
4 6 A u g u s t  2 0 0 4 P h a r m a V O I C E

Long be fo re the topic be came part

of a bro a d e r, n ational dialog u e,

THE RESPONSIBILITY TO IMPROV E

PATIENT SAFETY WA S

TOP OF  MIND W I T H

N E A R LY EV E RY 

P ROFESSIONAL 

WITHIN THE VA S T

CHAIN OF HEALT H CA R E.

But significa nt improve m e nts are

o ften difficult to achieve and elusive

for health-ca re org a n i z at i o n s.

IS THERE A SECRET FOR SUCCESS?   

Focus  
IN AN EXC LUSIVE TO PHARMAVO I C E,

B RUCE MCWHINNEY, P H A R M . D. ,

SENIOR VP OF CO R P O RATE 

C L I N I CAL AFFAIRS AT CARDINAL 

H E A LT H , DISCUSSES EIGHT KEY 

AREAS T H AT HEALT H CARE SYS T E M S

SHOULD CO N C E N T RATE ON 

TO IMPROVE PATIENT SAFETY.

I have seen the greatest improvements
made by addressing the problem of 

p at i e nt safe ty in a sys te m atic way.

M E D I CATION SAFETY
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V I E W on patient safety

As the nation’s re g u l a t o ry landscape continues to change, the future
of patient safety is, by no means, predictable. And as each generation
becomes better educated, patients will rightfully expect higher stan-
d a rds of quality and safety in healthcare. 

A c c o rding to Bruce McWhinney, Pharm.D., senior VP of corporate
clinical affairs at Cardinal Health Inc., through action in eight focus
a reas, healthcare professionals can make significant advancements in
patient safety, which ultimately lower costs and improve patient care .

“Some organizations target just one approach, such as the implemen-
tation of technology, which by itself may not achieve the desired impro v e-
ments,” he says. “From my own experience and from what I’ve learn e d
working with other healthcare professionals over the past three decades,
t h e re are eight key areas on which healthcare systems should concentrate.
Focus on these areas enables professionals to take a real-world appro a c h
and recognize the diff e rent dynamics that exist between people who pre-
scribe medications and those who dispense and administer them.”

LEADERSHIP 
AND CULT U R E

Leadership in medication safety begins at the top of a healthcare sys-
tem by creating a positive culture and driving it to all levels of an org a-
nization. 

C reating a nonpunitive culture that promotes discovery and dis-
cussion of errors and near misses must be a priority for senior execu-
t i v e s .

“ Years ago, I observed the CEO at one large academic medical cen-
ter adopt safety as a personal mission,” Dr. McWhinney says. “This
CEO was visibly proactive about the issue to key stakeholders intern a l-
ly and extern a l l y, and, as a result, this focus on safety remains palpable
even today. ”

He says the patient must always be central in a healthcare system,
and communication of this idea must start at the top with the devel-
opment of a strategic plan to make safety top of mind for all employ-
e e s .

THE PLA N
A thoughtful plan enlists comprehensive data and information to

establish priorities that are focused at strategic and tactical levels. But
the process of developing such a plan should not bog down the org a n i-
zation; flexibility is essential. 

“Consider that the state of California re q u i res all hospitals to have a
safety plan, but it does not re q u i re specific activities,” he says. “No
cookie-cutter approach exists to assess and understand the issues specif-
ic to each org a n i z a t i o n ’s facility. The important point is to have a plan
with clearly defined priorities.”

A c c o rding to Dr. McWhinney, one large academic medical center in
the Midwest conducted its own study to determine its greatest safety
risks. The results diff e red from regularly cited published studies, and
the organization consequently focused on bedside safety rather than the
point of prescribing. 

D r. McWhinney says re g a rdless of the key focus areas, every staff
member must be held accountable for the plan in an environment that
encourages colleagues to learn from each other and build on successes.
Once the plan is deployed, it is essential to closely monitor results and
remain persistent about its consistent implementation. 

