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Purpose and Goals
The goal of the enclosed course is to provide 

health care professionals with an overview of 
the problem of medical errors, factors contribut-
ing to the occurrence of these errors, and steps 

care settings.

Instructional Objectives
Upon completion of this course, the motivated 

student should be able to:
-

currence of medical errors
-

nerabilities among special populations

patient outcome

reporting medical errors

awareness of medical errors and how to 
prevent them 

Introduction

pressing health care challenges. A monumental 
report by the Institute of Medicine of the Na-
tional Academy of Sciences (IOM), dropped a 
bombshell on the health care community and the 

year as a result of preventable medical errors. 

within the medical community, the report 

the magnitude of this pervasive problem and 
presenting it convincingly.

The IOM estimates that medical errors cause 

in the United States, and that nearly half were 
preventable. Subsequent studies suggest that the 
medical error rate is even higher. These statistics 
are a call to action for health care professionals 

 
safety practices in their systems and procedures. 

-

-

this terrible human toll, medical errors result in 

Moreover, fear of becoming a victim of medi-
cal error may lead patients to delay obtaining 

allow their illnesses to worsen. 

To Err is Human brought medical errors and 
patient safety the attention they have long needed 
but never had. The information presented in the 
report is not new. Many studies, some nearly 

-

Many of these adverse events are associ-
ated with the use of pharmaceuticals, and are 
potentially preventable. Each year, patients in 

Medicine analysis. The report, released in July 

and productivity. One study found that each 

All of us can recall at least one or two sensa-
tional stories in newspapers, on television, or 

that has forever changed the life of the victim 
and his family. The perception of medical errors 
among health care providers and the public has 
been shaped over the years primarily by such 
anecdotal reports in the popular press, and the 
proposed remedies have generally focused on 

health plans, hospitals, doctors, pharmacists, 
nurses, and other caregivers. However, the IOM 

errors are the result of systemic problems rather 
than poor performance by individual providers, 
and thus has spawned a whole new approach 

patient safety.

Medical Errors

action to be completed as intended or the use of a 
wrong plan to achieve an aim. Errors can include 
problems in practice, products, procedures, and 
systems. Errors are important because of their 
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potential effect on patient safety. The enhance-
ment of patient safety thus encompasses three 

-
rors visible, and mitigating the effects of errors.

Not all bad outcomes for patients are due to 
medical errors. Patients may not be cured of their 
disease or disability despite the fact that they are 

events that are the result of medical care are, in 

-
ment and that resulted in measurable disability. 
Some adverse events result from a complication 
that cannot be prevented given the current state 

when used appropriately, have a chance of side 
effects, such as nausea from administration of 
a chemotherapy agent. A bout of severe nausea 
would be an adverse event, but it would not be 
considered a medical error to have given the 
chemotherapy medication if it was otherwise 

errors are adverse events that are preventable 

beyond preventable adverse events that lead to 
actual patient harm to include near misses, also 
sometimes referred to as close calls. A near miss 
is an event or situation that could have resulted in 

-
perience in other industries, including aviation, 
manufacturing, and nuclear energy, demonstrates 
that there is as much to learn from close calls as 
there is from incidents leading to actual harm.

The process by which medical errors are 

an approach called root cause analysis. This 
tool is part of an overall process for identifying 
prevention strategies by focusing on changes 
that need to be made to health care delivery 
systems. Root cause analysis involves those who 
are most familiar with the problem situation and 
encourages them to dig deeper and deeper into 

cause and effect. Human factors as well as the 
impact of related processes and systems are 

-
tion strategies, but it also is designed to foster 

it. The technique is used in the Veterans Health 
Administration hospitals and clinics around the 
country. It has also been recommended for use 

events to be reported to the Joint Commission 

(JCAHO).

Factors Contributing to 
Medical Errors

The rate of health care errors is far higher 
than the error rate in the other industries listed 
above, which also rely on systems that include 
the interaction of humans and technology to 
perform a number of functions leading to an 
outcome. Although there are similarities, health 

different activities performed per day that rely 
on the interaction of monitoring, treatment, and 
support systems.

American health care industry also contributes 
to the problem of errors, as can be illustrated 
by the process of prescription and delivery of 
medications. The medication process requires 

-
dependent steps: ordering, transcribing, dispens-
ing, delivering, and administering. Poor system 
design can create numerous opportunities for 
error in any one of these steps.

