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A New Leadership Role for Pharmacists:
A Prescription for Change
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harmacy leadership is the core of a successful medication
safety program. Pharmacy leaders can play an enormously
important role in performance improvement. They can be part of
the senior leadership team_s DNA because their impact and view
go far beyond the walls of the pharmacy.
Pharmacy leadership structures and systems ensure a
multidisciplinary focus and a streamlined operational approach
to achieving organization-wide safe medication use. Adverse
drug events (ADEs) are at a critical level, continuing to cause
signiﬁcant harm and death to patients. This increased awareness
of ADEs, the lack of care coordination among providers, and the
advancements in health information technologies have prompted
calls for an enhanced role for pharmacists, to ensure effective
drug use and patient safety. This enhanced role for pharmacists
may require some changes in the views of the pharmacists_ role,
responsibilities, and contributions to the medication management process. Furthermore, there is a need to recognize pharmacists as health care providers for the purposes of practice
liability and billing.
Senior administrative management and governance leaders
must recognize the critical role that pharmacists can play in
reducing patient safety risks, optimizing the safe function of
medication management systems, and aligning pharmacy services with national initiatives that measure and reward quality
performance.1 Great leadership is infectious. It is critically important that governance, administrative, and medical leadership
put pharmacy leaders more at center stage. If they do, and if
pharmacy leaders rise to the occasion and contribute to the
performance improvement of the organization, the new entrepreneurial energy will cascade contagiously through the entire
pharmacy workforce and will create a new and more positive
self-identity that can only spell safer care for all patients who
are served.2
As drug spending continues to rise at double-digit rates
for hospital expenditures, hospital leadership must ensure that
pharmacists have a central role in medication management
strategies. Pharmacy leaders should be included in the organizations_ leadership teams and involved with integral system
decisions. Because of the manpower burden of managing this
complex integrated system, adequate resources should be allocated to support the comprehensive pharmacy structure and
system. Recognizably, there is palpable tension about the lack
of rigorous evidence in the realm of medication management
solutions; however, these system failures are real and have resulted in human suffering and death.
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Adverse drug events are the most frequently cited cause of
signiﬁcant harm and death among hospitalized patients3 and are
leading cause of readmission after discharge. The Institute of
Medicine Committee on Identifying and Preventing Medication
Errors estimated that at least 1.5 million preventable ADEs
occur each year in the United States.4,5 A staggering rate of 10%,
or 1 ADE per 10 inpatients, was revealed during a community
hospital study in Massachusetts.6 As technology evolves to

Objective: Pharmacists can play an important role as leaders to reduce
patient safety risks, optimize the safe function of medication management systems, and align pharmacy services with national initiatives that
measure and reward quality performance. The objective of this article is
to determine the actions that pharmacists can take to create a visible and
sustainable safe medication management structure and system in the
health care environment.
Methods: An evidence-based literature search was performed to determine what actions successful pharmacist leaders have taken to improve
patient safety.
Results: There is a growing number of quality and patient safety
standards, as well as measures that focus speciﬁcally on medication use
and education. Health care organizations must be made aware of the
valuable resources that pharmacists provide and of the complexity of
medication management. There are steps that pharmacist leaders can
take to achieve these goals.
Conclusions: The 10 steps that pharmacist leaders can take to create
a visible and sustainable safe medication management structure and
system are the following:

1. Identify and mitigate medication management risks and
hazards to reduce preventable patient harm.
2. Establish pharmacy leadership structures and systems to
ensure organizational awareness of medication safety
gaps.
3. Support an organizational culture of safe medication use.
4. Ensure evidence-based medication regimens for all patients.
5. Have daily check-in calls/meetings, with the primary focus
on signiﬁcant safety or quality issues.
6. Establish a medication safety committee.
7. Perform medication safety walk-rounds to evaluate medication processes, and request front-line staff’s input about
medication safe practices.
8. Ensure that pharmacy staff engage in teamwork, skill building, and communication training.
9. Engage in readiness planning for implementation of health
information technology (HIT).
10. Include medication history-taking and reviews upon entry
into the organization; medication counseling and training
during the discharge process; and follow-up after the transition to home.
Key Words: medication safety, medication management, pharmacist
leadership, National Quality Forum safe practice
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provide a more sophisticated tracking mechanism for ADEs,
this number will likely be a gross underestimation. With approximately 90% of Medicare beneﬁciaries reporting that
they take prescription medicines, and nearly half of those individuals reporting the use of 5 or more different medications,
the probability of an ADE is extremely high.7
Many preventable ADEs result from a problem in medication ordering.8 A recent evaluation of community hospital
ADE rates was performed using an adaptation of a trigger
instrument developed by the Institute for Healthcare Improvement.9 A rate of 15 ADEs per 100 admissions was discovered;
75% were preventable. Adverse drug events were rated as serious in 49.4% and life threatening in 11.7%. Of the preventable
ADEs, 81.5% were judged potentially preventable by computerized physician order entry.10 A direct observation study found
that medication bar code technology signiﬁcantly reduced the
rate of target dispensing errors leaving the pharmacy by 85% and
the rate of potential ADEs due to dispensing errors by 63%.
Therefore, in a 735-bed hospital where 6 million doses of medications are dispensed per year, this technology is expected to
prevent approximately 13,000 dispensing errors and 6000 potential ADEs per year.11 Involving a pharmacist in medication
history-taking has been reported to reduce medication errors by
51%.12 It has also been demonstrated in inpatient settings that
having a pharmacist review medication orders before administration is associated with a signiﬁcant decrease in preventable
ADEs.13Y15 Similar ﬁndings have been found in ambulatory
settings.16Y18 A recent study showed that pharmacists intercepted or intervened in potential medication errors at a rate of 3
per 100 medication orders in the emergency department. Ninety
percent of errors were intercepted before reaching the patient.19
In addition, the presence of a pharmacist on a clinical team
conducting inpatient rounds resulted in a 66% to 78% reduction
in preventable ADEs.20,21
The severity of harm attributed to ADEs has been estimated
at a mortality rate of 1% to 2.45%.22Y25 Heparin, a high-alert
medication, remains in the consumer spotlight as a medication
commonly involved in medication errors and ADEs that have led
to death. Adverse drug events contribute to 2.5% of emergency
department visits for unintentional injuries and to 0.6% of all
medical visits.26 Twenty-two percent of hospitalizations have
been attributed to patient medication nonadherence.27 Health
care systems, including pharmacy leaders, must learn from each
other_s mistakes and use proactive risk mitigation strategies to
prevent the past harm from repeating itself.
The estimated cost to a health care system for a preventable
ADE is $8700, using the consumer price index for medical care
adjusted to 2009 dollars. The cost of suffering to patients and
health care providers is incalculable.
The continuance of preventable ADEs, the cost to our
health care organizations, and the harm to patients is not new
information. Then, the question is, ‘‘Why do these medication
errors and events still occur?’’ Our systems are perfectly designed to achieve exactly the results they get.28 Pharmacy leaders must begin to look at medication management with a systems
view. Pharmacists are no longer simply responsible for
delivering the right medication to a patient and managing issues
within the 4 walls of the pharmacy. They must step into an active
role on the organization_s administrative leadership team and
reﬂect authority and accountability for medication management
systems performance across the entire organization.
Structures and systems should provide a continuous ﬂow of
information to leaders from multiple sources about the risks,
hazards, and performance gaps that contribute to medication
management patient safety issues. The governance board, senior
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administrative management, midlevel management, physician
leaders, and front-line caregivers should be directly accountable
for closing certain performance gaps and for adopting certain
patient safety practices. Capacity, resources, and competency
are critical to the ability of organizations to make changes in
their culture and in patient safety performance. On a regular
basis, determined by the organization, governance boards and
senior administrative leaders should assess medication management systems for the adequacy of funding and should document the actions taken to adjust resource allocations to ensure
that a comprehensive medication safety program is adequately
funded.29,30

NATIONAL QUALITY FORUM
PHARMACIST LEADERSHIP STRUCTURE
AND SYSTEMS PRACTICE
The National Quality Forum (NQF) Pharmacist Leadership
Structures and Systems safe practice 1830 highlights medication
management practice gaps that have resulted in patient harm,
and encourages proactive risk mitigation and a strong foundation of pharmacist leadership, teamwork, and safety culture.
‘‘With Safe Practice 18, the NQF is acknowledging the value of
having pharmacists involved, not only in the delivery of safe
health care of individuals but also in helping to create systemic
changes in health care organizations that can both drive safety
and reduce costs,’’said Mary Andrawis, PharmD, MPH, ASHP’s
director of clinical guidelines and quality improvement. (Oral
communication, December 16, 2009)

