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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 .

Building de vices and systems that are safer and easier for people to use is the focus of part
four in a si x - part series desi gned to help sen ior management reduce medication errors in
their hospit als .Th is series of six issue briefs was de veloped by the A merican Hospit al Ass o-
c 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 th is series and an earlier series , published in
2 0 0 1 , are available as a PDF on the ASHP and H & H N Web sites (www. ashp. org and
w w w. 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
If it’s true that “to err is hu m an ,”then it makes sense that the best way to avoid mist akes is
to address the hu m an factors that let them happen . The science of hu m an factors engi-
neering sou nds intim id ating,but it is simply the idea of desi gn ing de vices and process es to
be easier and more intuitive to us e ,thus reduc ing the opportu n ity for mishaps .Hospit als are
inc reasingly tu rn ing to spec i alists who can apply these ideas to improve the safety of med-
ical care , and tr ain ing their own patient safety teams in the princ iples of hu m an factors
engineering.

• I S S U E  B R I E F
Put simply, hu m an factors engineering is the study of the relationsh ip among people , the
tools they use and the environ ments in which they live and work .Hu m an factors applied to
health care is an idea that can be us ed with tools such as root - cause analysis and us ability
studies .Analys es of medical errors can pinpoint hu m an factors such as a readout with too
sm all a font or instructions that are too complex .

Ex perts are convinced that hu m an factors are consider ations for a safe work environ-
ment ,but addressing the issue is n’t as simple as going out and hiring a hu m an factors engi-
neer for your hospit al . For one th ing, there just aren’t enough of them to go arou nd. Most
hu m an factors engineers work in computer science or avi ation ; tr ain ing progr ams for spe-
c i ali z ing in health care are just get ting of f the grou nd.

But some aver age - si zed hospit als have managed to get spec i alists to help them create
bet ter,s afer desi gns on both a sm all and large scale.For inst ance ,at Concord (N.H.) Hospit al ,
the cardi ac su rgery unit us ed a hu m an factors ex pert in avi ation to help desi gn a bet ter process
for commu n icating with patient s ,f am ilies and the rest of the patient care team in the inten-
sive care unit .Su rgeon Paul Uhli g,M . D. ,s ays the spec i alist was able to codify the health pro-
fessionals’ideas about a more open ,team approach to rou nds .“He was able to take th ings we
wanted to do and put them into terms that made them happen ,”s ays Uhli g,medical director
of the hospit al’s cardi ac progr am .“It was so much more ef fective because of 40 years of ex pe-
rience in other fields ,such as avi ation safety.It was li ke put ting a booster rocket on our ef fort s .”

In West Bend,Wis . ,leaders of St .Jos eph’s Commu n ity Hospit al have us ed hu m an factors
analysis on a much larger scale : to help desi gn a new hospit al .CEO John Reiling says hu m an
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f actors concepts underlay nearly everyth ing the hospit al did.“We wanted to get rid of all
the stuf f that would cause people to make errors ,”Reiling says .“We would desi gn arou nd
the errors thems elves and make th ings safer.”

In particular, plan ners focus ed on the lim it ations of short - term memory, and the
conditions that make it less reli able — nois e , interruptions ,boredom ,stress and fati gue.
A mong the in novations for the futu re St . Jos eph’s was the addition of a room out side the
M R I ,equipped with met al detectors ,to ensu re that noth ing met allic goes inside and caus-
es an acc ident .Als o,patient rooms were st and ardi zed ;r ather than having outlets for  adja-
cent rooms share the dividing wall , they are identically placed on the same wall in each
room .

John Gos bee ,a hu m an factors spec i alist with the Veter ans Af f airs health system ,rec-
ommends that hospit al managers ensu re that they underst and the import ance of hu m an
f actors princ iples in their patient safety ef fort s ,and that these soph isticated tech n iques be
us ed in the correct contex t .It’s possible to ju mp into them too early and be frustr ated with
having too much inform ation ,m aking it dif f icult to act .For inst ance ,a root - cause analy-
sis may result in more det ailed reas ons for a failu re , but the st af fm ay lack the ability to
t ake the next step.Instead of h iring a spec i alist ri ght away,G os bee says ,organ i z ations need
to become grou nded in an underst anding of how hu m ans work with de vices .“It is not
just another set of princ iples and tech n iques ,”he says .“It provides a ‘tried and true’fr ame-
work for building and strengthen ing that elusive safety cultu re.”

• C A S E  S T U D Y
Concord (N.H.) Hospit al : Th is 295-bed hospit al’s cardi ac su rgery team de veloped a team
approach to improve commu n ication du ring rou nds . Wh ile they belie ved they were
already providing good care ,the team wanted to improve commu n ication with patient s
and fam ilies and among thems elves for even bet ter qu ality and safety.Working with a
hu m an factors ex pert ,the team de veloped a structu red process for rou nds that empha-
si zes the involvement of e veryone con nected with the patient .

The group gathers at 8:45 a.m.each day to dis cuss the patient’s care plan .The team
openly dis cuss es any problems that arose du ring care , and those “system glitches”are
recorded for fu rther re view and action by the patient safety team .Wh ile it was a struggle
early on to get all those people in one room at one time , the “collabor ative commu n ica-
tions cycle”has paid dividends , the hospit al report s ,both in patient satisf action and out-
comes .Pharm ac ists say that the process helps avoid medication errors because all parties
involved — including the patient — have a chance to dis cuss medication dec isions .•

Here is a list of action items you
can use to promote human fac-
tors principles:

•Management should educate
itself about human factors prin-
ciples and fully understand them
before moving ahead.

•Patient safety staff should get
t raining in the specifics of
human factors and related tools
such as usability studies.

•Don’t hire a human factors
specialist until your organiza-
t i o n ’s patient safety efforts
evolve enough to take action on
the specialist’s findings.

•When a chance for redesign
comes up, standardize location
of equipment, supplies and
room layout, as well as care
p r o c e s s .

•Recognize “work-arounds” as
a danger signal. When staff
members design elaborate, ad
hoc ways to avoid troublesome
d e vices or processes, it’s a sign
those devices and processes
need to be fixed.
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•“Designing a Safe Hospital,”
brochure from the Center for
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ment; available online at http://
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Agend a
A C T I O N Medication Safety Issue Brief

Focusing on the Hum an Factor