Within many hospitals, departments are only 

primary care doctors and medical specialists 
are notoriously poor. As a result, information on 
problems, as well as improved practices to reduce 
errors and enhance safety, in one department or 

The variety of settings in which health care is 
provided (including hospitals, nursing homes, 
clinics, ambulatory surgery centers, private of-

of patients and providers among them provide 
additional challenges.

product or procedure contributed to or caused 
the problem because the patient is already ill, 

at all times, or the event appears unrelated to 

reporting of the association and the opportunity 

only a single patient at a time, they are treated 
as isolated incidents, and little public attention 
is drawn to these problems when compared with 
aviation or nuclear power accidents. Health care 
errors are also under reported due to liability and 

Perhaps the greatest barrier to the improve-
ment of patient safety through reduction of 
medical error, however, has been due to the 
professional culture within the health care 

-

the time of their occurrence. When errors were 
-

uted to lapses by individual practitioners, and 
the naming, blaming, and shaming approach to 
dealing with errors limited effective problem 
resolution.

-
ity of medical errors today are not produced by 

of training. Rather, errors occur in our health 
care systems due to poor systems design and 

ensure patients are cared for and have some 

to rely on their memories and deliver safe care 
without substantial investments in information 
technology or even the simple application of 

perfectly decreases as the number of steps in the 

preventable, may mean a catastrophe or the end 
of a career. Improvement of the systems by which 
medicine is practiced will therefore be necessary 
to reduce the incidence of medical error.

Common Problem Areas 
and Possible Solutions

Medication Errors

the improper administration of medications. 
The IOM estimates that preventable medica-

year in hospitals alone, and tens of thousands 
more in outpatient facilities. In some instances 
the errors originate with the order itself: it may 

no route, no frequency indicated), or blatantly 

Name confusion is another common cause of 

campaign to warn pharmacists of possible errors. 

in serious harm to a patient. 
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labeling, the agency evaluates medicine brand 

to prevent name confusion, and to reduce similar-

Some medical centers have begun using 
computer programs and other systems supports 

nurses. Even simple computer systems that re-
place handwritten prescriptions with electronic 
ones have resulted in substantial error reductions. 

which the patient, nurse, and medication have 

drug is being given correctly and will not cause 
drug interactions. Also, storage of concentrated 
potassium chloride, large containers of insulin, 

is now recommended well away from patient 
care areas. Still, the vigilance of the health care 

includes the medication name, action, use, dose, 
route, elimination, side effects, contradictions, 
and nursing considerations. If the nurse is unsure 
about any of these points, the answer should be 
obtained before the medication is administered.

Other nursing considerations include teaching 
the patient about the medications he is receiving, 
administering only those medications which you 

history to include allergies, and being aware of 
potential drug-drug and drug-food interactions. 
Medication errors and idiosyncratic reactions 
should be noted on an incident report and in 

supervisor should be informed. 

Special Populations
Children have been shown to be particularly 

vulnerable to medication errors. Such errors have 
been shown to be common in pediatric hospital 
settings, with the rate for potential adverse drug 
events three times higher for children than for 

-

involved leave room for possible error. Also, few 

use, so physicians often must estimate dosages 

get children to cooperate adequately with various 

care providers with standards of care for rare 
pediatric illnesses may also lead to medical error.

The elderly also seem to be particularly vul-

than to any systemic discrimination against 
provision of good care to this age group. As 

of adverse events in the elderly is medication 
error. Cardiovascular drugs are the leading class 
of drugs that produce adverse drug reactions in 
the elderly, followed by central nervous system 

infectives, gastrointestinal agents, respiratory 
agents, and blood formation and coagulation 
agents. Surprisingly, warfarin, despite its narrow 

-
cant concern in the care of elderly patients and 

bleeds, falls resulting in fracture, low blood 
sugars, and dehydration.