FOUNDATION OF A SUCCESSFUL MEDICATION
SAFETY PROGRAM
The foundation of a successful medication safety program
is a dedicated, willing pharmacist leader. There has never been a
more critical time for pharmacy leaders to take their rightful
ownership of medication management structures and systems
within health care organizations. Financial constraints, health
care reform, mediocre quality of care, and continued preventable
harm to patients should be enough motivation for pharmacy
leaders to ensure their seats at the executive table.
Leadership failure is one of the most frequent causes of
sentinel events.31 Failure of middle managers to execute the
strategies of the organization is also a major contributor. To be
successful, pharmacist leaders must have the authority in the
organization to institute a change when one is suggested and to
overcome barriers when they arise. As a system leader, he or she
understands both the implications of the proposed change for the
system and the cause-and-effect relationships that such a change
may trigger. Successful improvement models make the status
quo uncomfortable and the future attractive by leveraging will,
ideas, and execution.32
Frank Federico, RPh, a director at IHI said, ‘‘Medications
are the most common intervention in health care. They can be
a ﬁnancial burden to a hospital, as well as a way to decrease
costs when used appropriately. Pharmacists possess clinical
and process-oriented skills. They must manage budgets, resources, and understand how to use data. It is this combination
that makes them candidates for leadership of medicationrelated and other improvement projects.’’(Oral communication,
December 10, 2009)
There is a growing number of quality and patient safety
standards, as well as measures that focus speciﬁcally on medication use and education. Health care organizations must be
* 2010 Lippincott Williams & Wilkins
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made aware of the valuable resources that pharmacists provide
and the complexity of medication management. As Karla Miller,
PharmD, director of pharmacy services for HCA, explained,
BPharmacists are playing an integral role in assuring the Centers
for Medicare & Medicaid Services’ (CMS) core measure and
regulatory safety compliance. It is critical that senior leaders
understand the role of the pharmacist in providing evidencebased care by incorporating appropriate medication use into
workﬂow and documentation.’’(Oral communication, December
14, 2009) In 2008, CMS recognized the pharmacist_s role of
documentation for medication contraindications in the core
measures speciﬁcations manual.33
Pharmacy leaders must evolve and build their skills to
comply with the demands of health care organizations. Outlined
below are 10 actions that pharmacist leaders can implement to
create a visible and sustainable safe medication management
structure and system. The NQF Safe Practices for Better
Healthcare V 2009 Update has been revised, and the 10
actions outlined in this section are part of the 2010 practice
recommendations of Safe Practice 18 V Pharmacist Leadership
Structures and Systems34:
1. Systematically identify and mitigate medication management risks and hazards to reduce preventable
patient harm.35,36 Traditional efforts to detect adverse
events have focused on voluntary reporting and tracking
of errors. However, research has established that only 10%
to 20% of errors are ever reported, and of those, 90%
to 95% cause no harm to patients. Hospitals need a more
effective way to identify events that do cause harm to
patients and to allow for rapid changes to reduce harm.9
High-performing organizations have implemented realtime electronic trigger tools to alert pharmacists and
prescribers about potential ADEs. Performing selfassessments to identify clinical, operational, and communication opportunities is vital to proactively prevent harm
caused by system breakdowns and by communication/
handoff failures.37Y39 Despite the widespread increase in
patient safety activities in the past decade, the importance
of proactively reducing the risk of some of the most tragic
medication errors has been minimized too often because
the events have occurred infrequently or the corresponding
error reduction strategies have not been quantiﬁed
scientiﬁcally. Yet from the perspective of both patient
safety and credibility in the eyes of patients who place
their trust in our hands, the urgency for eradicating these
Brare[ events should be given highest priority. Prevalence
should be one of many considerations when prioritizing
patient safety efforts, but certainly not the only determinant of whether proactive steps must be taken. Moreover,
consumers are unlikely to understand our tolerance of
Brare[ but harmful events when, rightfully, they should be
considered Bnever[ events in health care. We would not
understand if the risk of an airplane crash were considered
low priority because it happens infrequently, especially if
it had been caused by untrained or intimidating pilots, or
a refusal to avoid dangerous abbreviations or to repeat
verbal commands to ensure understanding.
2. Establish pharmacy leadership structures and systems
to ensure organization awareness of medication safety
gaps.40Y42 This will require direct accountability of senior
leadership for those gaps, with adequate budget available
for performance improvement. Some organizations have
created a Chief Pharmacy Ofﬁcer as a position in the senior administration in recognition of the value pharmacists
bring as system experts. Pharmacy leaders must have
* 2010 Lippincott Williams & Wilkins
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access and direct involvement with senior leadership to
ensure accountability of the organization for medication
management gaps. Medication management dashboards
with outcome, process, structural, and patient-centered
measures should be shared with senior leadership and the
governance board, at a minimum, quarterly.
3. Support an organizational culture of safe medication
use, measure pharmacy staff safety culture, and
provide feedback to leadership and staff.43Y46 It is
important for pharmacy leaders to exhibit behaviors that
are core to the organizational mission and values. A culture of safety is built on trust and execution.47 Each employee_s input must be coveted and valued for everyday
improvement and skill building. To maximize safety, many
hospitals have also created a Medication Safety Ofﬁcer
(MSO) position in the organization. Medication error reduction efforts would be more productive if we employed
specially trained and dedicated pharmacy practitioners
to serve as MSOs to identify medication safety issues
through a variety of sources, follow the safety literature,
and disseminate information to all those who need to
know, including the safety committee. The MSO supports
error detection efforts with analysis of the data, review
of the literature, implementation of system-based error
reduction strategies, and capture of ideas from sources
external to the hospital. We should open our eyes to the
evidence provided by infection control efforts in the
United States and recognize the immense value of employing trained, dedicated practitioners for the sole
purpose of medication error surveillance and proactive
error-control planning.48
4. Work with the interdisciplinary team to ensure
evidence-based medication regimens for all
patients.21,49Y51 There are many ways by which pharmacists can affect appropriate medication regimens. Three
inﬂuential methods include formulary management, pharmacist proactive review, and pharmacist rounding at the
point of care with the interdisciplinary team. Medications
are powerful weapons that can be expensive and harmful
when used inappropriately. Pharmacists are well-trained
to critically evaluate the literature and make informed,
evidence-based decisions with their medical staff for
formulary additions and deletions. Medication errors are
often associated with situations in which clinicians are not
knowledgeable about the potential harms or correct utilization of new medications. A formulary that guides the
appropriate use of medications could serve the organization well, not only in safety but also in reducing health care
waste. Pharmacists who participate in interdisciplinary
rounds with the clinical care team, including input from
the patient as a team member, not only improve the communication within disciplines but also allow intervention
and education before the prescription creation. The pharmacists_ clinical interventions should be documented,
trended, and reported to the medication safety committee.
5. High-reliability organizations have daily check-in calls/
meetings with the primary focus on signiﬁcant safety
or quality issues from the last 24 hours or last shift;
anticipated safety or quality issues in the next 24 hours;
and follow-up on critical issues for accountability of
resolution. These daily meetings are intentional, purposed
conversations among the senior leaders and middle
managers of the organization with an end point of issue
prioritization, ownership, and resolution of potential harm
to patients or staff. These meetings are limited to 15 to
www.journalpatientsafety.com
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30 minutes with an expected attendance of all department
directors and are facilitated by a senior leader.52 Similarly,
pharmacy leaders should be directly engaged daily with
frontline managers and staff to reassess the organization’s
goals and strategy. Execution is integral to strategy, it is
a major responsibility of the leader, and it needs to be
core to the pharmacy’s and organization’s culture and behaviors. If the strategy is not achievableVthat is, not mapped to skills, resources, and assets of the organizationV
