Applying Engineering Principles to Medication Safety – Making Sense of HFE, FMEA and RCA

This workshop will introduce the concepts and applications of Human Factors Engineering (HFE), Failure Mode and Effects Analysis (FMEA) and Root Cause Analysis (RCA) in operational and clinical medication use systems.

Objectives of the workshop are to:

· Explain the meaning of HFE, FMEA and RCA;

· Explain the steps and tools used for HFE, FMEA and RCA; and

· Apply these engineering principles to sample cases.

Healthcare lags behind other industries in designing systems that ensure safety.   Understanding and using these practical approaches will help pharmacists lead safety initiatives in their institutions.

Self-Assessment Questions:

1. How would I explain to my colleagues the application of engineering principles to medication safety?
2. How can I apply these tools to make changes in my workplace for the enhancement of patient safety?
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Internet resources:
Agency for Healthcare Research and Quality - Medication Errors and Patient Safety http://www.ahrq.gov/errorsix.htm
Institute for Healthcare Improvement:  http://qualityhealthcare.org
Institute for Safe Medication Practices:  http://www.ismp.org
Joint Commission on Accreditation of Healthcare Organizations:   http://www.JCAHO.org
National Coordinating Council for Medication Error and Prevention:  http://www.nccmerp.org
Pathways for Medication Safety:  http://www.hospitalconnect.com/DesktopServlet
