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1. Presentation: Defining the problem – Mary Seddon
Mary presented the background on systems failures and human fallibility giving
examples of actual situations and how recurrence could be prevented by putting a
forcing function into the system. Emphasis was given to the fact that when an
error occurs, individuals could be removed but the risk situation would remain.
The result would be that the same error will be repeated.
2. Practical examples – Elizabeth Plant, Marilyn Crawley, Desiree Kunac
Examples of product pairs that have been implicated in selection errors either in
the dispensing or administration process were shown for inspection. Please see
attached list for the products.
In addition an example of confusing labelling on mixture bottles was presented.
This used an actual case involving an overdose of diazepam elixir which was
labelled as 10mg in 10mL and which the doctor had mistaken as 10mg in 1mL.
The majority of mixtures are labelled as mg per mL or possibly mg per 5mL.
This provoked some discussion about labelling that was particularly difficult to
read on ampoules. It was agreed that red lettering was the hardest to read.
3. Problems in theatre – Alan Merry
Alan presented the work he has done on medication safety in theatres. He
identified that 41 steps were needed to give an anaesthetic injection in theatre
and that if the injections were presented in syringes a lot of these steps would be
removed. In a New Zealand study that allowed anonymous reporting of

anaesthetic errors one in every 133 anaesthetic administrations was reported as
an error. This study was repeated in the US and the results there indicated that
there was an error in 1 out of every 150 anaesthetic administrations. A study has
also confirmed that an optimist bias occurs i.e. the majority of anaesthetists
believe that errors occur frequently in theatres but they believe that they have not
personally made any errors.
A systemic review of anaesthetic practice made five strong recommendations:
• Read the label
• Labels should be checked with a second person or device before a
drug is drawn up or administered
• Label legibility is optimised
• Syringes should (almost) always be labelled
• Formal organisation workspace
Alan introduced barcodes and colour coded labelling with the colour related to the
purpose of the injection on ampoule labels in theatres at Mercy Ascot Hospital
and this has been shown in studies to reduce the incidence of errors.
4. How can the risks be minimised and possible solutions?
Discussion was wide ranging and looked at various possible solutions some
suitable for all products, some suitable for ampoules only. The fact that New
Zealand is a small country is an advantage in regard to being able to be flexible
and innovative in finding a solution to the problem.
Specific suggestions were:
• Greater standardisation of doses so the number of products could be
reduced
• Having fly labels on ampoules
• Standardisation of colour codes by type of product
• Requiring the purpose to be stated on both the label and the prescription
• Presenting injections in pre-filled syringes
• Use of tall man letters
• Bar coding of medicines
It was also agreed that a central agency with a proactive approach was needed.
Medsafe suggested and agreed to convene a group of experts to consider the
risks for any new product.