success is unlikely. The leader must be engaged in the
execution of the strategy to adjust goals and priorities or to
make available additional resources to overcome barriers
in a timely manner.53,54
6. Establish a medication safety committee to review
medication errors, ADEs, and near misses with respect
to medications; and report data and prevention
strategies to senior leadership and the patient safety
ofﬁcer.55Y59 Creating an interdisciplinary medication
safety committee to evaluate issues, prioritize performance
improvement initiatives, and establish accountability for
execution of the action items is an important part of the
overall medication safety program. Ideally, a pharmacist
would lead the committee with a minimum of nursing,
medical staff, senior leadership, and patient involvement.
Engagement of laboratory, radiology, and speciﬁc unit
leaders as necessary, based on the committee agenda,
are important considerations for improving communication. The Institute for Safe Medication Practices (ISMP)
encourages organizations to be proactive, to look outside
their environments, to monitor harmful events, and bring
this information into their improvement model. The ISMP
Medication Errors Reporting Program offers a window
on the world of hospital and community medication management issues, having the opportunity to recognize critical patterns for both success and failure. The ISMP offers
a source of connectedness for pharmacy leaders to make
valuable system insights and to position themselves further as a worthy resource investment.
7. Perform medication safety walk-rounds to evaluate
medication processes and request front-line staff input
about medication safe practices.60,61 Seek to understand
the needs of your customer (i.e., your patients, families,
health care colleagues, and senior administration). To truly
create a visible medication safety program, the pharmacist leader should engage regularly in dialogue with frontline staff, physicians, patients, and senior leaders about
ways to improve safe medication delivery and use.
Opening the lines of communication broadly will also
begin to create a culture of safety and improve medication
issue reporting. The observational method of medicationerror detection may be valuable in detecting medication
safety-related issues, but even more so, it helps to identify
what is really happening on the nursing unit, to identify
the needs of nurses, and to identify the workarounds the
nurses feel they need to go through on a regular basis.
Much of this will remain invisible unless pharmacy regularly observes medication administration and storage of
medications.
8. Ensure that pharmacy staff engage in teamwork, skill
building, and communication training, at a minimum,
annually.62,63 Establish an organization-wide approach
to developing team-based care through teamwork training and team-led performance improvement interventions that reduce preventable patient harm. Incorporating
performance improvement models of change, as part of
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skill-building training for pharmacists and pharmacy technicians, allows all staff members to be part of the medication safety solution. Pharmacy leaders should have, in
place, core competency programs and continuing education in place to ensure that all pharmacy staff can adequately and successfully fulﬁll the requirements of their
positions. High-performing pharmacist leaders limit their
time in meetings and stafﬁng in order to grow the talent of
their staff through coaching and feedback.
Lack of communication or poorly communicated information is often the root cause of medication errors. The
use of role-playing exercises for Bcrucial conversations[
in the workplace empowers staff to Bstop the line[ when
patient safety is at stake.
9. Establish a central role in the readiness planning for
implementation of computerized physician order entry, medication and patient bar-coding, smart infusion
technology, and other health information technologies that have an impact on medication management
systems and medication use safety.64Y66 A systematic
approach to developing the foundational elements of
evidence-based care reengineering, assurance of health
care provider readiness, and integrated technology infrastructure cannot be done efﬁciently without pharmacy
leaders’ direct involvement during product selection, education, and implementation of such complex technologies.
Pharmacy practice models should be adopted to place
pharmacists in their best position to promote the safe and
effective use of medications, whereas technologies and
technicians are used for preparation and dispensing processes.67,68 Also, reevaluating and redesigning the medication-use system to improve error-prone steps through
the use of technology will optimize efﬁciency when carefully implemented.69
10. Pharmacists engage in the continuum of patient care
to include medication history-taking and reviews upon
entry of each patient into the organization; medication
counseling and training during the discharge process;
and follow-up after the transition to home.70Y74
Medication errors and ADEs are common during patient
admission and transitions of care, including discharge
from the hospital. Pharmacist involvement during these
times of transition, to prevent errors of omission, duplication, and drug interactions, is integral to harm reduction.
The pharmacist workforce is changing dramatically. The
2006 American Society of Health-System Pharmacists’ workforce survey showed an increasing pharmacist manager shortage. Hiring managers and experienced front-line pharmacists
continues to be a challenge. Only 25% of pharmacy directors
surveyed agreed that their organization was adequately preparing for the changing demographic trends in the workforce.75
Current pharmacy leaders must prepare and train their staff for
the demands of complex medication management systems. The
future of pharmacists as an integral part of the organization’s
leadership and safety program will require that we quickly adapt
to performance improvement models and streamline our operational processes to allow emphasis on clinical care services,
technology integration, and medication safety programs. Pharmacy schools must incorporate into their curricula and training
the skill set needed for future pharmacists to be vital assets in
the health care workforce.
Dr. Brian Robson stated, from his experience as the
Medical Director for e-Health in the National Services Scotland
(NSS), ‘‘Pharmacist leadership has been instrumental and
* 2010 Lippincott Williams & Wilkins
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inspiring at the front-line of care with individual patients and in
coordinating multidisciplinary teams in small tests of change to
workﬂow and processes. Our pharmacists have created will for
improvement, worked using local staff ideas to improve care,
and supported execution of improvements. Adoption of measurement strategies to monitor and demonstrate impact of improved processes of medication management and a willingness
to share results of successes and failures are a feature of our
Scottish program, and pharmacists have been leading in this area
also.’’ (Oral communication, December 12, 2009)
According to the 2009 Gallup Honesty and Ethics of Professions poll, nurses, pharmacists, and medical doctors are
all well regarded for their honesty and ethics by more than 6 in
10 Americans.76 We health care professionals have a moral
obligation to commit ourselves to their safety while they are
under our organizations_ care. This sacred trust cannot be
broken.
The ISMP has used the power of stories as a vehicle to
communicate the critical concepts through their medication
error reporting data and pattern recognition. Stories can breathe
life into cold statistics of harm and also can ignite action. Great
leaders use them to engage the heart and the mind so that they
can put the hands to work.
BFail to honor people, they fail to honor you. But of a good
leader, who talks little, when his work is done, his aims fulﬁlled,
they will all say ‘We did this to ourselves’.’’...Lao Tzu77
The NQF pharmacy leadership practice is, indeed, a prescription for change, and pharmacy leaders who want to make a
real difference can ﬁll that order. It is time for them to have a
conversation with the future, step up, and make the dialogue
their own personal success story.
REFERENCES
1. Denham CR. The no outcome no income tsunami is here. Are you a
surfer, swimmer or sinker? J Patient Saf. 2009;5:42Y52.
2. Denham CR. Are you infected? J Patient Saf. 2009;5:188Y196.
3. Starfield B. Is US health really the best in the world? JAMA. 2000;
284:483Y485. Available at: http://jama.ama-assn.org/cgi/reprint/
284/4/483. Accessed December 21, 2009.
4. Committee on Identifying and Preventing Medication Errors. Aspden P,
Wolcott J, Bootman JL, et al, eds. Preventing Medication Errors: Quality
Chasm Series. Washington, DC: The National Academies Press; 2007.
Available at: http://www.nap.edu/catalog.php?record_id=11623#toc.
Accessed December 21, 2009.
5. Denham CR. A growing national chorus: the 2009 Safe Practices
for Better Healthcare. J Patient Saf. 2008;4:253Y260.
6. Bates DW. Saving lives, saving money: the imperative for computerized
physician order entry in Massachusetts. Massachusetts Technology
Collaborative and New England Healthcare Institute. February 2008.
Availableat:http://www.nehi.net/uploads/full_report/cpoe20808_final.pdf.
Accessed December 14, 2009.
7. Bedell SE, Jabbour S, Goldberg R, et al. Discrepancies in the use of
medications. Arch Intern Med. 2000;160:2129Y2134. Available at:
http://archinte.ama-assn.org/cgi/reprint/160/14/2129. Accessed
December 21, 2009.

