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INTRODUCTION 

The reporting of medication safety incidents is an important
responsibility of hospital pharmacists. The authors had the

impression that within the Department of Pharmacy at their 
institution, medication safety incidents, including near misses,
were not being reported or were being reported reluctantly. 
Computerized prescriber order entry (CPOE) and electronic
medication administration records (eMARs) were soon to be 
implemented at this hospital. With the planned changes in 
pharmacy and medication workflows, it was expected that 
additional safety concerns would arise. We used an established
safety program, the Comprehensive Unit-based Safety Program
(CUSP),1 to identify, implement, and measure a safety initiative
to see whether we could improve the culture of safety within the
department.

DESCRIPTION OF PROGRAM

St Michael’s Hospital is a university-affiliated tertiary care
hospital with 463 inpatient beds in Toronto, Canada. The CUSP
was chosen as the model for the Department of Pharmacy’s safety
initiative, because it calls for front-line staff to identify the safety
issue that will be addressed and its possible solutions; in addition,
CUSP requires that the impact of the intervention be measured.
The CUSP model is a 6-step quality improvement program, as
described in Table 1. This implementation and evaluation project
involved both inpatient and hospital-affiliated clinic pharmacists;
however, pharmacists working in the outpatient community 
pharmacy of the hospital were excluded. 

Step 1 of CUSP involved conducting a baseline assessment
(in May 2011) to allow subsequent measurement of the impact
of the intervention. The Hospital Survey on Patient Safety 
Culture,2 a validated survey instrument, was used to assess 
7 unit-level and 3 hospital-level aspects of safety culture and to 
determine an overall safety grade. For each statement in the survey,
the number of responses of “agree” and “strongly agree” was used
to calculate the positive response rate. To determine the overall
safety grade, respondents were asked to choose 1 of 5 responses,

ranging from “excellent” to “failing”. The survey was disseminated
electronically through the SurveyMonkey online survey tool at 
2 time points: baseline (step 1 of CUSP) and 1 month after 
completion of CUSP (step 6). The timing of the second survey,
at a point when the intervention had been in place for 4 months,
was chosen because we did not wish concurrent medication 
system changes to affect the results. All pharmacists who had
worked in the department both before and after CUSP 
implementation were invited to complete the surveys. Comple-
tion of the survey implied consent to participate in the study. The
protocol was approved by the St Michael’s Hospital Research
Ethics Board.

As step 2 of CUSP, the institution’s medical director of 
quality and safety provided 2 educational sessions to pharmacists
on the topic of the culture of safety and the institution’s 
safety initiatives. After these sessions, pharmacists were asked to 
complete another online survey (SurveyMonkey) to identify their
top 3 safety concerns and their preferred methods of disseminating
any safety information (step 3). Responses were collated by
themes. The top safety concern identified in this survey was 
the possibility that new types of errors might be introduced by 
implementation of the CPOE/eMAR system. The preferred
method of communicating information about the occurrence of
errors related to the new CPOE/eMAR system was a group 
session that would provide an open forum for discussion of the
errors and their potential resolution. Hence, “safety rounds” 
became the intervention identified for implementation and 
measurement. The initiative was endorsed by the director of 
pharmacy (step 4).

The safety rounds were modelled after “Pharmacy Improving
Patient Safety” rounds at the London Health Sciences Centre
(London, Ontario),3 although the structure and follow-up 
differed. Our safety rounds were hour-long sessions held every 
2 weeks (step 5). All pharmacists were encouraged to attend 
during the first 4 months of the program. To best foster safety 
improvement, ground rules were established and agreed upon by
participants with regard to confidentiality, shared learning, and
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the nonpunitive nature of the rounds. The safety rounds were 
facilitated by the Department of Pharmacy’s professional practice
leader (E.T.). Before rounds, actual or near misses and associated
safety concerns were identified by pharmacists by means of the
hospital’s incident tracker or were reported directly to the 
professional practice leader. During rounds, each case or incident
was presented, along with a root-cause analysis, if applicable. 
Participants then discussed the case, to validate the findings of the
root-cause analysis and to explore potential process and practice
changes that could prevent or minimize recurrence. A total of 
8 safety rounds were conducted over 4 months. On average, 2 to
4 incidents or topics were discussed at each session. The average
attendance was 21 pharmacists (range 8 to 29). 

FINDINGS 

Before the intervention, 33 (72%) of 46 eligible pharmacists
completed the Hospital Survey on Patient Safety Culture; after
the intervention, 14 (50%) of 28 eligible pharmacists did so. The
lower number of eligible respondents for the post-intervention
survey was due to staff turnover; all responses submitted for each
survey were included in the analysis. The demographic character-
istics for the 2 groups were similar with respect to age, experience,
and training (data not reported). There was no change in rating
for the domain for “overall perception of safety” (46% before the
intervention versus 44% after the intervention). Several domains
showed a substantial increase in positive rating (e.g., teamwork
within the unit and feedback about errors), while for others there

was a decrease in positive rating (e.g., hospital management 
support for patient safety, teamwork across units, and handoffs
and transitions) (Figure 1). All respondents rated the overall safety
grade for the department as excellent, very good, or acceptable
both before and after the intervention (before the intervention:
excellent 9%, very good 47%, acceptable 44%; after the interven-
tion: very good 53%, acceptable 47%). 