THE PROCESS 
Safety improvements can often be made through simple pro c e s s

analysis and re d e s i g n .
“Think for a moment about the extensive checklists the aviation

i n d u s t ry uses as part of every preflight pro c e d u re,” Dr. McWhinney
says. “Our healthcare systems could benefit from similar pre s u rg e ry pro-
c e d u re s . ”

C a refully examining processes when introducing new technologies
can mean fewer steps are re q u i red in a process, making the system safer,
m o re efficient, and less expensive. Dr. McWhinney cites barcode scan-
ning of medications as a compelling example of process impro v e m e n t ;
b a rcoding eliminates steps from the process and reduces pre s s u res for
those administering medications.

 Areas 
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4S YSTEMS VS .P E O P L E
Most safety and quality problems relate to

systems problems, not people problems, he
says. The human issue is largely one of a lack
of information, education, and appro p r i a t e
systems support. 

“Whenever a person is involved in any
application, room for error exists,” Dr.
McWhinney says. “The key is to design safe-
ty into the process, rather than as an
a f t e rthought. This is more difficult than it
sounds because it re q u i res existing pro c e s s e s
to be challenged.”

For example, Dr. McWhinney says, seri-
ous adverse consequences from incorre c t
medication administration were addressed in
one health-system organization by simply
removing a certain intravenous drug from the
p a t i e n t - c a re unit. This drug was placed in
e m e rgency boxes and relocated to the phar-
macy where it now re q u i res a pharm a c i s t
review before administration. He says con-
t r a ry to initial concerns, patient care was not
c o m p romised through this change, and seri-
ous medication administration errors have
been dramatically reduced.  

T E C H N O LOGY 
Technology decidedly re p resents part of any solution. It is impor-

tant, however, Dr. McWhinney says, to thoroughly understand the
human impact of technology, as well as factors such as education of users
and the re q u i red changes in existing routines.  

“For example, consider smart pumps, which re q u i re extensive edu-
cation to use correctly for maximum re t u rn,” he says. “Once a technol-
ogy is installed and in use, monitoring should continue to gauge not
only the technology’s effectiveness, but also continue to solve the pro b-
lem for which it was originally intended.”

F i n a l l y, integration is key. Dr. McWhinney encourages the review of
all solutions in the context of the need to integrate with other disparate
systems and technologies.  

METRICS 
AND FEEDBACK 

D r. McWhinney recommends that for any medication-safety initia-
tive, meaningful metrics need to be created, and then these metrics need

7

to be communicated regularly to stakeholders. 
“ F rom our discussions with healthcare lead-

ers, a simple acronym, SPOC, describes the
most important feedback for a safety initia-
tive,” he says. 

SPOC is short for satisfaction (patient,
physician, and employee), process impro v e-
ment, outcomes (best if risk adjusted, clinical
outcomes), and cost management. 

“Once the metrics are gathered, companies
need to analyze and use this information appro-
priately and act on the feedback,” he says.
“Most import a n t l y, people should not be afraid
to conclude that an approach is not working.”

R E COGNITION 
AND REWARDS 

For cultural success, there is the need to
motivate, educate, and manage people who
work on the front lines of the medication-use
p rocess. 

“People want to do a good job and do not
intentionally put patients in harm ’s way,” he
says. “Successful organizations celebrate
advances in patient safety and recognize indi-
viduals who prevent problems, re p o rt pro b-
lems before they cause harm, or who file med-
ication error re p o rts that result in a solution.” 
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Technology decidedly 
re p re s e nts part of 

a ny solution.
It is impo rt a nt,

h oweve r, to thoroughly 
understand the      

human impact 
of te c h n o l ogy,

as well as factors 
such as education 

of users and 
the re q u i red changes in 

existing ro u t i n e s.

8CO S TS
In today’s financially stressed organizations, addressing medication

safety is sometimes judged as too costly. 
“ F a i l u re to act, however, often proves even more costly as org a n i z a-

tions face patient harm, damaged reputations, and eroded intern a l
morale,” Dr. McWhinney says. “The most successful organizations re c-
ognize that making changes to keep patients safer can be done without
i n c u rring major costs, or costs can be spread out through effective plan-
n i n g . ”

Key to this eff o rt is defining a clear focus, with ranked priorities. By
identifying the low-hanging fruit, Dr. McWhinney says healthcare sys-
tems can justify immediate capital costs and address needed areas, as
well as plan ahead for lower priority expenditure s .✦

Ph a rm a Vo i ce we l comes co m m e nts about this art i c l e. E-mail us at 

fe e d b a c k @ p h a rm avo i ce. co m .


