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Coming in Your 
2005

4  A Model Image-guided  
Radiation-Therapy  
Program

4  The Whole Patient  
Experience

4  A Model Complementary  
and Integrative Medicine 
Program

4  Nurse Resource  
Allocation in Ambulatory 
Infusion Centers:  
Guidelines for Clinicians 
and Executives

4  Strategic Planning for  
Hospital Oncology  
Programs

4  Physician Alignment:  
A Top Priority Strategy for 
Building Profitable Growth 
and Protecting Market  
Position in Oncology  
Services

Plus, a look at IT and EMR 
issues in the hospital setting

| President’s Message |

or several years the Ford 
Motor Company’s consumer 
ads used the slogan “Quality is 

Job One” to raise public awareness 
of the importance the company 
placed on producing quality prod-
ucts. We in the cancer community 
should make the same commitment 
around patient safety.

A prime tenet of the medical 
community is “first, do 
no harm.” How can we do 
anything less? Our patients 
are facing a life-threatening 
disease; we are providing 
treatments that have high 
risk in terms of complica-
tions and toxicity. At a 
minimum, we must meet 
the standard of the nursing 
mantra of the five rights for 
providing medications: 
1. The right patient 
2. The right time
3.  The right route of 

administration
4. The right drug 
5. The right dose.

I was reminded recently through my 
hospital’s safety monitoring system 
that “to err is human” is a reality. 

In our outpatient infusion  
suite, providers always identify  
patients with two unique identifiers 
before proceeding with any proce-
dure or treatment. We usually do so 
by verifying the patient’s full name 
and date of birth. As documented 
in a recent safety report, however, a 
caregiver who was setting a patient 
up for chemotherapy greeted the 
patient by a single first name, 
proceeded to set the patient up in 
a treatment chair, and began the 
assessment. It was only after further 
discussion that the caregiver discov-
ered that there were two patients in 
the unit with the same first name 
that day and, in fact, the caregiver 
was dealing with an entirely differ-
ent individual. One can certainly 

imagine the complications had the 
therapy proceeded that day with a 
chemotherapy infusion intended for 
someone else. 

Our system classifies this type of 
event as a “near miss” and requires 
the individuals involved to docu-
ment a plan of corrective action. In 
this case, review and reinforcement 
with the caregiver about why the 

standard protocol on 
identification must be 
followed 100 percent 
of the time with every 
patient.

In this case, redun-
dancy saved the day. 
When preparing to 
perform a lab draw, 
the caregiver did 
reconfirm both name 
and birth date, and at 
that time corrected 
the misidentification 
of the patient. The 
event, however, was 

reported in accordance with our 
safety monitoring protocol and 
provided a “teachable moment” 
for the full staff to review as a 
reminder of the necessity for fol-
lowing the patient identification 
protocol 100 percent of the time.

I urge each of us to ask ourselves 
how we are doing within our pro-
grams and practices. Are we moni-
toring for events that put patients 
at risk? Are we encouraging the 
reporting of all incidents by creat-
ing a climate that is non-punitive in 
nature? Are we regularly review-
ing reported incidents with all the 
professionals and staff involved in 
providing the care? Are we chang-
ing and updating procedures when 
we find that they have loopholes or 
opportunities for miscommunica-
tion or misidentification?

Safety must be on our radar 
screens, and certainly one would 
have difficulty arguing that it is 
anything less than “Job One.” 

Safety is Job One
by E. Strode Weaver, FACHE, MBA, MHSA
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