007; 41:1411-26  



Errors rates in hospital 

Prescribing errors 
• Research studies between 1985 to October 2007. Prescribing errors in  adult 

or child hospital giving enough data to calculate an error rate.  
• Prescribing errors are a common occurrence, affecting 7% of medication 

orders, 2% of patient days and 50% of hospital admissions.  
 Lewis P J and Dornan T. et al Drug Saf. 2009;32:379-89 
 
Dispensing errors 
• Error rate in hospital pharmacy 0.02 – 2.7%. 
 James K and Barlow D et al Int J Pharm Pract 2009;17:9-30 
 
Administration 
• Research publication between 1995 – 2009  
• administration error rates in adult general wards 3–8% 
 Kelly J and Wright D . Journal of Clinical Nursing 2012; 21: 1806-15 

 
 
 



Dispensing errors 
• Research publications between 1966 to February 2008 were 

searched for studies indicating dispensing error rates  
• Sixty papers were identified investigating dispensing errors 

in the UK, US, Australia, Spain and Brazil 
• Error rate in community pharmacy 0.01% - 3.32%  
• Error rate in hospital pharmacy 0.02 – 2.7%. 

 
 James K and Barlow D et al Int J Pharm Pract 2009; 17:9-30 



National Reporting and Learning 
System (NRLS) in England and Wales  
medication incident reports 2005 - 10 
 
 
 

Cousins D, Gerrett D, Warner B. Br J Clin Pharmacol. 2012; 74:597-604  



Cousins D, Gerrett D, Warner B. Br J Clin Pharmacol. 2012; 74:597-604  

National Reporting and Learning System (NRLS) in 
England and Wales medication incident reports 2005 -10 
 
 
 



NRLS – Error category 

Cousins D, Gerrett D, Warner B. Br J Clin Pharmacol. 2012; 74:597-604  



NRLS – Critical medicines 

Cousins D, Gerrett D, Warner B. Br J Clin Pharmacol. 2012; 74:597-604  





Medication errors in ADR databases 
• In Morocco, a retrospective analysis of the national 

pharmacovigilance database showed that 14% of all 
suspected adverse drug reactions were preventable. 

• Medication errors associated with preventable adverse 
drug effects and related to the medication use system 
occurred most often at the stages of prescribing (36%) 
and administration (34%)  

•  Soulaymani et al .British Journal of Clinical Pharmacology. 2009; 67:6 687-690. 

• EU FP7 Funded WHO Project – Managing Medicines – 
Uppsala Monitoring Centre 

• Reporting and learning – medication errors in 
pharmacovigilence centres  
 



PSO’s examples: 
• Institute’s For Safe 

Medication Practices: 
USA, Canada, Spain, 
Brazil 

• National Reporting and 
Learning 
Service/NHSCB  

• Danish Patient Safety 
Society 

• Dutch hospital 
pharmacy association 

• Australian Commission 
on Safety and Quality 
in Healthcare 

 
International Medication 
Safety Network. 
www.intmedsafe.net 
 

 
 
 

http://www.intmedsafe.net/


Harms from medication errors and the 
EU pharmacovigilance system 

• Broader view of patient safety 
• Not just ‘ product’ focused  
• Greater understanding of systems of use and human factors 
• Link to use of medical devices to prescribe, prepare and administer 

medicines 
• Broader and new categories and methods for reporting and learning 
• New methods to identify, communicate, risks and solutions and 

implement and sustain safer practice 
• Improved review of design of  naming, labelling and packaging 
• Better use of risk management plans 
• Better use of technology – e-prescribing, dispensing – administration 
• Use of bar codes – for more than anti-counterfeiting 
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