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Introduction
The task force met on October 10-11, 2021, at NABP Headquarters in Mount Prospect, IL. This
task force was established pursuant to Resolution 117-5-21, Task Force on Safety-Sensitive
Measures to Review Medication Errors, which was approved by the NABP membership during
the Association’s 117th Annual Meeting that was held virtually in May 2021.

Review of the Task Force Charge
Task force members reviewed their charge and accepted it as follows:
1. Determine ways to assist state boards of pharmacy in developing alternative regulatory
approaches to review medication errors that can result in preventing future errors from
occurring.
2. Review systems that implement best practices to reduce medication errors and increase
patient safety and develop recommendations regarding their use as an element of
implementing a just culture regulatory approach.
3. Amend, if necessary, the Model State Pharmacy Act and Model Rules of the National
Association of Boards of Pharmacy, to reflect the work of this task force.

Background and Discussion
The meeting began with an expert guest from The Just Culture Company explaining the general
application of just culture concepts that promote a continuous cycle of improvement.
Additionally, an expert guest from Center for Patient Safety described their work with the
Missouri Board of Pharmacy in implementing just culture and broader safety science concepts
to deal with medication error-related disciplinary cases. Both guests stressed that safety is best
enhanced when both regulators and employers share a common set of expectations and
approaches to medication errors that foster open communication, continuous learning, and
continuous improvement. It was noted that boards and licensees must focus on identifying
obstacles that prevent implementation of these concepts to resourcefully achieve outcomes and
improve systems.
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The task force discussed how most boards of pharmacy have often handled medication error
cases using fines and disciplinary measures. Members noted that this approach can overlook
analysis of error causes and may not be the best approach to preventing future errors or
implementing measures that promote patient protection. The members expressed a desire to
address the root cause of medication errors and assist licensees in developing patient-safety
approaches to error prevention, but acknowledged the challenging, resource-intensive nature of
this approach. For example, one member described a board of pharmacy experience with a
licensee and their employer, who requested that the board provide additional guidance for
developing the board-mandated corrective action plan that included a quality assurance plan
because of an error-related disciplinary case
In addition to corrective action plans, members discussed such topics as third-party monitors,
who could in some circumstances support board-imposed remedial orders in a resourceefficient manner; and how candid acknowledgement of, and apology for, errors can validate
patient concerns and contribute to a safety culture.
Members also determined that it would be valuable to survey the boards of pharmacy to learn
more about non-punitive regulatory approaches to medication error cases that have proved
effective. The task force agreed that many boards of pharmacy need to be informed about these
and other innovative solutions through NABP communication vehicles, so that a meaningful shift
in adjudicating medication errors to prevent future safety concerns will occur.
The task force discussed at length the causes of medication errors and the fact that the root
cause of errors must be identified to prevent a reoccurrence of the same or similar error.
Members reviewed how medication errors, in general, are caused by human error, at-risk
behavior, or reckless behavior. Human error is not a result of a behavioral choice but occurs
because of an unintended lapse in judgement or planning. At-risk behavior occurs when choices
are made without a true perception of risk or from a mistaken belief that the risk is insignificant.
Reckless behavior, on the other hand, occurs when actions are taken with complete disregard
to known risks. Ideally, boards of pharmacy should identify the root causes of errors in order
tailor appropriate, effective responses. To most effectively reduce medication errors, regulators
and licensees must differentiate among human error, at-risk behavior, or reckless behavior error
contributors
Members and guests discussed how some at-risk behavior results from “work-arounds” for
existing policies and procedures. These workarounds unfortunately arise when busy
practitioners find existing policies and procedures inefficient for high workflows, even though
departures can increase safety risks. Performance metrics and quotas, along with measured
wait times, was also thought to contribute to this behavior. Lack of communication, particularly
during shift changes, was discussed as another prevalent at-risk behavior that causes errors
due to the failure to provide the necessary information for making the best decisions during a
subsequent shift. Additionally, it was noted that a lack of “error prevention” leadership is often
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present in practice settings where errors are common. Also, many medication and dispensing
errors could be caught and resolved during a patient counselling session.
The patient safety experts and task force members agreed that open communication among
boards of pharmacy, licensees, and their employers is key to implementing a maximally
effective approach to resolving and preventing medication errors. They concurred that it is
essential to increase the visibility of errors so that appropriate action can be taken to prevent
future errors and avoid “sweeping them under the rug” – something that members noted is
encouraged under existing “quality assurance” statutes and patient safety organization
structures.
Some boards of pharmacy are taking a more global approach to medication errors by examining
individual and organizational performance factors and adopting an improvement plan for all
involved. These plans also include a request for the pharmacy owner, pharmacist(s), and
pharmacy technician(s) to provide information and insights to ensure continuous learning and
improvement. The patient safety experts suggested that the public would be well-served if the
boards of pharmacy develop accountability tools beyond the standard disciplinary approaches,
as every medication error caused by an at-risk behavior can prevent future errors once the
problem is addressed systemwide.
