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Is a POMMP approach the way to move
the medication safety agenda forward in
your organisation?

So, you are back at work after attending
the 20th European Association of Hospital
Pharmacy (EAHP) conference in Hamburg.
What did you learn about patient safety,
and more importantly, what are you doing
now or trying to do differently at your
workplace to improve medication safety?

One suggestion is to take a POMMP
approach to improving medication safety
in your organisation.

The first P is obvious, it is about
Patients. The opening plenary by Peggy
Maguire reminded us about the need for
real patient engagement and the dangers
of not involving patients in their own
healthcare decisions. For example, a box
of co-amoxiclav tablets, simply preprinted
with the words ‘contains penicillin’, given
to a patient to self-medicate, may stop a
patient with a known penicillin allergy
from popping the pill in his/her mouth, if
all your other allergy error traps/safety
barriers have failed.

The O stands for Ownership. Can you
honestly tell me that you treated a place
where you lived that you rented to the
same standard as one that you owned?
From the organisation’s executive board
members right down to every person
working on a ward, medication safety
must be treated as if everyone owned it.
Two chief pharmacists gave a brilliant
illustration of this in the satellite session
on automated medicine cabinets. They
explained that the finance director was on
board as there was a clear plan for the
return on investment and that the nurses
really bought into the scheme as they
were involved in the planning, and it
made their (not just pharmacy’s) working
practices easier and quicker as well as
safer. In the other two plenaries, both
David Cousins and Howard Bergendahl

described the value of building a safety
culture driven by the workers and man-
agers, as has happened in high-reliability
organisations like the nuclear and aviation
industries. Pharmacists have much to learn
about aiming for the goal of zero prevent-
able deaths due to medicines, but I can
tell you one thing for certain, you will not
achieve it alone.
That is where the first M comes in,

Multidisciplinary. Pharmacists may have the
medication expertise and ‘attention to
detail’ attributes to lead the agenda, as
David Cousins explained about the UK
approach of introducing medication safety
officers in all organisations,1 but medication
safety is not all about pharmacy! We may
have the medication expertise and ‘atten-
tion to detail’ attributes to lead the agenda,
as explained by David Cousins about the
UK approach of introducing medication
safety officers in all organisations.1 We all
know that there is no letter ‘I’ in ‘TEAM’,
and there were plenty of conference ses-
sions and posters about the benefits of
teamwork between nurses, doctors and
pharmacists to improve medication safety.2

We must also remember that transparent
collaboration with both the industry and
universities to produce strong evidence for
the affordability of technologies to improve
medication safety, within the current auster-
ity climate, is a multidisciplinary approach
too. This was well explained within the
lively ‘medicine matters, debating the chal-
lenges of modern medicine’ symposium.
The second M is for Metrics. As science-

based clinical graduates, I think pharma-
cists sometimes hide behind Albert
Einstein’s perceived wise words ‘not every-
thing that counts can be counted, and not
everything that can be counted counts’.
But again, we must take our lead from
those high-reliability organisations where
it is clear that organisations track real
outcome measures, not just process mea-
sures. You must then use quality improve-
ment methodologies to track progress if
you are going to move towards the goal of
zero preventable deaths due to medicines.
For example, you would probably know

what proportion of patients admitted to
your wards had their medicines reconciled
by pharmacy within 24 h of admission, but
do you know how many patients had
doses of medicines omitted or how many
patients were harmed due to a high-risk
medicine last month or last year?

Such medication safety metric tools do
exist for use in hospitals, but are not yet
widely adopted.3

The second P is for Positivity. Continually
dealing with patient harms or even death
due to medication errors can put health pro-
fessionals into a spiral of negativity. During
the conference, I heard of a great positive
scheme from a paediatric intensive care unit
pharmacist. Health professionals have
started reporting when complex events or
procedures went really well, and the clinical
department then performs a root cause ana-
lysis to explain and share ‘why’ and also to
make the multidisciplinary team involved
proud of what they achieved! The literature
certainly tells us that health professionals
are more likely to report safety incidents if
there was a positive change in practice after-
wards4 and that a more positive patient
safety culture is associated with fewer
adverse events in hospitals.5

So, whatever you promised yourself fol-
lowing your Hamburg experience, can I
recommend you try using a POMMP
approach to move the medication safety
agenda forward in your organisation.
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