The Patient Safety and 
Quality Improvement Act of 
2005

response to growing concern about patient safety 
in the United States. It creates Patient Safety 

by health care providers. 
Currently, patient safety improvement efforts 

are often hampered by the fear of discovery of 
peer deliberations, resulting in under-reporting 

-
ing patient safety event information, PSOs will be 
able to identify patterns of failures and propose 

errors without fear of retribution. 

by public or private entities. The analysis of 
the information collected will be used to im-
prove medical systems and practice. This is a 
common-sense law that gives legal protections 
to health professionals who report their practices 

critical information about medical procedures, 
health care professionals can help others learn 

-
mation, PSOs will be able to identify pat-
terns of failures and propose measures to 

 

Processes for Improving  
Patient Outcome

since publication of the IOM report has led to 
some consensus on the necessary components 
of effective error prevention systems. The 
foundation for such systems needs to rest on 
thoughtfully developed programs within local 

by local personnel. These programs should be 

-
port and guidance from Federal, State, and 

health care setting should be charged with the 

 identifying and monitoring the oc-
currence of errors, and developing an 
understanding of their root causes, 
especially those that are preventable

-
nating data to clinicians and others in 
a position to effect changes within the 

 implementing error reduction strategies 
based on analysis and restructuring of 
health care systems

with clinical, epidemiologic, and man-
agement

support and investigatory assistance
 evaluating the impact of these programs 

on patient safety 

Reporting Responsibilities

hospital acquired infections reporting systems, 

drug and device event reporting systems, and 
-

stitutions or health care systems may have their 
own internal data collection system, such as that 
at the Veterans Health Administration. A number 
of states have also implemented systems for 
facilities within their boundaries. Unfortunately, 
all of these systems have been limited by under-
reporting of adverse events, and the problem is 
especially severe for systems designed to hold 

outcomes. In order for any system for reduction 
of medical errors to be effective, it is essential 
that errors be reported and evaluated. Effective 
programs need to incorporate protection from 
legal discovery and liability, which cause errors 
to be concealed.

are that those who report must feel safe in doing 

Reporting systems in which these factors are 
missing are generally unsuccessful in obtaining 
data, inaccurate, and incomplete. The question 

-
pened, and how it can be prevented in the future.

The IOM recommends a two-tier error report-
ing system: a nationwide, state-based system that 



Payment Form: Toll free number: Fax number:         Medical Errors Page 15

including those so-called close calls or near 

and State legislation that protects provider and 

legal remedies of those whose health has been 
harmed.

The Role of the Patient 
in Prevention of Medical 
Errors

the effort to enhance the quality and safety of 
American health care. The right question from 
a patient at the right time may be the interven-
tion that averts an error. Initiatives have been 

education of the individual patient as well as 
the public at large.

a national public awareness campaign about 
safe medicine use. The only campaign of its 

with a critical message: Use Medicines Wisely. 
Women were chosen as the primary audience 
for the campaign because they often dispense 
medications to family members, and women over 

In addition to disseminating safety information 
through consumer literature and the media, the 
program promotes local, interactive educational 
sessions led by pharmacists and other health 

over four years, the program has grown from a 
small grass roots effort into a massive national 
health campaign that reaches millions of women. 

are involved, as well as thousands of chain drug 
stores across the country.

The Federal Agency for Healthcare Research 
and Quality tools. This patient fact sheet covers 

with medicines, hospital stays, and surgeries, as 
well as other useful recommendations. A copy 

this course. 

Suggested Readings 
A particularly useful summary of the problem 
of medical errors and possible solutions is 

Errors at  

portions of this document were adapted for 
presentation in this course.  Other sources of 
information include:  

management: use of a Web-based reporting 
system to support patient safety initiatives.” 
J Nurs Adm

 
Case Manager

from Harm campaign.” AORN J

near misses and adverse events.” J Nurs 
Care Qual

board on board.” Nurs Manag

prescriber order entry.” Nurs Manage

-
cussion.” AWHONN Lifelines

errors: where are we now?” Nurs Manage 

III.”  Prof Case Manag

 
Am J Nurs

-
tion errors and barriers to reporting.” J Nurs 
Care

 
Am J Nurs

Reviewed: 7/2011 

MY NOTES
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What are Medical Errors?
 Medical errors happen when something that 

in the health care system.
They can happen during even the most routine 

free diet is given a high-salt meal.
Most errors result from problems created by 

also happen when doctors and their patients have 
problems communicating. 

What Can You Do?  
Be Involved in Your Health 
Care

The single most important way you can help 
to prevent errors is to be an active member of 

every decision about your health care. Research 
shows that patients who are more involved with 

Medicines
 about your 

 medicines in terms you can 
 understand both when your medicines are 

prescribed and when you receive them.

 for how long? 

