USE OF A PROSPECTIVE RISK ANALYSIS METHOD TO IMPROVE
THE SAFETY OF THE CANCER CHEMOTHERAPY PROCESS

P. Bonnabry?, L. Cingria!, M. Ackermann?, F. Sadeghipour?, L. Bigler?, N. Mach?
IPharmacy, 20Oncology, University Hospitals of Geneva (HUG), Switzerland

Background

The application of cancer chemotherapy is a hazardous activity and numerous cases of errors leading to severe patients injuries are
reported in the literature. To improve its safety, we re-engineered the process by centralizing the compounding at the pharmacy and by
implementing information technologies at the prescription, production and administration steps. A comparative risk analysis of five
consecutive process organisations was performed in parallel, to quantitatively demonstrate the respective impact of centralization and
information technologies and to identify residual risks that may be the target of additional actions.

Process organisations FMECA Method

The risk analysis was performed according to the Failure Modes,
Effects and Criticality Analysis (FMECA) method:
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