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HEALTH CARE ERRORS: NURSING’S PERSPECTIVE

Executive Summary

Questionable qudity of hedlth care delivered in the United States has become a front
lineissue, taking a strong place dongside the more traditiona concerns about hedlth care such
asincreasing costs and access to care. Concerns about the safety of consumers has taken on
increased vighility in hedth care inditutions, professiona associations and public policy arenas.
Given that nurses comprise the largest component of the health care workforce and are involved
with the provision, management, research and education related to patient care, safety and error
reduction in hedth care are central concerns for the profession and aresponghility for every
individua nurse.

Collectively, research studies point to the fact that errors are a significant cause of
patient injury and death. In order to fully explore characterigtics of safe nursing care, within a
systems context nurse clinicians and nurse researchers need to partner with experts in human
factors, and organizational and communications theory who can add valuable expertise.

This paper briefly explores key issues around hedlth care errorsincluding: 1) the extent
of hedlth care errors, 2) systemwide and individua recommendations to increase patient safety
and reduce errors, 3) challenges and opportunities for nurses to decrease errors and improve
patient safety, and 4) current status of selected federd legidative and regulatory initiatives
designed to decrease hedlth care error. 1n addition, an appendix provides a guide adapted from
the Agency for Hedthcare Quality which nurses can give to consumers to increase consumer
participation in reducing the likelihood of error.

Much of the information presented in this brief is derived from content and
recommendations embedded within recent public policy documents, primarily the Ingtitute of
Medicine Report To Err is Human, with specific gpplication to nursing. Each of the IOM
recommendations has implications for nursing practice, education and research and most have
been endorsed by the American Nurses Association (Foley, February 9, 2000).
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Introduction

Qudlity of careisarecurring theme within every nursang education program. From
introductory to capstone courses, nurses learn and are expected to incorporate within their own
practice, high qudity care that does not jeopardize patient safety. Skills ranging from caculating
dosages, to providing information to patients regarding self-care, to assuming respongbilitiesin
surgery are dl taught with an eye toward error-free practice. And yet, once engaged in the
day-to-day hedlth care environment, nurses find themsdavesin syslems of care where patient
safety is often compromised through error.

Over the past decade, more information regarding the nature and extent of hedlth care
error has become public, from individua anecdotes reported in the media to published research
findings. Asaresult, knowledge of errorsin patient care is no longer the sole purview of
individud dinicians, risk management, and qudity assurance entities. Rather, information about
the extent of health care errors has prompted recent discussons in venues ranging from U. S.
congressiona committees to consumer advocacy organizations. Since thefal of 1999 done,
the topic has been the focus of scores of published articles, documents and features as diverse
as Indtitute of Medicine reports, the Boston Globe, the British Medica Journd, Better Homes
and Gardens magazine and nationa nightly news programs. Concerns about the safety of
consumers recelving care has taken on increased vishility in hedth care ingtitutions, professond
associations and public policy arenas. Given that nurses comprise the largest component of the
hedlth care workforce and are involved with the provision, management, research and education
related to patient care, safety and error reduction in health care are central concernsfor the
professon and aresponghility for every individua nurse.

This paper briefly explores key issues around hedlth care errorsincluding: 1) the extent
of hedlth care errors; 2) system-wide and individua recommendations to increase patient safety
and reduce errors; 3) challenges and opportunities for nurses to decrease errors and improve
patient safety, and 4) current status of selected federd legidative and regulatory initiatives
designed to decrease hedlth care error. In addition, the gppendix provides a guide adapted
from the Agency for Hedthcare Quality which nurses can give to consumers to increase
consumer participation in reducing the likelihood of error. Much of the information presented in
this brief is derived from content and recommendations embedded within recent public policy
documents, such as the Inditute of Medicine Report To Err is Human, with specific gpplication
to nurang.

Background

Questionable qudity of hedlth care delivered in the United States has become a front
lineissue, taking a strong place aongside the more traditiona concerns about hedth care such
asincreasing cogs and accessto care. While perceptions about what congtitutes quality has
varied, anow frequently cited definition originating from the Inditute of Medicine defines quadlity
as “the degree to which hedlth services for individuas and populations increase the likelihood of
desired hedlth care outcomes and are consistent with current professiona knowledge” (Lo,
1990). More recently, a Commission established by President Clinton ddlineated the nature of
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compromised qudlity of care by noting that there are four types of quality related problems:
avoidable errors, underuse of services, overuse of services, and variation in practice (Quality
First: Better Health Care for All Americans, 1998). With regard to avoidable error, the
Commission report bluntly states  Even in the best systems... mistakes are made.... (and)
mistakes made by individuds, groups of individuas, or organizations can have serious, codtly, or
fatal consequences’ (p. 156). Concerned about the disturbing extent of errorsin hedlth care
delivery which has been documented through scores of studies, the Commission included the
reduction of hedth care errors as one of sx core nationd ams for qudity improvement in
American hedth care.

