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of an error. Independent double
checks are recommended for
selected high-alert drugs and
high-risk processes.
Rules, policies, education,
and information, when used on
their own, are the least effective
methods for effecting change.
However, they are necessary
tools to support the more effective methods listed above. For
example, practitioner education
is needed when pre-printed
order protocols are initiated,
and training for “smart” infusion pumps is crucial to ensure
that the technology is properly
used and thus maximize the
effectiveness of the safeguard.
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Through increased awareness and use of higher-leverage
strategies, as outlined in the
error prevention “toolbox”,
health-care organizations can
improve their systems and
therefore patient safety. It is
important that individual practitioners are aware of this list
as well, to ensure that improvements to enhance patient safety
are understood, supported, and
implemented.

to other health-care providers.
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tems, we can generate improvement in human performance.
The systems approach recognizes that:
• humans are incapable of
perfect performance,
• human errors should be
expected in any working environment,
• critical incidents are caused
by poor design of the working
environment (the system), and
• the risk of critical incidents
can be reduced by building
systems that are resilient to
expected human errors.
In June 1999, learning from
other industries and their own
work in medication safety, the
Institute for Safe Medication
Practices in the USA published
the Medication error prevention
“toolbox” to improve medication systems. This list of error
Hand hygiene is the single most important and effective means of
prevention tools is applicable
preventing the spread of healthcare-associated infections.
to all aspects of health care. It
describes, in rank order, actions
that will enhance safety. Items
at the top of the list, such as
™
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computerization are examples
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of more powerful tools because
they fix the system. Next are
tools that attempt to fix the
• Nine out of ten healthcare professionals preferred
system yet rely in some part on
3M™ Avagard™ D antiseptic to their routine hand hygiene regime.*
human vigilance and memory.
Those at the end, such as educa• Use of 3M™ Avagard™ D antiseptic resulted in improved hand
tion are old, familiar tools that
skin condition**
are intended to fix people.
The error prevention tools
include the following types of
actions:
Forcing functions or constraints are actions that make
it difficult or impossible for a
health-care worker to complete
a task incorrectly. For example,
• based on 3M's worldwide expertise in infection prevention
a unique size of line fittings has
now been designed for each
• helps facilities implement a disciplined approach designed to
medical gas used in the operatsignificantly improve hand hygiene compliance
ing room. These specialized
• offers proven sustainable results utilizing Six Sigma process
fittings make it impossible to
improvement methodology
connect the wrong gas line to
any equipment that delivers gas
We invite you to contact us for more information on how you can make
to a patient.
this unique program work for you.
Automation and computerization assist health-care
workers by improving the
management and utilization of
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nate the legibility problems that
are common with handwritten
prescriptions. Similarly, bar
code verification of patient,

P

Clean your hands,for your patients

for yourself

3M Avagard D Instant Hand Antiseptic
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