A New Leadership Role for Pharmacists

10. Hug BL, Witkowski DJ, Sox CM, et al. Adverse drug event rates in
six community hospitals and the potential impact of computerized
physician order entry for prevention. J Gen Intern Med.
2010;25:31Y38.
11. Poon EG, Cina JL, Churchill WW, et al. Effect of bar-code
technology on the incidence of medication dispensing errors and
potential adverse drug events in a hospital pharmacy. AMIA Annu
Symp Proc. 2005;1085. Available at: http://www.pubmedcentral.nih.
gov/articlerender.fcgi?tool=pubmed&pubmedid=16779372.
Accessed December 21, 2009.
12. Bond CA, Raehl CL, Franke T. Clinical pharmacy services, hospital
pharmacy staffing, and medication errors in United States hospitals.
Pharmacotherapy. 2002;22:134Y147.
13. Nester TM, Hale LS. Effectiveness of a pharmacist-acquired
medication history in promoting patient safety. Am J Health
Syst Pharm. 2002;59:2221Y2225.
14. Slee A, Farrar K, Hughes D. Implementing an automated dispensing
system. Pharmaceutical J. 2002;268:437Y438. Available at: http://
www.pharmj.com/pdf/articles/pj_20020330_automated.pdf. Accessed
December 21, 2009.
15. Gleason KM, Groszek JM, Sullivan C, et al. Reconciliation of
discrepancies in medication histories and admission orders of newly
hospitalized patients. Am J Health Syst Pharm. 2004;61:1689Y1695.
16. Ellis SL, Carter BL, Malone DC, et al. Clinical and economic impact
of ambulatory care clinical pharmacists in management of
dyslipidemia in older adults: the IMPROVE study. Impact of
Managed Pharmaceutical Care on Resource Utilization and
Outcomes in Veterans Affairs Medical Centers. Pharmacotherapy.
2000;20:1508Y1516.
17. Carmichael JM, Alvarez A, Chaput R, et al. Establishment and
outcomes of a model primary care pharmacy service system. Am J
Health Syst Pharm. 2004;61:472Y482.
18. Knapp KK. Pharmacy and medicine: different workforce strategies
driving expansion in educational systems. J Am Pharm Assoc.
2005;45:430Y432.
19. Rothschild JM, Churchill W, Erickson A, et al. Medication errors
recovered by emergency department pharmacists. Ann Emerg Med.
article in press;doi:10.1016/j.annemergmed.2009.10.012.
Available online 2009 Dec 11.
20. Leape LL, Woods DD, Hatlie MJ, et al. Promoting patient safety
by preventing medical error. JAMA. 1998;280:1444Y1447.
Available at: http://jama.ama-assn.org/cgi/content/full/280/16/1444.
Accessed December 21, 2009.
21. Kucukarslan SN, Peters M, Mlynarek M, et al. Pharmacists on rounding
teams reduce preventable adverse drug events in hospital general
medicine units. Arch Intern Med. 2003;163:2014Y2018. Available at:
http://archinte.ama-assn.org/cgi/reprint/163/17/2014. Accessed
December 21, 2009.
22. Bates DW, Cullen DJ, Laird N, et al. Incidence of adverse drug
events and potential adverse drug events. Implications for prevention.
ADE Prevention Study Group. JAMA. 1995;274:29Y34.
Available at: http://jama.ama-assn.org/cgi/reprint/274/1/29.
Accessed December 21, 2009.

