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Presentation Objectives

• Identify foundational settings nurturing safety 
in your practice

• Explore various methods of establishing a 
culture of best practices

• Understand your role in continual patient 
safety and best practices
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External Support

Consumer Safe Medication Use. nccmerp.org
BPS Examination Specifications. bpsweb.org

Pharmacist intervention on prescribing errors. AJHP 2021 Jul 20: 278
ISMP Medication Safety Alert. 2020. Volume 25

The Joint Commission. 2023
ASCO QOPI® Certification Program: Standard Manual. 2020

USP General Chapter <800> Hazardous Drugs - Handling in Healthcare Settings. 2020
USP General Chapter <797> Pharmaceutical Compounding-Sterile Preparations. 2022

NIOSH list of antineoplastic and other hazardous drugs in healthcare settings, 2016



Internal Support

Policies & 
Procedures

Training 
Competency

Automation 
Technology

Risk 
Mitigation 
Strategies

Committees Transparency





Advanced Workup



Advanced Workup



Dose Rounding
• Team members: 
– Clinical Specialist, Coordinators, Operations Manager, 

Safety & Quality
Fluorouracil Vial size: 5,000 mg  % dose variance ≤ 10% Drug concentration: 50 mg/ml

Standard Dose in mg Rounding Factor in mg Lower bound Upper bound
1 mg 100 mg

10 mg 100 mg 200 mg
20 mg 200 mg 500 mg
50 mg 500 mg 2,000 mg

100 mg 2,000 mg 5,000 mg
5,000 mg 5,000 mg 5,250 mg

100 mg 5,250 mg 5,500 mg
5,500 mg 5,500 mg 5,750 mg

100 mg 5,750 mg 6,000 mg
6,000 mg 6,000 mg 6,250 mg

100 mg 6,250 mg 6,500 mg
6,500 mg 6,500 mg 6,750 mg

100 mg 6,750 mg 7,000 mg
7,000 mg 7,000 mg 7,250 mg

100 mg 7,250 mg
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Great Catch - Medication Error Prevented

104 submissions
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Dispense Delays 2022

280 submissions



Dispensing Delay
Risk Mitigation Strategy



MCI Medication Safety Committee

Marie Anne Louis-Jeune, PharmD, BCPS, LSSGB
Pharmacy Medication Safety and Quality Coordinator 
Memorial Healthcare System



BCMA: March 2023
Department % Meds Scanned Medication 

Administration
% Patients Scanned Patient Administration

MRH BCC INFUSION 100.0% 460/460 100.0% 460/460
MRH BCC INFUSION 100.0% 398/398 100.0% 398/398
MRH BCC INFUSION 100.0% 292/292 100.0% 292/292
MRH BCC INFUSION 100.0% 385/385 100.0% 385/385
MRH BCC INFUSION 100.0% 52/52 100.0% 52/52
MRH MCI INFUSION 270 100.0% 344/344 100.0% 344/344
MRH MCI INFUSION 270 100.0% 69/69 100.0% 69/69
MRH MCI INFUSION 270 100.0% 88/88 100.0% 88/88
MRH MCI INFUSION 270 100.0% 387/387 100.0% 387/387
HALL MCI INFUSION 100.0% 260/260 100.0% 260/260
HALL MCI INFUSION 100.0% 53/53 100.0% 53/53
MHW BCC INFUSION 100.0% 449/449 100.0% 449/449
MHW BCC INFUSION 100.0% 63/63 100.0% 63/63
MHW BCC INFUSION 100.0% 504/504 100.0% 504/504
MHW MCI INFUSION 100.0% 412/412 100.0% 412/412
MHW MCI INFUSION 100.0% 288/288 100.0% 288/288
MHW MCI INFUSION 100.0% 138/138 100.0% 138/138
MHW MCI INFUSION 100.0% 393/393 100.0% 393/393
MHW MCI INFUSION 100.0% 389/389 100.0% 389/389
MHW MHCT INFUSION 100.0% 18/18 100.0% 18/18
MHW MHCT INFUSION 100.0% 10/10 100.0% 10/10
MHW MHCT INFUSION 100.0% 99/99 100.0% 99/99
MHW MHCT INFUSION 100.0% 16/16 100.0% 16/16
MHW MHCT INFUSION 100.0% 210/210 100.0% 210/210
MHW MHCT INFUSION 100.0% 22/22 100.0% 22/22
MHW MCI INFUSION 159 100.0% 19/19 100.0% 19/19
MHW MCI INFUSION 159 100.0% 19/19 100.0% 19/19
MHW MCI INFUSION 159 100.0% 351/351 100.0% 351/351



Celebrate Success



Self Assessment Question

Building a culture of safety and best     
practices may be achieved through leveraging 
A. Onboarding and continual training/competency
B. Automations
C. Healthcare system committees
D. Policies and procedures
E. Inter- and intradepartmental transparency 
F. All of the above
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Objectives

• Provide examples of safety touchpoints and 
engagement

Provide

• Describe how key performance indicators (KPIs) 
can drive change

Describe



Engagement and Reporting
• ALL healthcare roles play a part in patient safety and therefore should be 

educated on how to enter 

• Pharmacy: 
Ø Technicians  
Ø Residents and students  
Ø Clinical pharmacists
Ø Clinical coordinators and specialists
Ø Managers and supervisors  
Ø Directors 
Ø Vice Presidents 
Ø Chief Pharmacy Officers

But how can we 
build a strong 
safety culture?



