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The Medication Safety Issue

Briefs are a joint project of
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M c Ke s s o n H B O C .

The potenti al of tech nology to avert medication errors is the focus of part two in a si x - part
s eries desi gned to help sen ior management reduce mist akes in their hospit als .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 de veloped th is project with the generous support of Mc Kess on H BOC . Tear
out th is card for futu re reference.Additional copies are available in PDF form at on the ASH P
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
The medication - use system in hospit als is inherently complex . There can be more than 100
steps from the time a pres c ription is writ ten to the time a patient receives the medication .
Tech nology has the potenti al to reduce medication errors by reduc ing complex ity, avoiding
over- reli ance on memory,simplif ing key process es ,and, if desi gned and implemented prop-
erly, inc reasing ef f ic iency. It can also be a cost - ef fective tool for improving qu ality.Th is brief-
ing ex am ines issues in selection and implement ation autom ation .

• I S S U E  B R I E F
Mou nting evidence shows that cert ain tech nology can subst anti ally reduce medication
errors .Yet ,s ome hospit als that make the investment are dis appointed because systems can
be unwieldy, w h ile components such as pres c riber order entry and autom ated medication
distribution systems are often removed from patient areas ,cu mbers ome ,and dif f icult to us e.

The ex periences of these hospit als provide clear less ons for others who may consider pu r-
chasing the tech nology. Most critical , ex perts say, is to include all af fected departments in the
plan n ing process , from pharm acy and nu rsing to inform ation systems and engineering.

One of the most import ant first steps is to appoint a team of repres ent atives from each
department who are ex pected to use or inter act with the new system and determ ine the insti-
tution’s autom ation needs . It is not uncommon for a dec ision to be made by only one depart-
ment regarding the pu rchase of new autom ation without input from other department s .That
approach can lead to such undesired cons equences as more errors ,u nder- us e ,or non - use of
the system by physic i ans ,nu rs es , pharm ac ists and other key us ers .

Another way to coordinate the process is to appoint a medical inform ation of f icer
( M IO ) , a clin ic i an with tech nology know how.As a fellow clin ic i an , the MIO is positioned to
persu ade skeptical clin ical st af f to invest time and energy to learn a new system .Ex perts cau-
tion , howe ver, that there is no easy fix. Oversi ght teams and MIOs , are most ef fective when
there is an organ i z ation - wide comm itment to patient safety, including sen ior managers .

Hospit als should be realistic about what they ex pect from tech nology,s ays Victor Perin i ,
director of pharm acy at Methodist Healthcare Centr al Hospit al in Memph is ,Ten n .“There are
a lot of m is conceptions out there about the ability of one de vice by it s elf to reduce errors ,”
s ays Perin i , w hose hospit al us es a robotic drug distribution system and is plan n ing pre-
s c riber order entry.“No single one of them will elim inate all errors … they have to work syn-
ergistically to accomplish that .”
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Put ting all the pieces together can be complex , and requires both tech n ical knowl-
edge and a bi g - pictu re view.“There is good tech nology out there ,”s ays Kas ey Thomps on ,
w ho heads the ASH P’s Center on Patient Safety.“But don’t autom ate blindly.Don’t just buy
it and plug it into the wall and hope it improves safety.” Some hospit als use autom ation
ex perts to implement these project s . Ongoing tr ain ing of e veryone using the tech nology
is ess enti al , Thomps on says . “There must be a comm itment by the st af f for continu al
improvement to make su re the system is doing what it is intended to do — improve safety.”

• C A S E  S T U D I E S
Vanderb ilt Univer sity Medical Center,Nashvil le, Tenn . :Vanderbilt’s built - from - s c r atch
physic i an order entry system was desi gned and overs een by two doctors from the
Netherlands and a physic i an who leads Vanderbilt’s inform atics department . That’s the
key to its success ,s ays pharm acy director Jim Kn i ght . The system interf aces with phar-
m acy, labor atory, medical records , billing, and radiology, and provides inform ation on
dosing and potenti al adverse drug reactions at the time of pres c ription .“What we’ve done
is cut out all the errors that come from the physic i an’s side of ordering,and the confusion
with drugs that sou nd ali ke and look ali ke ,”Kn i ght ex plains .

Vanderbilt of f ic i als actively solic ited complaints and suggestions from physic i ans to
improve the system .A complaint box is included in each screen ,and every comment get s
an e-mail respons e.Compliment ary food also encou r ages feed back .“Residents get pi z z a
as long as they bring a suggestion of how to improve the system ,”Kn i ght says .After seven
years , those pizza parties still garner import ant insi ghts for the inform atics st af f.

Children’s Hospitals of Minneapolis : Often an autom ated medication system bought of f
the shelf needs tweaking, w h ich is what pharm ac ists at St . Paul Ch ildren’s Hospit al dis-
covered when an autom ated dispensing unit was inst alled on the nu rsing floor.Ch ildren’s
medication dos es can be quite dif ferent from those for adult s , so the pharm ac ists de vel-
oped a set of st and ardi zed dosing pat terns for commonly us ed drugs for ch ildren ,s ays
Mark Thom as , director of pharm acy for Ch ildren’s Hospit als of Min neapolis .

Hospit als considering autom ation should make a complete su rvey of their cu rrent
process es to underst and what could benef it from a change.“You don’t just put in autom a-
tion without giving due dili gence to what the process already is ,”Thom as says .

• A D D I T I O N A L  R E S O U R C E S
AHA Guide to Physic i an Order Entry Systems , ht tp : / / w w w. aha . org / medications afty /
Poe Exec Su m A 1 1 1 5 . asp • Fact Sheet : Computer Physic i an Order Entry, The Leapfrog
Group, ht tp : / / leapfroggroup. org / Fact Sheet s / C P OE _ Fact Sheet . P DF • A Call to Action :
Elim inate Handwrit ten Pres c riptions With in 3 Years , Institute for Safe Medication
Pr actices white paper, w w w. ismp. org • ASHP national su rvey of pharm acy pr actice
in acute set tings , 1 9 9 9 ,A merican Jou rnal of Health - System Pharm acy, O ct . 1 , 2 0 0 0 ,
ht tp : / / w w w. ashp. org / public / pubs / aj hp / vol 5 7 / nu m 1 9/ 

•Develop a "vendor assessment
tool" to compare each bid in vari-
ous categories such as prescription,
transcription, dispensing and
a d m i n i s t r a t i o n .

•Take a brutally honest look at
how things are done and consider
eliminating unnecessary steps. It
might take an outside party with
knowledge of workflow and process
r e e n g i n e e r i n g .

•To entice physicians into learn-
ing a new system, ensure that it
will save them time while improv-
ing quality. One way is to build
standardized orders that can be
made with a single mouse click.

•Measure what you do, such as
tracking medication use (number of
orders per hour) and errors (missed
orders) for the first time so that
you’ll know how well new error-
reducing technology performs.

•Choose a “champion” in each
department to encourage others to
adopt the new system.

•Before inviting vendors to
demonstrate their products, know
what you need, and be sure all
users and departments were
involved in drawing up that list.

•Keep top administrators and the
board of directors up-to-date on
the progress of choosing a system.

•Once nurses, pharmacists and
doctors are trained on a new sys-
tem, plan regular training updates.

•Choose an order entry system
offering evidence-based diagnostic
and therapeutic information when
an order is written. Other useful
features: touch-screen monitors,
off-site order entry and an alert
system for overdue interventions.

Agend a
A C T I O N
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