8. Kohn LT, Corrigan JM, Donaldson MS, eds. To Err is Human: Building a
Safer Health System. Washington, DC: National Academy Press; 2000.
Available at: http://www.nap.edu/catalog.php?record_id=9728#toc.
Accessed December 21, 2009.

23. Classen DC, Pestotnik SL, Evans RS, et al. Adverse drug events in
hospitalized patients. Excess length of stay, extra costs, and
attributable mortality. JAMA. 1997;277:301Y306. Available at:
http://jama.ama-assn.org/cgi/reprint/277/4/301.
Accessed December 21, 2009.

9. Griffin FA, Resar RK. IHI Global Trigger Tool for Measuring Adverse
Events. 2nd ed. White Papers: 13. Cambridge, MA: Institute for
Healthcare Improvement (IHI); 2009. Available at: http://www.ihi.org/
IHI/Results/WhitePapers/IHIGlobalTriggerToolWhitePaper.htm.
Accessed December 21, 2009.

24. Levinson D. Department of Health and Human Services.
Office of Inspector General. Adverse events in hospitals: overview
of key issues. 2008 Dec. OEI-06-07-00470. Available at:
http://www.oig.hhs.gov/oei/reports/oei-06-07-00470.pdf.
Accessed December 21, 2009.

* 2010 Lippincott Williams & Wilkins

www.journalpatientsafety.com

Copyright @ 2010 Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited.

35

Burgess et al

25. Levinson D. Department of Health and Human Services. Office of
Inspector General. Adverse events in hospitals: state reporting systems.
2008 Dec. OEI-06-07-00471. Available at: http://www.oig.hhs.gov/oei/
reports/oei-06-07-00471.pdf. Accessed December 21, 2009.
26. Budnitz DS, Pollock DA, Weidenbach KN, et al. National surveillance
of emergency department visits for outpatient adverse drug events.
JAMA. 2006;296:1858Y1866. Available at: http://jama.ama-assn.org/
cgi/reprint/296/15/1858. Accessed December 21, 2009.
27. Stagnitti MN. Statistical Brief #21: trends in outpatient prescription
drug utilization and expenditures: 1997Y2000. Rockville, MD:
Agency for Healthcare Research and Quality; N.D. Available at: http://
www.meps.ahrq.gov/mepsweb/data_files/publications/st21/stat21.pdf.
Accessed December 21, 2009.
28. McInnis D. What system? Dartmouth Med. 2006;29Y35. Available at:
http://dartmed.dartmouth.edu/summer06/pdf/what_system.pdf.
Accessed December 21, 2009.
29. George B. 7 Lessons for Leading in Crisis. San Francisco, CA:
Jossey-Bass; 2009.
30. National Quality Forum. Safe Practices for Better Healthcare 2009
Update: A Consensus Report. Washington, DC: The National Quality
Forum; 2009. Available at: http://www.qualityforum.org/Publications/
2009/03/Safe_Practices_for_Better_Healthcare%E2%80%932009_
Update.aspx. Accessed December 21, 2009.
31. The Joint Commission. Issue 43: Leadership committed to safety.
Sentinel Event Alert. Oakbrook Terrace, IL: The Joint Commission;
2009 Aug 27. Available at: http://www.jointcommission.org/
SentinelEvents/SentinelEventAlert/sea_43. Accessed December 21, 2009.
32. Reinertsen JL, Bisognano M, Pugh MD. Seven Leadership Leverage
Points for Organization-Level Improvement in Health Care. 2nd ed.
IHI Innovation Series white paper. Cambridge, MA: Institute for
Healthcare Improvement; 2008. Available at: http://www.ihi.org/IHI/
Results/WhitePapers/SevenLeadershipLeveragePointsWhitePaper.htm.
Accessed December 21, 2009.
33. Centers for Medicare & Medicaid Services (CMS). Specifications
manual: discharges 04/01/2010 to 09/30/2010. Version 3.1a.
Available at: http://www.qualitynet.org/dcs/ContentServer?c=
Page&pagename=QnetPublic%2FPage%2FQnetTier4&cid=
1228749003528. Accessed December 21, 2009.
34. National Quality Forum. Safe Practices for Better Healthcare
2010 Update: A Consensus Report. Washington, DC: The National
Quality Forum; 2010. Pending.
35. Benjamin DM. Reducing medication errors and increasing patient
safety: case studies in clinical pharmacology. J Clin Pharmacol.
2003;43:768Y783.
36. Rath F. Tools for developing a quality management program:
proactive tools (process mapping, value stream mapping, fault tree
analysis, and failure mode and effects analysis). Int J Radiat
Oncol Biol Phys. 2008;71(1 Suppl):S187YS190.
37. Institute for Safe Medication Practices (ISMP). ISMP Medication
Errors Reporting Program (MERP). N.D. Available at:
https://www.ismp.org/orderforms/reporterrortoISMP.asp.
Accessed December 21, 2009.
38. Smetzer JL, Vaida AJ, Cohen MR, et al. Findings from the ISMP
Medication Safety Self-Assessment for hospitals. Jt Comm J
Qual Saf. 2003;29:586Y597.
39. Joint Commission Resources (JCR). 2010 Comprehensive Accreditation
Manual: CAMH for Hospitals: The Official Handbook. Standards
MM.01.01.03; MM.03.01.01; MM.03.01.03; MM.05.01.01; and
MM.08.01.0. Oak Brook, IL: Joint Commission Resources; 2010.
40. Manasse HR Jr. Pharmacists and the quality-of-care imperative.
Am J Health Syst Pharm. 2000;57:1170Y1172.
41. Mark S, Weber RJ. Developing a medication patient safety program,
Part 2: process and implementation. Hosp Pharm. 2007;42:249Y254.

