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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 .

Covering the basics of medication safety is the focus of part five 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
In these high - tech times ,it’s easy to get distr acted by the emphasis on computeri zed answers
to every patient safety question .Wh ile autom ation can reduce many risks of drug delivery,
it should be built only on a firm fou nd ation of the ess enti als of medication safety. Be su re
your organ i z ation has already mastered basics such as unit - dose drug distribution ,sterile
compou nding,formulary management and clarity in drug names .

• I S S U E  B R I E F
There’s so much dis cussion about tech nological patient safety in novations such as bar codes
and order entry that it’s easy to forget that only a sm all percent age of hospit als are using
them . Even those plan n ing to invest in IT solutions to medication management need to
have the basics in place before moving ahead.Here are some of the ducks to have in a row
before writing any big check s .

Unit - dose drug distribution : The idea that a medication dose should go from the phar-
m acy to the patient’s bedside in a single dose has been arou nd since the 1960s.And,theoret-
ically,most A merican hospit als use unit dos e ,at least in part . But in reality, m any hospit als
have comprom is ed that ori ginal concept in the name of conven ience. For inst ance , nu rs es
m ay receive 24 hou rs’worth of medication for a hospit al unit in a single cart ,cont ain ing mul-
tiple but dif fering dos es for a given patient .Relying on the nu rs e’s memory and commu n ica-
tion with the next sh ift to be su re the correct dose makes it to the patient at the ri ght time vio-
lates a basic tenet of patient safety:Reduce reli ance on hu m an fr ailty by using well - desi gned
systems .

Making mat ters worse is that exceptions have been made to unit - dose pr actices so that
s ome medications are delivered in a single dos e ,w h ile others require a nu rse to divvy them up.
“What we end up with over the years as we slice of f pieces [of a unit - dose system] is a hodge-
podge of systems that becomes so uncontrollable and misu nderstood that it actu ally becomes
more inef f ic ient ,”s ays Marc Su mmerf ield,director of pharm acy at the Un iversity of Maryland
Medical Center,Baltimore.Relying on nu rs es to break a tablet in half to get the correct dose at
the bedside also inc reas es the risk of error because the final dose has not been double - checked
by both the pharm ac ist and the nu rs e.“Rarely, if the same pers on does sever al steps in the
process ,can they catch their own error,”Su mmerf ield notes .
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Sterile compounding : For IV medications that must be prepared immedi ately before
us e ,hospit al pharm ac ists prefer to be the ones to do so,given that they have the ex pertis e
and equipment to carry out the task antis eptically and safely.But in some hospit al inten-
sive care units and emergency department s ,nu rs es end up doing the job.“We’re trying to
m in im i ze that ,or make su re nu rs es who do it are tr ained in the same way as pharm acy
tech n ic i ans are ,”s ays Paul Bush ,director of pharm acy services at the Medical Un iversity of
South Carolina in Charleston .Su rveyors from the Joint Comm ission on Acc redit ation of
Healthcare Organ i z ations will be taking a clos er look at sterile compou nding st arting in
2 0 0 4 .

Formulary management : Maint ain ing a ti ght ,up - to - d ate list of approved medica-
tions on a formulary can give a hospit al’s pres c ribing doctors a fighting chance to be fam il-
i ar with the drugs they choose for patient s .“The formulary process allows us to focus on
m aybe th ree dif ferent drugs for high cholesterol rather than the six or seven on the mar-
ket ,”Bush ex plains .But that process requires const ant oversi ght by a pharm acy and ther-
apeutics comm it tee ,w h ich needs the backing of hospit al adm in istr ation .

Avoiding use of abbrevi ations and brand names : When pres c ribers abbre vi ate the
name of a medication or use a br and name rather than generic mon i ker,confusion can fol-
low. Hospit al acc reditors are begin n ing to focus more intently on safer use of abbre vi a-
tions .Meanw h ile , hospit als are working with physic i ans to elim inate the riskier nomen-
clatu re.“We could come up with 50 to 100 abbre vi ations we’d li ke to get rid of,”s ays Harold
G odwin ,director of pharm acy at the Un iversity of Kans as School of Pharm acy,Lawrence.
“Most places are focusing on the top five or top seven .”

Many of these fu nd ament als have been accepted in theory for decades ,but adoption
has been slow or has slacked of f.Still , they are ess enti al to safe medication us e.Hospit als
shouldn’t ignore them on the assu mption that new tech nologies will make them obs olete.
“Tech nology is an enabler of a fu nd ament ally safe system ,”s ays Ph ilip Sch neider,clin ical
profess or at Oh io St ate Un iversity’s College of Pharm acy, Colu mbus , and director of the
Latiolais Leadersh ip Progr am .“Tech nology is not really the answer.”

Still ,S ch neider acknowledges that changes such as higher patient acuity and the need
for decentr ali zed drug distribution are altering the classic unit - dose system .More impor-
t ant than ad hering to a particular system is answering two ess enti al questions : First ,does
a pharm ac ist re view every medication order before the first dose is adm in istered to a
patient? And second,are the great maj ority of medications provided to a nu rse in ready -
to - adm in ister,single - dose form? 

Wh ile hospit al executives may not be focus ed on the det ails of medication distribu-
tion ,their support for patient safety improvements is cruc i al ,S ch neider says .“You have to
m ake a dec ision whether medication safety is an import ant priority for the institution .”•

Here is a list of action items:

•Check in with the committee
in your hospital that oversees
medication safety and be sure
these basic techniques are being
used in your organization.

•Involve pharmacists in the
medication administration pro-
cess. Will evidence support the
use of clinical pharmacists work-
ing in patient care areas?

•Be sure your pharmacy and
t h e rapeutics committee is well-
organized and functional.

•Keep the hospital’s formulary
to a manageable level and up-
to-date so practitioners don’t
have to remember details of too
many medications.

•A clear commitment to safe-
ty from the top so staff mem-
bers don’t build work-arounds to
important safety measures.

•Be aware that accreditation
surveyors are giving closer
scrutiny to basic medication
safety practices such as sterile
compounding and use of med-
ication abbrevi a t i o n s .

ADDITIONAL RESOURCES
•American Society of Health-
System Pharmacists. A variety of
articles on formulary system
management and guidelines.
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•ASHP guidelines on quality
a s s u rance for pharmacy-prep a r e d
sterile products and ASHP state-
ment on unit dose drug distribu-
tion. www. a s h p .o r g / b e s t p ra c t i c e s
/ d r u g d i s t r i b u t i o n . c f m

•Marc Summerfield and
Thomas Lawrence, “Rethinking
Approaches to Reducing Med-
ication Errors: An Examination
of 10 Core Processes.” Fo r m u l a-
r y, Sept. 2002; vol. 37, 462–72. 
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