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Part four of th is si x - part series ex plains how hospit als are using a systems approach to analy ze
errors and near- m iss es and improve patient safety. 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 ks de veloped
th is project with the generous support of Mc Kess on H BOC . Tear out th is card for futu re refer-
ence. Additional copies are available in PDF form at on the ASHP and H & H N Web sites
( w w w. ashp. org and www. h h n m ag. com ) . ASHP members can also call the ASH P’s 
f a x - on- dem and service.

• S U M M A R Y
The meat and pot atoes of error reduction is in the root cause analysis of m ist akes and near-
m iss es ,and the identif ication of new,s afer ways to carry out task s .Th is is also the most tech n i-
cal part of patient safety. But hospit al leaders find that their st af fs can learn from mist akes using
home - grown ex pertise and wis dom , and that it works best if e veryone is willing to open up
their daily work lives to some well - intentioned scrutiny.

• I S S U E  B R I E F
Five years ago the term “root cause analysis”was n’t commonly heard in hospit al boardrooms .
But with a new national emphasis on patient safety,hospit al executives and trustees are learn-
ing about systems theory — an engineering concept that recogn i zes the complex ity of m any
e veryd ay tasks and the hu m an factors that can make them go awry.“People in just about every
hospit al ,w hether they’ve ex perienced their own sentinel events or not , know about root caus e
analysis ,”s ays Richard Croteau , a physic i an , former aerospace engineer and executive director
for str ategic in iti atives at the Joint Comm ission on Acc redit ation of Healthcare Organ i z ations .

That may be in part because hospit al acc reditors have placed a greater emphasis on
patient safety, a policy that was recently reinforced with new st and ards calling on hospit als to
coordinate patient safety activities and to proactively seek out mist akes in the making.“There’s
enough inform ation available now for any organ i z ation to identify all the th ings they do that are
h i gh risk ,”s ays Croteau ,noting that hospit als should have a system atic process to identify high -
risk systems .That process should include learn ing from ex perience — such as analy z ing what
caus ed errors and near- m iss es — as well as looking to published liter atu re on what is already
known about high - risk process es .

It is easier to antic ipate problems than to analy ze what went wrong later,largely becaus e
the people involved in an error often are defensive. Still , analysis of errors and near- m iss es is
c ruc i al to improvement . To create a regular pr actice of analysis , an institution should assi gn
oversi ght to a multidis c iplinary panel such as a qu ality comm it tee.The ef fort should be fac ili-
t ated by an individu al with a back grou nd in risk management or perform ance improvement .
But the actu al analysis should involve st af f and physic i ans on the front lines , Croteau says .

Adm in istr ators need to support the analysis in sever al ways :f irst ,by est ablish ing a non -
pu n itive atmosphere ;s econd,by taking a pers onal interest in whether the analysis takes place ;
and th ird, by comm it ting the res ou rces to fix any problems that are identif ied.“There’s a real
role model imper ative for leadersh ip,”Croteau says .
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• C A S E  S T U D I E S  
St . Luke’s Epis copal Hospital , Houston : The concept of learn ing from mist akes is get ting a
workout at St .Luke’s ,w here near- m iss es and errors are re viewed with a root cause analysis .
The new policy,in place for about 18 months ,has resulted in 20 analys es of m ishaps every-
w here from the oper ating room to the magnetic res onance im aging mach ine ,w hether they
resulted in serious harm or not .Everyone involved in an inc ident partic ipates in the analy-
sis , from nu rs es to doctors to adm in istr ators , and they consider all the factors that could
have contributed to the problem .Pains are taken to avoid plac ing blame on individu als .“We
have demonstr ated to our st af f that we aren’t hanging anybody,”s ays Jack Lynch , CEO and
executive vice president of St .Luke’s . “We want to have tools that assist nu rs es and pharm a-
c ists to provide care as safely as possible.” Safety backups , he adds , will improve retention
and rec ruitment if st af f feel they can do their jobs without worrying about blame.

A new,anonymous hotline encou r ages reporting of errors . The hospit al’s director of
acc redit ation and qu ality takes the lead on each analysis ,w h ich can take a few weeks to sev-
er al months to complete. As a result , changes have been made in a nu mber of process es ,
such as the way drugs are dispens ed and received in the oper ating room and double - check-
ing that no sand bags get into the MRI along with a patient .“We’re trying to look at anyth ing
that could have been a life - th reaten ing or in ju ring event ,”s ays Lynch .“We also want to look
beyond what might be the most obvious cause of an event and look more broadly – could
that event have occu rred in one of our clin ics , or in the lab instead of the pharm acy ? ”

Legacy Good Sam aritan Hospital and Medical Center, Portland, Ore. : In embarking on a
m aj or comm itment to patient safety, Legacy fou nd it needed to know how many medica-
tion errors occu rred so it could tr ack how well the error- reduction ef forts worked.Becaus e
st af f members don’t always report mist akes , Legacy dec ided to conduct an obs ervational
study.Obs ervers are assi gned to watch a sampling of patients receive their drugs .That infor-
m ation is compared with charts to see if the pres c riptions were carried out correctly.Wh ile
it was a time - consu m ing ef fort to tr ack about 2,000 dos es , the process worked well ,s ays
Lynn Belcher, a clin ical spec i alist in the hospit al pharm acy.“It did give us some powerful
d at a .The data will be us ed to make changes in the medication system .”

The hospit al’s medication use comm it tee overs aw the study, using about a dozen
obs ervers from various department s ,such as nu rsing,pharm acy and qu ality improvement .
Those departments also pitched in to pay for the study.The obs ervers were tr ained and spent
about two months docu menting medication dose adm in istr ation on randomly selected
sh ift s , including dif ferent times of d ay in various unit s .Belcher said tr ain ing is key becaus e
obs ervers bring varying le vels of ex perience to the process .“You also need def ined protocols
and guidelines for what they need to be docu menting on each obs ervation ,” she says . The
results were in line with what other institutions have fou nd,and will give Legacy an impor-
t ant bench m arking tool .“We’ll use it again as a tool to re valid ate changes we make in the
process ,”Belcher says .

•Choose a leader from risk man-
agement or quality improvement to
oversee the process of analyzing
errors and near-misses.

•Conduct the investigation and
fashion improvements on an inter-
disciplinary basis.

•Be sure to include those staff
members most involved in the
process to get the most accurate
picture of how it is done.

•Along with analyzing past prob-
lems, anticipate future potential
mistakes. Review the areas of the
hospital with the highest-risk activ-
ities, and look to the literature to
learn from other hospitals (check
the sentinel event alerts from JCA-
HO, along with the medication
safety alerts from the Institute for
Safe Medication Pr a c t i c e s ) .

•Be willing to provide the
resources necessary to fix problems
identified by the analysis, and be
sure staff members know their
work will be taken seriously.

•Avoid placing blame on any indi-
vidual when a mistake occurs to
encourage honest communication
about what went wrong.

•Share with all staff what is
learned about the system weak-
nesses and the improvements.

•Turn every adverse drug event
into a learning opportunity.

Agend a
A C T I O N
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