36

www.journalpatientsafety.com

J Patient Saf

&

Volume 6, Number 1, March 2010

Available at: http://www.factsandcomparisons.com/assets/hpdatenamed/
20070301_mar2007_dirform.pdf. Accessed December 21, 2009.
42. Mark SM, Weber RJ. Developing a medication patient safety
programVinfrastructure and strategy. Hosp Pharm. 2007;42:149Y156.
Available at http://www.factsandcomparisons.com/assets/hpdatenamed/
20070201_feb2007_dirform.pdf. Accessed December 15, 2009.
43. Clarke JR, Lerner JC, Marella W. The role for leaders of health care
organizations in patient safety. Am J Med Qual. 2007;22:311Y318.
44. Connor M, Duncombe D, Barclay E, et al. Creating a fair and just
culture: one institution’s path toward organizational change.
Jt Comm J Qual Patient Saf. 2007;33:617Y624.
45. Institute for Safe Medication Practices. If safety is your yardstick,
measuring culture from the top down must be a priority. ISMP Newsletter
2007 Mar 22. Huntingdon Valley, PA: Institute for Safe Medication
Practices; 2007. Available at: http://www.ismp.org/Newsletters/
acutecare/articles/20070322.asp. Accessed December 15, 2009.
46. Ashcroft DM, Parker D. Development of the pharmacy safety
climate questionnaire: a principal components analysis. Qual Saf
Health Care. 2009;18:28Y31.
47. Denham CR. The 3 Ts of leadership engagement: truth, trust and
teamwork. J Patient Saf. 2006;2:162Y170.
48. ISMP. Extraordinary similarity between infection control and
medication error prevention. ISMP Medication Safety Alert!.
1999;4:1.
49. Leape LL, Cullen DJ, Clapp MD, et al. Pharmacist participation on
physician rounds and adverse drug events in the intensive care unit.
JAMA. 1999;282:267Y270. Available at: http://jama.ama-assn.org/cgi/
reprint/282/3/267. Accessed December 21, 2009.
50. Scarsi KK, Fotis MA, Noskin GA. Pharmacist participation in
medical rounds reduces medication errors. Am J Health Syst Pharm.
2002;59:2089Y2092.
51. Rodgers JE, Stough WG. Underutilization of evidence-based
therapies in heart failure: the pharmacist’s role. Pharmacotherapy.
2007;27:18SY28S.
52. Resar RK. Making noncatastrophic health care processes reliable:
learning to walk before running in creating high-reliability
organizations. Health Serv Res. 2006;41:1677Y1689. Available
at: http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1955343/pdf/
hesr0041-1677.pdf. Accessed December 21, 2009.
53. Bossidy L, Charan R. Execution: The Discipline of Getting Things
Done. New York, NY: Crown Business; 2002.
54. Covey SMR, Merrill RR. The SPEED of Trust: The One Thing That
Changes Everything. New York, NY: Free Press; 2006.
55. Piotrowski MM, Saint S, Hinshaw DB. The Safety Case Management
Committee: expanding the avenues for addressing patient safety.
Jt Comm J Qual Improv. 2002;28:296Y305.
56. Kowiatek JG, Weber RJ, Skledar SJ, et al. Medication safety manager
in an academic medical center. Am J Health Syst Pharm. 2004;
61:58Y64.
57. Odwazny R, Hasler S, Abrams R, et al. Organizational and cultural
changes for providing safe patient care. Qual Manag Health Care.
2005;14:132Y143.
58. Denham CR. The new patient safety officer: a lifeline for patients,
a life jacket for CEOs. J Patient Saf. 2007;3;43Y54.
59. Abramson E, Hyman D, Osorio SN, et al. Implementing a patient
safety and quality program across two merged pediatric institutions.
Jt Comm J Qual Patient Saf. 2009;35:43Y48.
60. Frankel A, Grillo SP, Baker EG, et al. Patient Safety Leadership
WalkRounds at Partners Healthcare: learning from implementation.
Jt Comm J Qual Patient Saf. 2005;31:423Y437.
61. Thomas EJ, Sexton JB, Neilands TB, et al. The effect of executive walk

* 2010 Lippincott Williams & Wilkins

Copyright @ 2010 Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited.

