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The Medication Safety Issue
Briefs are a joint project of

the American Hospital Associa-
tion, the American Society of

Health-System Pharmacists and
Hospitals & Health Networks,
and are made possible through

the generous support of
McKessonHBOC.
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Part six of this six-part series provides resources on patient safety and discusses how they can
be used best. The American Hospital Association, the American Society of Health-System
Pharmacists and Hospitals & Health Networks developed this project with the generous support
of McKessonHBOC.Tear out this card for reference.Additional copies are available as PDF files
on the ASHP and H&HN Web sites (www.ashp.org and www.hhnmag.com).ASHP members
can also call the ASHP’s fax on demand service.

• S U M M A R Y
It’s one thing to understand the theories of patient safety. But it’s another thing to carry them
out.One helpful method is to use a question-and-answer style tool to examine how your orga-
nization measures up. Several tools are widely distributed by organizations like the AHA.
There’s plenty of other advice available, much of it just a mouse click away (see Action Agenda
on flip side of this brief).

• I S S U E  B R I E F
As part of its effort to help hospitals focus on patient safety, the AHA has distributed some of
the best self-assessment tools available.Three have been sent to all 6,000 hospitals in the United
States and Puerto Rico.

The first is a comprehensive questionnaire developed by the Institute for Safe Medication
Practices that allows hospitals to rate themselves on fundamental medication safety policies
and procedures.“The intent was to have it used as a self-diagnosis to identify opportunities for
improvement,” says Don Nielsen, M.D., AHA senior vice president for quality leadership.
Because the process brought together representatives from throughout the hospital,many orga-
nizations got as much out of the discussion as they did from the results,Nielsen says.

The second is a self-assessment geared to CEOs to assess hospital executives’ role in
patient safety. The tool was developed by Jim Conway, chief operations officer of Dana-Farber
Cancer Institute, Boston, based on lessons from the organization’s painful experiences with
medication errors in 1995. The third tool, distributed by the AHA, is an organizational assess-
ment for a culture of safety developed by VHA,Inc.

Nielsen offers advice for anyone using these tools. First, include someone from every
affected department in the process.“It’s tempting to give the tool to one person to fill out,” he
says.“But that would be shortchanging the process.”Along with nurses, doctors and pharma-
cists,remember to keep administrators and trustees involved.

Next,Nielsen says,address concerns among staff members about the confidentiality of the
process. They may worry about being protected under state peer review laws when they
acknowledge errors or potential errors in writing. Before starting the process, check with your
state hospital association counsel on this issue.And while it’s helpful to have a single safety offi-
cer coordinate these efforts, don’t leave it all to one person.“It’s everybody’s responsibility—
from the board of trustees on down,”Nielsen says.

Beyond self-assessment tools, there are plenty of other good resources available to help
you make your hospital a safer place.(See Action Agenda.)
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• C A S E  S T U D I E S
Sentara Healthcare, Norfolk, Va.: When Sentara leaders heard about the ISMP medication
safety self-assessment,they decided to use it in all six of their hospitals.Each one convened
a multidisciplinary group representing administration, pharmacy, nursing and medicine.
Smaller hospitals were able to get through the comprehensive survey in one or two two-
hour sessions, explains pharmacy director Mark Szalwinski. Larger institutions needed
more meetings because of the greater complexity of their systems. The most important
result was improved communication among departments that came from sitting down
together to discuss the medication administration process in detail.

“We found significant variation in our own system and that we could learn from each
other.Filling out the tool provoked the conversation,”Szalwinski says.Sentara has also used
the VHA’s organizational self-assessment tool during a patient safety retreat,says Gary Yates,
M.D., executive medical director for clinical effectiveness.“We’re looking at doing it almost
annually,”he says.“If we’re really doing the work and progressing at the rate we’d like to,we’d
see some difference year to year.”

University of Wisconsin Hospital and Clinics:While outside resources offer assistance in get-
ting you started in developing a patient safety panel, it’s vital to develop and use internal
resources specific to your organization. That’s why the University of Wisconsin Hospital is
hiring a medication safety officer in the pharmacy department to coordinate the hospital’s
medication use safety efforts.

A multidisciplinary medication safety subcommittee of its pharmacy and therapeu-
tics committee has already identified top priorities and initiated key changes. That’s an
important first step before appointing a medication safety officer, advises Steve Rough,
director of pharmacy service organization.“The ‘to do’ is to get a collaborative multidisci-
plinary team together to understand the extent of the problem,”Rough says.

The patient safety program coordinator will report to the director of pharmacy but
work with all the other departments.Even as the hospital meets its patient safety goals, the
coordinator will monitor changing systems and technologies,notes David Ehlert,a special-
ty resident in drug policy and medication use system management participating in a joint-
residency agreement among MedManagement and McKesson/HBOC and the University of
Wisconsin Hospital and Clinic.

Trinity Health, Farmington Hills, Mich.: Trinity Health is a large Catholic health care organi-
zation that owns 26 hospitals. Pharmacy directors at each one filled out the ISMP medica-
tion safety tool.The results have been shared with other departments.The big lesson is that
success is all about the fundamentals.“We had sites with totally computerized order entry.
They tended to score well,” says Paul Conlon, vice president of clinical quality.“But some
sites that didn’t have those tools scored very well also because they did the fundamentals
well.”Conlon notes that there was little difference between the scores of small rural and large
urban hospitals.“Size doesn’t necessarily help you in this,”he says.

•Memorandum of Practical Recom-
mendations for Improving Medica-
tion-Use Safety from the American
Society of Health-System Pharmacists
was written for hospital CEOs. Avail-
able at www.ashp.org/public/news/
breaking/hrm_memo.html. The Web
site also offers a bibliography on
medication safety: www.ashp.org
/patient_safety/bibliography.html.

•To Err is Human, the Institute of
Medicine’s report on patient safety.
See Chapter 8, “Creating Safety Sys-
tems in Health Care Organizations,”
for ideas on safer systems and med-
ication safety. Available at:
http://books.nap.edu/html/to_err_
is_human.

•Institute for Safe Medication Prac-
tices Web site, www.ismp.org. In par-
ticular, check out the back issues of
the organization’s Medication Safety
Alerts, whose full text is available by
subscription. Also check out “Med-
ication Errors,” edited by Michael R.
Cohen. Published by the American
Pharmaceutical Association and avail-
able through the ISMP Web site or by
calling (800) FAILSAF.

•American Hospital Association
Patient Safety Web page, www.aha.
org/medicationsafety/Successful-
Practices.asp. Check out the bibliog-
raphy under the “resources” section
for documents such as the AHA
Guide to Computerized Physician
Order-Entry Systems.

•Agency for Healthcare Quality and
Research medical errors and patient
safety Web page offers information
on research on the issue, www.ahrq.
gov/qual/errorsix.htm.

•National Patient Safety Foundation
Web site, www.npsf.org/. In partic-
ular, look up the page on full-text
reports for the most important
recent documents on patient safety
as a policy issue.
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