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Choosing an ef fective mix of tools to measu re medication errors is the focus of part one in a
si x - part series desi gned to help sen ior managers reduce pre vent able patient harm in their
hospit als .Th is series of six issue briefs was de veloped by the A merican Hospit al Ass oc i ation ,
the A merican Soc iety of Health - System Pharm ac ists and Hospitals & Health Net wor k swith the
generous support of Aventis Pharm aceuticals .You may tear out th is card for futu re reference.
Additional copies of both an earlier series ,published in 2001,and th is series are available in 
P DF versions on the ASHP and H & H N Web sites (www. ashp. org and www. h h n m ag. com ) .
ASHP members can also call the ASH P’s fax-on - dem and service.

• S U M M A R Y
Medication errors in hospit als have historically been reported interm it tently and volu nt arily
by the st af f members who make or witness them .Hospit als are supplementing that method
with computers ,chart re views ,obs ervation studies and other ways to gener ate a more accu-
r ate pictu re of the kinds of m ist akes that take place.The goal is to change systems to min im i ze
m ist akes .Li ke snapping a series of photos of a panor am ic view,each method of fers a dif fer-
ent sampling of reality that can combine to pres ent a wider perspective.

• I S S U E  B R I E F
When patient safety rocketed to the top of the nation’s agenda in the late 1990s,it was fueled
by the shocking nu mber of errors reported to take place in hospit als ,and by the nu mber going
u n reported.Res earchers fou nd that just a sm all percent age of medication errors in hospit als
were identif ied by inc ident reports under the usu al method of measu ring mist akes .The nu m-
bers are a mat ter of debate ,but hospit als are looking for the best ways to identify and measu re
errors to improve safety.They have fou nd that each method has strengths and weakness es ,but
that a well - desi gned measu rement toolkit may use each one at least occasionally.

V O L U N TA RY REPORT I N G . It has been mali gned for identifying less than 5 percent of errors ,
but volu nt ary reporting is still us eful for measu rement .That’s because st af fers involved can
be quickly identif ied and interviewed about what went wrong.Th is method can be improved
by convinc ing st af f members they won’t be penali zed for reporting and that the inform ation
will be us ed to improve systems .“Once the st af f s ees their reports are us ed to implement
improvement s ,reports go up,”s ays Mar j orie Ph illips ,a pharm ac ist and chair of the Medica-
tion Error Pre vention Comm it tee at the Medical College of Georgia Health System ,August a .

COMPUTERIZED ALERT S .A simple labor atory or pharm acy computer system can search auto-
m atically for tri ggers if a medication error might have occu rred ; for inst ance ,s eeking out pre-
s c riptions for antidotes or for cert ain si gn if icant lab result s .Such searches are quick and inex-
pensive ,and can be followed up with a chart re view.“You can do it in real time ,w h ich lets you find
e vents before they actu ally get out of hand or result in a patient in ju ry,”s ays David Bates ,M . D. ,
medical director of clin ical and qu ality analysis at Partners Health Care System ,Boston .
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C H A RT REVIEW. Chart re view is a fam ili ar tech n ique in many hospit als ,w here it is us ed
occasionally for spec if ic res earch pu rpos es . It can be helpful in detecting errors in drug
ordering,but is too ex pensive and time - consu m ing a tech n ique to identify errors daily.

O B S E RVAT I O N . Th is tech n ique involves a tr ained obs erver watch ing st af f adm in ister med-
ications and unobtrusively tr acking errors .Res earchers at Aubu rn Un iversity in Alabam a
are studying ei ght pilot hospit als to see if it could be a us eful supplement to other error
measu rement methods .“It has a wonderful advant age in that there’s a witness ,”s ays Ken-
neth Barker, director of the Center for Pharm acy Oper ations and Desi gn at Aubu rn .“It
does away with argu ments over,‘Maybe that was n’t really an error.’”

EXECUTIVE WALKROUNDS. A relatively new idea de veloped by Allan Fr ankel at Partners
Health Care System , Boston , the walkrou nd involves a regular visit to medical units by
s en ior executives and vice presidents who are joined by a nu rse or other available st af f.
They ask spec if ic questions about adverse events or near- m iss es , and executives com-
mu n icate to st af f that it is a high priority to management .

Collecting nu mbers is import ant , but medication safety ex perts say it shouldn’t be
the main focus of a patient safety in iti ative.That’s because a simple error rate can be mis-
leading — it goes up when reporting improves , so a hospit al appears to be making more
m ist akes when it simply gets bet ter at identifying them . Instead, the focus should be on
reduc ing harm to patients and improving the system .

• C A S E  S T U D Y
Cleveland Clinic :Li ke many hospit als ,Cle veland Clin ic has created a nonpu n itive atmos-
phere that gu ar antees those who bring problems to li ght will not be pu n ished.But the hos-
pit al has gone a step fu rther.Anyone who reports an error gets a thank - you card and a
coupon for free pi z z a . St af f members apprec i ate the incentive and the recogn ition .“I’ve
got ten thank - you cards back for the thank - you cards ,”s ays David Gr agg,m anager of phar-
m acy oper ations for the Cle veland Clin ic.“We’ve had whole nu rsing units take up a project .
They collect their coupons and have a st af f party.”

The reporting system , in place for about two years ,also focus es on making the com-
puter- bas ed error reporting form easy to us e.The soft ware ,desi gned in - hous e ,requires as
few inputs as possible.For inst ance ,s ome fields , such as patient name ,are autom atically
f illed in .And medications can be chos en from a menu of drop - down items ,so spelling
m ist akes and mix-ups are less li kely.

Gr agg says the changes to the reporting system have resulted in “si gn if icant”improve-
ments in both the nu mber of reports and their qu ality.Howe ver,he said the organ i z ation
is trying to avoid tallying nu mbers of error reports for comparis on because the figu res
can be misus ed and dif f icult to compare.Instead,he said,the hospit al focus es on the result s :
an ongoing “to - do”list of system fixes carried out by a sub group of the pharm acy and
ther apeutic comm it tee.• 

Here is a list of action items you
can use to create a culture of
safety within your organization:

•When measuring quality using
error reporting, don’t focus on
reducing the number of errors
because they will actually rise
when reporting improves.
Instead, work to reduce the
number of harmful events
resulting from errors.

•To win staff support, use the
information they provide to fix
p r oblems, and let them know their
reports lead to positive change.

•Don’t wait until you have a
complete electronic medical
record—or even a pharmacy and
lab system that connect—to use
computers to help identify
errors. Simple flags can be built
into existing systems and run
i n e x p e n s i v e l y.

•Voluntary reports may high-
light a relatively small number
of errors, but they are an impor-
tant part of the mix. Reports
from real staff members allow
for in-depth discussion of what
went wrong in the system.

•Consider sending executives
on walkarounds on a monthly or
weekly basis along with some-
one from the unit being visited. 

ADDITIONAL RESOURCES
•American Journal of Health-
System Pharmacy, Dec. 1, 2002;
series of articles based on pre-
sentations during the Measuring
Medication Safety in Hospitals
Conference, Tucson, Ariz., April
8-9, 2002.

•Gandhi TK, et. al., Identifying
drug safety issues: from
research to practice, Interna-
tional Journal for Quality in
Health Care, 2000 (comparing
pros and cons of measurement
m e t h o d s ) .

•Hospitals & Health Networks,
“Medication Safety: A Fra m e-
work for Change,” April 2002;
w w w.hhnmag.com; click on Hot
Topics button.
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