 What do I do if they occur? 

medicines or dietary  

 

Other Steps You Can Take
Speak up if you have questions or  
concerns. You have a right to question 
anyone who is involved with your care. 

someone, such as your 
personal doctor, is in charge of your care. 
This is especially important if you have 
many health problems or are in a hospital.

all health professionals in-
volved in your care have important health 
information about you.

family member or friend to be 
there with you and to be your advocate 
(someone who can help get things done and 

 Even if you 

need it later. 

Know that more is not always bet-
ter.
or treatment is needed and how it can help 
you. You could be better off without it. 

If you have a test, don’t assume that no 
news is good news. 

Learn about your condition and treat-
ments 
by using other reliable sources.
treatment recommendations based on the 

the National Guidelines Clearinghouse at 
-

tor if your treatment is based on the latest 
evidence. 

Five Steps to Safer 
Health Care 
Adapted: Five Steps to Safer Health Care. 
Patient Fact Sheet. AHRQ Publication 
Number 04-M005, February 2004. Agency for 
Healthcare Research and Quality. 
 
This fact sheet tells what you can do to get 
safer health care. It was developed by the U.S. 

partnership with the American Hospital and the 
American Medical Association.  

1.

understand the answers. Choose a doctor you 

understand the answers.

2. -
-

including non-prescription medicines. Tell 

-
ing the medicine. Read the label when you get 

sure your medicine is what the doctor ordered 

3.  Get the results of any test or procedure. 

be it in person, by phone, or by mail. Call your 

results mean for your care.

4.

about which hospital has the best care and 
results for your condition if you have more 

you understand the instructions you get about 
follow up care when you leave the hospital.

5.

your doctor, and your surgeon all agree on 

What will happen after the surgery?
 

    recovery?”
Tell the surgeon, anesthesiologist, and 

nurses about any allergies, bad reaction to an-

Adapted from information obtained by the Agency for Healthcare Research and Quality, Rockville, MD.

Patient Medical Errors Fact Sheet
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Test Questions    Medical Errors #3011

1. According to the course, fear of becoming 
a victim of medical error may lead patients 
to:

A.  delay obtaining potentially 

-
scribing enough medication 

C.  demand liability coverage be 
 included in their health insurance

 control of the health care system

occurred in what percentage of patients?

pharmaceuticals are:
A.  at an all time low due to increased  

government oversight

 instances
C.  inevitable due to the proliferation of 

newer and more powerful 
 pharmacological agents

-
dividual health care providers 

completed as intended, or the use of a wrong 
plan to achieve an aim. Errors can include 
problems with:

A.  practice

C.  systems and procedures

considered a medical error?
A.  a patient dies of congestive heart 

failure despite optimal care

severe nausea, a common side effect 
of the medication given

C.  a patient was administered an antide-
pressant instead of an anticonvulsant 
with a similar name

 

-

focusing on changes needed in health care 
delivery systems is called:

A.  root cause analysis

C.  close call evaluation

contribute to the occurrence of medical er-
rors EXCEPT:

A.  poor communication among primary 
physicians and medical specialists

treatment
C.  increased autonomy of nurses in most 

health care settings

care industry

to the occurrence of medical errors is the:
A.  negligence of individual providers

C.  assignment of staff  to teams for care 
delivery

business
 

medication errors include:
A.  bar code systems to verify drug and 

dose

-
cations away from patient care areas

 

 medication errors by:
A.  administering only those medications 

that they have personally prepared
-

ing allergies
C.  watching for potential drug-drug and 

drug-food interactions

11. The leading class of medications that 
 produce adverse drug reactions in the elderly 

are:
A.  CNS active agents

C.  cardiovascular drugs

to growing concern about patient safety in 
the U.S.?

C.  The Institute of Medicine Act of
      Safer Health

prevention systems include:
A. Thoughtfully developed programs

     State and non-governmental agencies.

     to handle the identifying and monitor-
     inging occurrence of errors.

     components of effective error
     prevention. 

medical error reporting system is:
A. state and Federal monitoring of 

-

-
ality of those who report errors

 training for health care providers

campaign on safe medication use
C.  a way to encourage pharmacists to 

provide more detailed patient educa-
tion to the elderly

increase staff to patient ratios

Instructions to the learner:
  The questions are to be answered either , or   

There is only one correct answer.  
   

  Complete Test, Evaluation, and your Payment Form Send 
with payment to the NCCE, Inc.
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