Members discussed that quality assurance programs and patient safety officers have been
heralded as a standard of safety in hospital practice for many years. These measures, however,
have not found widespread acceptance in other pharmacy practice settings. The task force
members committed to supporting these same safety approaches for community pharmacy
practice by encouraging the boards of pharmacy to collaborate with employers to help build
consensus and trust between pharmacies, pharmacists, and the boards. Along these lines,
members discussed that, as is often done in the hospital setting, a “never event” list should also
be developed for the community setting to avoid well-documented errors from happening, such
as methotrexate dosing errors. However, the task force concluded that this would be extremely
challenging and reiterated that the real focus should be on systemic approaches to medication
safety more so than developing a specific checklist. Additionally, the task force agreed that it
would be beneficial to solicit input from the medical and nursing members of the Tri-Regulator
Collaborative. Overall, the members agreed that the time has come for the boards and the
pharmacy regulatory community to invest in medication error prevention, similar to the
investment made in state prescription monitoring programs. Members agreed that such an
investment will ultimately result in a major advancement for patient safety.
The task force stressed the need for boards of pharmacy to become familiar with and refer
licensees to resources that already exist through patient safety organizations (PSOs), which
have thus far been underutilized because employers and licensees have not been held
accountable for not using them. The task force acknowledged the work of pharmacy specific
PSOs and recognized the potential benefit of their work yet stressed the need for more
transparency and sharing of data with the boards of pharmacy for more significant change. It
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was agreed that, ideally, the boards of pharmacy should have a library of resources available to
assist licensees develop and implement a corrective action plan to ensure meaningful change
and an investment in error prevention. Members stressed the importance of boards of pharmacy
being made aware that these resources exist and that boards should be encouraged to
contribute and/or publish examples of medication errors to highlight common safety problems.
The task force agreed that NABP should consider establishing a community pharmacy safety
newsletter, as well as providing ISMP Medication Safety Alert! newsletters to boards of
pharmacy and others to increase awareness. With that in mind, members recommended that
NABP explore development of a medication safety training academy to train board members
and compliance officers, as well as NABP accreditation surveyors, in applying just culture
approaches to medication errors. Staff informed the task force that this might be accomplished
through funding from the NABP Foundation, which supports the Association’s research and
development projects and educational programs. NABP staff will also identify potential partners
to assist with this endeavor. Staff also informed members that additional educational
opportunities exist through the interactive forums and/or the Annual Meeting to further the task
force’s recommendation to make an ongoing commitment to support an evolving process.
Members concluded that board of pharmacy members and staff should obtain education and
training in applying just culture approaches to medication error-related cases and should be
encouraged to apply non-disciplinary approaches to identified cases. The task force agreed that
board members and staff need to know how to distinguish errors that are due to human error,
at-risk behavior, or reckless behavior and that punitive discipline is acceptable in cases where
reckless behavior affected patient safety. Similarly, boards should be encouraged to instruct
licensees to adopt organization-wide improvement plans where all involved are engaged in
evaluating and correcting medication error issues. It was also noted that informal approaches
should be proactive in nature, which increases trust, thus facilitating systems improvement and
better outcomes. Lastly, the task force suggested that the Model Act should be updated to
incorporate the task force’s recommendations after further review and development.
After careful review and consideration, the task force recommended:
1. NABP should explore the development of a medication safety training academy for
board members, compliance officers, and NABP surveyors. Implementation would
include the following:
a. Allocating money/resources through the NABP Foundation
b. Focusing on the need for culture change – making it a priority will allow for
change
c. Utilizing existing resources, such as interactive forums and the Annual and
District Meetings, as educational tools to make an ongoing commitment to
support an evolving process
d. Identifying potential partners
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e. Develop expertise and serve as a resource for effective regulatory approaches
and implementable tools, which include nonpunitive accountability actions such
as corrective action plans developed from peer review and robust
continuous quality improvement programs, third-party monitors, and apology
letters. In addition, NABP should survey the states to obtain additional examples.
f. Soliciting input from members of the Tri-Regulator Collaborative
2. NABP should compile relevant resources that can be provided to boards of pharmacy
and licensees and use its communication vehicles to disseminate such resources. In
addition, NABP should:
a. Create a medium of exchange and encourage boards of pharmacy to
contribute/publish examples of medication errors and corrective actions taken to
highlight safety problems;
b. Consider establishing a community pharmacy safety newsletter; and
c. Consider providing ISMP Medication Safety Alert! newsletters to boards of
pharmacy and others.
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