J Patient Saf

&

Volume 6, Number 1, March 2010

rounds on nurse safety climate attitudes: a randomized trial of clinical
units[ISRCTN85147255] [corrected]. BMC Health Serv Res. 2005;
5:28. Available at: http://www.pubmedcentral.nih.gov/picrender.
fcgi?artid=1097728&blobtype=pdf. Accessed December 21, 2009.
62. Sehgal NL, Fox M, Vidyarthi AR, et al. A multidisciplinary teamwork
training program: the Triad for Optimal Patient Safety (TOPS)
experience. J Gen Intern Med. 2008;23:2053Y2057.
63. Clark PR. Teamwork: building healthier workplaces and providing
safer patient care. Crit Care Nurs Q. 2009;32:221Y231.
64. McGregor JC, Weekes E, Forrest GN, et al. Impact of a computerized
clinical decision support system on reducing inappropriate
antimicrobial use: a randomized controlled trial. J Am Med Inform
Assoc. 2006;13:378Y387. Available at: http://www.pubmedcentral.
nih.gov/picrender.fcgi?artid=1513678&blobtype=pdf. Accessed
December 21, 2009.
65. Kilbridge PM, Classen D, Bates DW, et al. The National Quality
Forum Safe Practice Standard for computerized physician order
entry: updating a critical patient safety practice. J Patient Saf. 2006;
4:183Y190.
66. American Society of Health-System Pharmacists (ASHP). 2015
ASHP Health-System Pharmacy Initiative. Bethesda, MD: American
Society of Health-System Pharmacists; 2003. Available at: http://
www.ashp.org/Import/PRACTICEANDPOLICY/2015Initiative.aspx.
Accessed December 21, 2009.
67. Abramowitz PW. The evolution and metamorphosis of the pharmacy
practice model. Am J Health Syst Pharm. 2009;66:1437Y1446.
68. ASHP Section of Pharmacy Informatics and Technology Executive
Committee, 2008Y09. Technology-enabled practice: a vision statement
by the ASHP Section of Pharmacy Informatics and Technology.
Am J Health Syst Pharm. 2009;66:1573Y1577.
69. Neuenschwander M, Nessim D, Cassano A, et al. Improving medication
safety in health systems through innovations in automation technology.
Proceedings of educational symposia and educational sessions.
Orlando, FL: 39th ASHP Midyear Clinical Meeting; 2004. Available at:

* 2010 Lippincott Williams & Wilkins

A New Leadership Role for Pharmacists

http://www.hospitalrx.com/pdf/ASHP%20Smart%20Pumps.pdf.
Accessed December 21, 2009.
70. Chiquette E, Amato MG, Bussey HI. Comparison of an anticoagulation
clinic with usual medical care: anticoagulation control, patient
outcomes, and health care costs. Arch Intern Med. 1998;158:
1641Y1647. Available at: http://archinte.ama-assn.org/cgi/reprint/158/
15/1641. Accessed December 21, 2009.
71. Dudas V, Bookwalter T, Kerr KM, et al. The impact of follow-up
telephone calls to patients after hospitalization. Am J Med. 2001;
111:26SY30S.
72. Schnipper JL, Kirwin JL, Cotugno MC, et al. Role of pharmacist
counseling in preventing adverse drug events after hospitalization.
Arch Intern Med. 2006;166:565Y571. Available at: http://archinte.
ama-assn.org/cgi/reprint/166/5/565. Accessed December 21, 2009.
73. Koshman SL, Charrois TL, Simpson SH, et al. Pharmacist care of
patients with heart failure: a systematic review of randomized trials.
Arch Intern Med. 2008;168:687Y694. Available at: http://archinte.
ama-assn.org/cgi/reprint/168/7/687. Accessed December 21, 2009.
74. Jack BW, Chetty VK, Anthony D, et al. A reengineered hospital
discharge program to decrease rehospitalization: a randomized trial.
Ann Intern Med. 2009;150:178Y187. Available at: http://www.pubmedcentral.nih.gov/picrender.fcgi?artid=2738592&blobtype=pdf.
Accessed December 21, 2009.
75. Scheckelhoff D, Bush C. 2006 ASHP Pharmacy Staffing Survey results.
Bethesda, MD: American Society of Health-System Pharmacists
(ASHP); 2006. Available at: http://www.ashp.org/s_ashp/docs/files/
PPM_2006StaffSurvey.pdf. Accessed December 21, 2009.
76. Saad L. Honesty and ethics poll finds Congress_ image tarnished.
Washington, DC: Gallup, Inc.; 2009. Available at: http://www.gallup.
com/poll/124625/Honesty-Ethics-Poll-Finds-Congress-Image-Tarnished.
aspx?version=print. Accessed December 21, 2009.
77. ThinkExist.com. Lao Tzu Quotes. Available at: http://thinkexist.com/
quotation/fail_to_honor_people-they_fail_to_honor_you-but/
148360.html. Accessed December 21, 2009.

www.journalpatientsafety.com

Copyright @ 2010 Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited.

37

TMIT
3011 North IH-35
Austin, TX 78722
(512) 473-2370

September 9, 2009

Dear Healthcare Leader:
We are delighted to announce that the Journal of Patient Safety has graciously given us
permission to distribute copies of recently published articles to you in the interest of
helping you adopt the National Quality Forum Safe Practices for Better Healthcare –
2009 Update.
The Journal of Patient Safety is dedicated to presenting research advances and field
applications in every area of patient safety and we give our highest recommendation for
them as a valuable resource toward patient safety from hospital bedside to boardroom.
It is in the fulfillment of this mission that they make the gift of these articles to you in
your pursuit of your quality journey.
The home page of the Journal of Patient Safety can be accessed at the following link:
http://www.journalpatientsafety.com and subscription information can be directly
accessed online at: http://www.lww.com/product/?1549-8417 .
We want to acknowledge you and your institution for your current efforts in patient
safety. We hope you enjoy this article and find it useful in your future work.

Sincerely,

Charles R. Denham, M.D.
Chairman

The Texas Medical Institute of Technology is a 501c3 not for profit medical research organization dedicated to save lives,
save money, and build value in the communities its 3100 Research Test Bed hospitals serve.
www.SafetyLeaders.org

