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Pharmacy Medication Safety
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Objectives
By the end of this lecture, you will be able to…

i. Explain the relationship between human error and operating within a Just Culture

ii. Differentiate between the human error, at-risk behavior, and reckless behavior

iii. Illustrate improvement strategies with their corresponding leverage and 
effectiveness



The Scary Truth about Safety in Health 
Care…



• Retrospective study of 11 hospitals
• During 2018

• Published Jan 2023

Bates DW, Levine DM, Salmasian H, et al. The Safety of Inpatient Health Care. N Engl J Med. 2023;388(2):142-153. doi:10.1056/NEJMsa2206117



Culture in Healthcare

What is it?
A complex framework of national, 

international, organizational, and 

professional attitudes and values 

within which groups and individuals' 

function

Parparella, Susan. Sharping Behaviors in a Just Culture. ISMP Medication Safety Intensive Course. January 2022



Why is it important? 

How we think about and respond to 
errors reflects our healthcare culture

Culture affects the behaviors of 
employees

Culture in Healthcare



Striving for a Just Culture

What does a Just Culture look like?

• Fair and Just

• System of accountability that best supports 
system values

• Applies to everyone 

Parparella, Susan. Sharping Behaviors in a Just Culture. ISMP Medication Safety Intensive Course. January 2022



Three Core Beliefs in a Just Culture

To err is 
human

To drift is 
human

Risk is 
everywhere



Human Behaviors in a Just Culture

Human Error 

Inadvertently doing other than what 

was intended or what should have 

done

Parparella, Susan. Sharping Behaviors in a Just Culture. ISMP Medication Safety Intensive Course. January 2022





Human Behaviors in a Just Culture

Drift aka At-Risk Behaviors

Behavioral choice that increases risk 

where risk is not recognized, or is 

mistakenly believed to be justified or 

insignificant

Parparella, Susan. Sharping Behaviors in a Just Culture. ISMP Medication Safety Intensive Course. January 2022



Human Behaviors in a Just Culture

Reckless Behaviors

Conscious disregard of a substantial 

and unjustifiable risk.

Parparella, Susan. Sharping Behaviors in a Just Culture. ISMP Medication Safety Intensive Course. January 2022



Active and Latent Failures
Active Failures:
• Actions made by practitioners that 

contribute to error
• Effects are felt almost immediately
• Slips, lapses (execution failures: action 

not as planned, or failure of memory)
• Mistakes (planning failures; plan is 

inadequate)

Latent Failures:

• Adverse consequences which lie 
dormant in a system and only become 
evident when combined with other 
factors to breach the system’s 
defenses

• “System” errors

• Often originate where organizational 
policies, procedures, and resource 
allocation decisions are made

Parparella, Susan. Sharping Behaviors in a Just Culture. ISMP Medication Safety Intensive Course. January 2022









Strengthening our Systems…

Tighten…



Goals for Safety and Risk Control

Prevent (Eliminate) Errors

Make Errors Visible

Mitigate Harm
Parparella, Susan. System Design and Risk Reduction Strategies for High Alert 
Medications. ISMP Medication Safety Intensive Course. January 2022



Strengthening our 
Systems with 
Leverage

1. Parparella, Susan. System Design and Risk Reduction Strategies for High Alert Medications. ISMP 
Medication Safety Intensive Course. January 2022



Strengthening our Systems with 
Leverage

Institute for Safe Medication Practices. (2022). Chart of strategies for improving system and human reliability 
in medication practices. ©2022 ISMP



Pharmacy – Safety Leverage in Action

Peeples L. Taking a Closer Look at a Fatal Vecuronium Error. Anesthesiology 
News. https://www.anesthesiologynews.com/Online-First/Article/01-19/Taking-a-Closer-Look-at-a-Fatal-
Vecuronium-Error/53790. Published January 2019. Accessed September 15, 2025

Dammeier, B. (2023). [AI-generated image of a healthcare worker scanning a bottle labeled "PARALYTIC 
WARNING"]. Created with Microsoft Copilot, October 2023



Pharmacy – Safety Leverage in Action

Dammeier, B. (2023). [AI-generated image of a rabbit pharmacy technician using barcode 
scanning technology to produce a bottle label. Created with Microsoft Copilot, October 2023



Strengthening our Systems with 
Leverage

Institute for Safe Medication Practices. (2022). Chart of strategies for improving system and human reliability 
in medication practices. ©2022 ISMP



Strengthening our Systems with 
Leverage

Institute for Safe Medication Practices. (2022). Chart of strategies for improving system and human reliability 
in medication practices. ©2022 ISMP



Assessment Time!
During a busy evening, a new technician is preparing refills for the medrooms and an 
accidentally pulls guaifenesin tablets instead of guanfacine tablets. A teammate catches the 
issue during verification; no patient harm occurs.

What is the most appropriate Just Culture response?
A. Issue a written warning to the technician

B. Console the technician and address the look-alike sound – alike vulnerabilities

C. Require the technician to repeat on boarding training

D. Suspend the technician from core/main Rx duties for 2 weeks



Assessment Time!

Which responses best align with each behavior type?

Human error:  Console + system fixes 💊 Punitive action 💊 Coaching on risk recognition

At-risk behavior:   Strengthen barriers 💊 Coaching & remove incentives to drift 💊 Console only

Reckless behavior:  Process mapping 💊 Disciplinary action 💊 More reminders



Assessment Time!
Rank the following interventions from highest to lowest leverage for preventing wrong-patient 
handoffs at outpatient pickup:

A. Send an email reminding staff to be careful at will-call

B. B. Configure POS to hard-stop release unless the Rx bottle is barcode scanned+ two patient 
identifiers are entered in the system

C. Add a small sign on the register that says -- “Verify two identifiers!”

B • High Leverage

C • Medium Leverage

A •  Low Leverage



Questions?
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