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The Medication Safety Issue

Briefs are a joint project of the 

American Hospital Association’s

Quality Agenda, the American

Society of Health-System

Pharmacists and Hospitals &

Health Networks, and are made

possible through the generous

support of Aventis Ph a r m a c e u t i c a l s .

Sust ain ing medication safety change is the focus of part th ree 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 si x
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 s with 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 PDF 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
What is it they say about the best - laid plans? They often go awry.It’s the same with in iti a-
tives to make drug delivery in hospit als safer.An organ i z ation can analy ze its procedu res with
the most soph isticated methods and squeeze out every possible chance for error, but the
new desi gn will mold with disuse if momentum is lost .There are many ways for an in no-
vation to get der ailed : lost enthusi asm ,pers on nel changes ,budget cut s .As they matu re in the
s afety process , organ i z ations have to be flex ible but also st ay firm in maint ain ing medica-
tion safety as a top priority. Keep safety in iti atives alive by involving st af f,“hardwiring”
changes into the system and mon itoring their progress well into the futu re.

• I S S U E  B R I E F
Th rough the Institute for Healthcare Improvement’s in iti ative to improve medication safe-
ty in hospit als ,Terri Simmonds has helped many hospit als in iti ate change.Sust ain ing that
change can be just as dif f icult .“You can desi gn a wonderful drug protocol and say,‘Here you
go,’but if [ st af f members] don’t own it ,it sits there unus ed,”s ays Simmonds ,director of the
patient and medication safety collabor atives for Boston - bas ed IHI.“Once a change has been
tested and implemented you have to figu re out how to hardwire it into your system .”

One easy way to hardwire is th rough prompts and rem inders in electron ic systems .But
organ i z ations that haven’t bought into computeri zed physic i an order entry or bar coding sys-
tems can make upd ated procedu res part of the system by embedding them into polic ies and
procedu res manu als ,orient ation for new employees ,j ob des c riptions and employee re views .
Some hospit als are ex perimenting with ways to autom ate those procedu r al upd ates in man-
u als to save time and avoid confusion .

It would be nice if all it took for clin ic i ans and st af f to change how they handle a process
is to issue a memo or hold a tr ain ing session .“You th ink if you put the conceptu al model out
there ,people will just get it ,and that’s naive ,”s ays Vicki Cr ane ,vice president of pharm acy and
m ateri al services for Parkland Memori al Hospit al ,Dallas .“In fact ,it takes a lot of hand - hold-
ing and ex planation .It means integr ating it into every aspect of w hat you do with employees ,
into orient ation and tr ain ing.”

As many organ i z ations are learn ing,cultu re often tru mps a great procedu re.So the best
place to embed new ideas is in the heads and hearts of clin ic i ans and st af f.“It boils down to
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integr ating it into the fabric of the organ i z ation ,”Simmonds says .“People who are using the
new process or protocol really have to feel as though they own it .”

Parkland has fou nd it us eful to maint ain an active medication safety group with rep-
res ent ation from arou nd the hospit al and an open atmosphere to dis cuss potenti al prob-
lems and cou rse corrections .“You have to have a safe environ ment where you can do some
goal - s et ting,”Cr ane says .

Many organ i z ations collect data about new in iti atives to determ ine if they are suc-
cessful . But ongoing mon itoring can keep those changes from fading into obs cu rity.At
Leh i gh Valley Hospit al ,Allentown ,Pa . ,medication process es are typically measu red before
and after an improvement ,and then re viewed at six months and a year later with a sm all
percent sample ,s ays Fred Paine ,pharm acy services adm in istr ator.

Continued at tention from top adm in istr ators can also keep medication safety on the
front bu rner.Iowa Health System ,Des Moines ,fou nd that at the hospit al where executives
did safety walkrou nds th ree times as often as at the other hospit als ,employee “cultu re of
s afety”su rvey results were much stronger.

Including patient safety in str ategic plan n ing and budgeting is another us eful way to
keep those issues competing successfully for time ,at tention and money at the top le vel of
the organ i z ation ,Cr ane says .“When you have the CEO and ch ief oper ating of f icer and top
physic i ans and top adm in istr ators involved,that’s when you can get th ings done.”

• C A S E  S T U D Y
Iowa Health System ,Des Moines : Ele ven - hospit al Iowa Health System has a compre-
hensive drug safety progr am that’s spearheading a host of in iti atives .Along with thos e
changes are plenty of opportu n ity for employees to st ay involved, s ays Gail Niels en ,
patient safety adm in istr ator. For inst ance , employees are su rveyed each year on their
views of the system’s nonpu n itive approach to errors and executives’ involvement . On
the floors , each unit takes time out regularly to dis cuss safety and process es .When
st af fers point out a problem or propose a great fix, they get feed back . Patient safety is
s een as an ongoing ef fort ,not a one - time tr ain ing session .To hold onto gains made by
s afer procedu res , Niels en says ,“I st arted asking my teams ,‘What have you hardwired
th is month ? ’At first they struggled to give me answers ,but now it’s easier.”

Simple visu al rem inders have been helpful in sust ain ing process change at one of the
system’s hospit als .Nu rs es would hang an IV bag ahead of time but forget to come back and
open the clamp,Niels en says .So they made up hu morous ,colorful rem inder si gns whos e
desi gn changed regularly. In another cas e , st af fers fou nd that gait belts helped patient s
walk who were unsteady on their feet after orthopedic su rgery,but they could ne ver find
a belt when they needed one.So they bought one for every patient and hu ng them in the
doorways .•

Here is a list of action items you
can use to sustain change within
your organization:

•Hardwire changes so they out-
live individual staffers: add to ori-
entation, policies and proce-
dures, job descriptions and
r e v i e w s .

•Involve those who work with a
system at the outset so they
come to “own” the new process.

•Educate in a variety of ways
and repeatedly; don’t assume
one message is enough for long-
term change.

•Offer visual reminders.

•Plan reviews of important
process changes at six-month or
yearly intervals in perpetuity.

•Follow the numbers—track and
trend errors and make review of
those data regular agenda items
for medication safety group
m e e t i n g s .

•F i n a l l y, it may sound trite but
i t ’s the bottom line: make patient
safety a personal priority for
everyone in the organization, par-
ticularly those at the top, and
don’t let that change.

ADDITIONAL RESOURCES
•Qualityhealthcare.org is a We b
site that offers specific safety and
quality improvement ideas and a
chance to network with other
organizations trying the same
t h i n g s .

•The Institute for Healthcare
Improvement is starting a collab-
orative on improving patient safe-
ty this fall. For information, visit
w w w. i h i . o r g / c o l l a b o r a t i v e s / b r e a k
t h r o u g h s e r i e s / Pa t i e n t S a f e t y / i n d e
x . a s p .

•Pathways for Medication Safety
project, American Hospital Asso-
ciation, listsspecific tools for hos-
pital leaders at www. h o s p i t a l c o n
n e c t . c o m / m e d p a t h w a y s / t o o l s / t o
o l s . h t m l .
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