Barriers to Building 
Safety Culture 

Institute for Safe Medication Practices. (2018). Pump Up the Volume: 
Tips for Increasing Error Reporting and Decreasing Patient Harm.

• Concern event reporting will lead to punitive actions

• “Lack of time” to report events

• Event reporting system is “confusing” and “not standardized”

• Staffing constraints:
Ø Can affect multiple departments (e.g., Nursing)
Ø Safety layers that were previously in place may be bypassed
Ø Proactive risk assessments may lose priority 



Reducing the Barriers

• Leave opportunity for team members to share concerns both privately 
or collectively 
– Acknowledge the barriers (e.g., staffing shortages, “pandemic 

era” changes) 

• Make reporting adverse drug events easy and user-friendly

• Create multiple safety touchpoints with staff throughout the month

• Reduce severity bias, the severity of harm from an adverse effect 
should not determine whether leaders address a patient safety event 

Institute for Safe Medication Practices. (2018). Pump Up the Volume: 
Tips for Increasing Error Reporting and Decreasing Patient Harm.



Example of Safety Touchpoints

Safety Huddles Interprofessional 
Med Safety 
Committee

Newsletters Quality 
Improvement 

“Suggestion Box”

Great Catch 
Awards

Medication 
Safety 

Webpage 

Larson, C. M., Saine, D., & American Society 
of Health-System Pharmacists. (2013). 
Medication safety officer's Handbook.



Safety Huddles Tips

• Consistency can help build a culture of safety in a department 

• Showing data such as key performance indicators (KPIs) can help 
team members visualize the gaps and track the progress of initiatives

• Review cases that are relevant to the audience following the best 
practices of Just Culture
– Encourage other team members to present events 

• Close the loop, provide updates on previous events and quality 
improvement projects 

Institute for Safe Medication Practices. (2018). Pump Up the Volume: 
Tips for Increasing Error Reporting and Decreasing Patient Harm.



Example Medication Related KPIs

• Barcode medication administration (BCMA) and patient wristband 
scanning

• Smart infusion pump guardrail compliance
• Automatic dispensing cabinet (ADC) override % 
• Compounding workflow system bypass %
•  Department-specific metrics:

– Dispensing volumes
– Order rejections 
– Medication delays
– Medication waste 
– Pharmacy interventions Khalifa, M., & Khalid, P. (2015). Developing strategic health 

care key performance indicators: a case study on a tertiary 
care hospital. Procedia Computer Science, 63, 459-466.”



Barcode Medication Administration 
(BCMA)

BHSF Goal: 
≥ 95% BCMA compliance

Location
December 2022 January  2023 February 2023 March 2023 April 2023

Med. Pt. Med. Pt. Med. Pt. Med. Pt. Med. Pt.

MCI 92.2% 92.0% 92.0% 89.6% 94.5% 94.5% 95.1% 94.9% 95.9% 95.7%

Plantatio
n 87.0% 87.2% 88.5% 88.3% 93.4% 93.6% 96.8% 96.7% 97.4% 97.5%

Overall 91.8% 91.7% 91.6% 89.4% 94.4% 94.4% 95.4% 95.1% 96.0% 95.9%

Do NOT scan pharmacy 
label for administration

DO scan product 
barcode at 

administration

Scanning the product barcode 
provides an additional layer of safety 

to identify potential errors

Med: Medication 
Pt: Patient



Top Medications Not Scanned 
December 2022: (1,468 Not Scanned) 

April 2023: (667 Not Scanned)
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Diminish patient wait times

Increase patient safety by catching patients outside of 
pre-chemotherapy metrics  

Improve interprofessional collaboration

Goals for Reducing Order Rejections  



Order Rejections Per Month
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Top 6 Reasons For Order Rejections
October 2022: (83 Rejections)

April 2023: (52 Rejections)
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Self-Assessment Question

Which of the following is a benefit of capturing, analyzing, and presenting 
KPIs?

a. Can be a tool to further engage staff
b. Can be used to internally benchmark and measure change over time
c. May be helpful for staff to visualize the gaps or areas for 

improvement
d. All of the above