DISCUSSION 

The lack of an increase in the overall perception of a safety
culture, as measured by the surveys, may be attributed to the 
responses for specific safety domains. In particular, positive 
responses decreased for the 2 domains of hospital management
support and hospital handoffs and transitions, with the latter 
domain being one of the lowest-ranking domains both before and
after CUSP.

The decrease in positive perception of hospital management
support reflects the perceived delay in implementation of system-
wide changes that were discussed during the safety rounds. Hence,
one lesson learned is the need to educate pharmacists that changes
at the corporate level may take time, because other departments,
disciplines, and stakeholders may have to be involved. The need
for involvement of other stakeholders may also explain the 
post-implementation decrease in perception of the domain of
teamwork across units. In other words, we can influence our own
practice sooner and more effectively than we can influence the
practice of other disciplines.

Table 1. Steps in the Comprehensive Unit-Based Safety Program1

Step                                                       Activity                                     Site-Specific Details
1: Measurement                  Conduct cultural survey              Collected baseline data using the Hospital 
                                                                                               Survey on Patient Safety Culture. 
2: Education                         Provide training in the science    Medical director of quality and safety
                                            of safety                                     delivered 2 lectures on the culture and 
                                                                                               science of safety to pharmacy staff.
3: Engagement                    Identify safety concerns and      Pharmacists were asked to identify the top
                                            interventions                              3 patient safety concerns within the 
                                                                                               Department of Pharmacy and to identify 
                                                                                               methods by which department members 
                                                                                               could work together to resolve safety 
                                                                                               issues. The project team compiled results 
                                                                                               and identified safety rounds as the 
                                                                                               intervention.
4: Endorsement                    Garner senior executive support  Proposed safety rounds were introduced 
                                                                                               at the monthly pharmacist meeting. The 
                                                                                               proposed intervention received support 
                                                                                               from the director of pharmacy.
5: Intervention                     Deliver program                         Safety rounds were held every 2 weeks 
                                                                                               for 4 months (total of 8 rounds, 1 h each).
                                                                                               Meeting minutes taken during each 
                                                                                               session were shared with participants.
6: Measurement                  Document outcome of              Program was evaluated, using the Hospital
                                            intervention                                Survey on Patient Safety Culture, 1 month 
                                                                                               after completion of step 5, and results 
                                                                                               were compared with baseline data.
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The decrease in positive responses for the perception of 
hospital handoffs and transitions may be related to the hybrid
paper and electronic medication ordering system that was in 
place as CPOE was implemented over a period of 12 months. 
Transitions of patients between units with different systems 
resulted in a large number of errors. Although this transfer-related
problem could not be resolved during the safety rounds, 
discussion increased awareness of the problem and alerted 
pharmacists to the high potential for errors during patient 
transfers within the dual system while it was in place. 

With the collaborative, interdepartmental discussions 
initiated through this project, safety rounds brought about 
increases in positive perceptions for the domains of organizational
learning, teamwork within the unit (e.g., within the Department
of Pharmacy), and feedback about errors. All of these domains
were directly addressed by the safety rounds.

IMPLICATIONS

Safety rounds were thought by the pharmacists to be valuable
and hence were continued beyond the CUSP project period. Since
implementation of CPOE throughout the entire hospital, the type
of errors discussed during safety rounds has changed from errors
and incidents related to CPOE transitions of care to medication-

specific issues (e.g., tapering doses for steroids). One of the lessons
learned was the need to create a pharmacist work group to further
evaluate and assess the feasibility of ideas proposed during safety
rounds. Recommendations from this work group are discussed
during monthly pharmacists’ meetings and then implemented.
This work group has also been able to create a mechanism for
communication of information to other disciplines to address
multidisciplinary medication issues.

Although for the purposes of this project, the safety rounds
were initially limited to pharmacists, monthly safety rounds have
since been implemented for pharmacy technicians. Joint pharma-
cist and technician safety rounds have also been piloted, with the
aim of holding these sessions quarterly, to discuss errors and con-
cerns that affect both groups. 

LIMITATIONS 

The project, which led to significant changes in pharmacists’
day-to-day activities, was carried out during the summer months,
at a time when the department had a large number of staffing
changes. This turnover occasionally affected attendance at the
safety rounds and may also have affected the response rate for the
second survey. Existing practices, policies, and culture at other 
institutions may limit the generalizability of these results. 

Figure 1. Results of the Hospital Survey on Patient Safety Culture, subdivided by
safety domain, before (pre) and after (post) implementation of the Comprehensive
Unit-based Safety Program. The data indicate percentages of respondents at each
time point who “agreed” or “strongly agreed” with the statements contributing to
that domain. 
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SIGNIFICANCE FOR PRACTICE

In an increasingly complex medication system, it is impor-
tant for pharmacists to have a safe venue to discuss and resolve
identified safety concerns. At St Michael’s Hospital, safety rounds
have proven to be an effective mechanism to engage staff, creating
a forum where staff can discuss errors and possible solutions to
avoid recurrence. Although the measured perception of a culture
of safety did not increase during this program, the actions of 
the pharmacists have improved. Whereas initially errors were 
reluctantly reported, now both errors and near misses are routinely
reported. With pharmacists’ ongoing participation in error report-
ing and the continuation of these safety rounds, we hope that 
future surveys will reveal an enhanced culture of safety in the 
Department of Pharmacy of St Michael’s Hospital. 
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