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Source: In memory of Madison Emily Perry - http://www.madison-perry.memory-

of.com/Timeline.aspx, 2005

STORIES FROM THE HEART







THE SEEDS OF DESTRUCTION



 

PRE-FILLED SYRINGE CONTAINING VINCRISTINE 

ILLUSTRATING THE WARNING WRITTEN IN BLUE TEXT



WHO IS TO BLAME?





STORIES FROM THE HEART



Source: The National Reporting and Learning System

Deaths 

(31,600)

Severe harm (67,400)

Moderate harm (624,000)

Low harm(2.55M)

No harm (6.97M)



“Commenced night shift short-staffed. Dr in charge

was a locum, newly qualified and unable to administer

IV medications. RN is agency nurse. Only saw 2 out

of 10 patients. Dept over full with many patients on

trolleys. Shift was unsafe with reduced numbers of

staff, who were inexperienced and lacking skills.”

Source: NRLS

EXTRACT FROM PATIENT SAFETY 
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World population coverage : > 95 %
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Source: Donaldson L. When will healthcare pass the orange-wire test? The Lancet 2004; 364: 

1567-1568

GLOBAL ACTION TO SAVE LIVES