Inthefal of 1999, the Ingtitute of Medicine (IOM) released areport on errorsin health
care, titled To Err isHuman (Kohn, et.d.). Thisreport catdyzed the attention of virtualy every
hedlth care stakeholder group in the country, from the nursing profession to the White House to
the U.S. Congress. The IOM report defines patient safety as freedom from accidentd injury,
and error as the failure of a planned action to be completed as intended (i.e., error of execution)
or the use of awrong plan to achieve anam (i.e,, error of planning). Spesking to the
seriousness of the problem and issuing a call for immediate action on the part of nurses and
others, the report notesthat “...it is Smply not acceptable for patients to be harmed by the
same hedlth care system that is supposed to offer hedling and comfort” (p.3, 1999). And yet,
“few tangible actions to improve patient safety can be found” (p. 5, 1999). In other words, the
IOM committee that produced the landmark report concluded that errors are far too
widespread and pose a significant threet to patient safety; that health care clinicians and others
are not responding rapidly enough to address safety problems, and that many of the actions
used in systems to prevent error are ineffective, or worse, drive reporting errors underground
through blame and punishment and thereby fail to correct and prevent errors from reoccurring.

To begin to subgtantively address safety improvement, the IOM, as well as many other
authors (Bogner, 1994, Cohen, 1999, Spath, 2000) cal on hedth care systems to reorient their
effortsto reduce error. Rarely are errorsthe fault of an individual nurse, rather, they arethe
culmination of characteristics of systems of care (e.g., introduction of new technology, changes
in gaffing mix, smilarly labeed medications). Rether than ataching blame to individua nurses
and othersfor errors committed, organizations must design non-punitive approaches to error
and look well beyond individua providersto understand and redesign system+-level processes
for error prevention. Commitment and action at al organizationd levels must be directed
toward increasng awareness of errors and even near-misses, and building safety into systems of
careto prevent them. Given the centrd role of nursesin hedth care delivery, including
responsibility for advocating in the interests of patients, nurses are critica to changing the culture
of indtitutions and redesigning systems so that nursing care specificaly and hedth care more
broadly is as safe asis humanly possible.
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Extent of Errors in Health Care

Fundamentd to ensuring the provision of safe patient care, nurses need to know the
extent and circumstances under which hedlth care errors are likely to occur. Pre-requisite to
obtaining this information, is the creation of hedth care environments that employ policies and
other gpproaches for reporting and investigating errors that are non+punitive and encourage
candid blame-free discussons. Prevention of hedlth care errorsis only possibleif information
about near-misses and actud errorsiswillingly shared and andyzed and solutions disseminated
to prevent Smilar occurrences. Today, obtaining such information and conducting subsequent
andysisis chalenging. Nevertheless, over 30 research studies andyzed in the IOM report, the
most recent synthesis of relevant research, gives ingght into the extent and types of some hedth
care errors (Kohn, 1999). Collectively, these studies point to the fact that errors are a sgnificant
cause of patient injury and degth.

For example, extrapolating from results of a 1984 study of more than 30,000 randomly
selected discharges from New Y ork hospitdls, it is estimated that at least 98,000 deaths occur
each year as aresult of hedlth care errors (Brennan, et.a.). Similarly, a 1997 study of 15,000
discharges, conducted in Utah and Colorado, would indicate thet at least 44,000 preventable
deaths occur each year (Thomeas, et.d.). Compared to other causes, the latter study would
place error as the eighth leading cause of death in the nation (Kohn, 1999).

Even given the darming figures of the preceding two studies, the mgority of research
findings probably underestimate the frequency of errors and their consequences for two
sgnificant reasons. Firgt, most studies rely primarily on data extracted from medica records,
where errors are not dways reported. For example, errors involving nurang care may go
unnoticed and consequently, undocumented. Unreported error, whether because the error was
never detected, or because nurses fear blame and punishment, or because of other causes,
make understanding the etiology and ultimately error prevention much more difficult. Secondly,
knowledge of the full extent of errorsin hedth care islimited because to date, most studies have
been conducted in hospitals -- in pite of the fact that significant amounts of patient care are
provided in other settings. Little information currently exists about the nature of errorsinvolving
nursng and other care in non-hospita settings, including home hedth, ambulatory surgery
centers or nurang homes. Neverthdess, among existing studies, nurang careis clearly a centrd
component of care syssemswhere error occurs. Likewise, nursing care is likely to be akey
congderation in as yet unstudied environments.

While the provison of care involves multidisciplinary teams, there are clear examples of
care desgn processes with which error is associated that have more nursing involvement than
others. For example, medication errors, an activity directly involving nursing care, has been the
subject of many of the studies on error. Within this research focus, sudies have typicaly
andyzed errors associated with the order and administration of medications. All too common
and preventable are errors such as ingppropriate dosage, overlooked known alergies, wrong
drug or route of adminidiration. Such errors often ssem from a confluence of factorsincluding
environmentd digtractions, miscommunications and drug labeling problems, among others.
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Desgning systems of care that prevent errorsin medication administration are complex
in part because of the multiple stages and number of providersinvolved in the process aswell as
methods employed to communicate relevant information. Using computerized drug order entry
systems and engaging pharmacists in drug order review have both significantly reduced
medication errors in hospitdss, as has the remova of certain highly toxic drugs such as
concentrated potassium chioride from nursaing units. While much has been written on medication
error reduction srategies, the American Hospital Association has recently recommended a
number of process redesigns that can be readily implemented which focus on medication error
reduction through standardization and smplification (American Hospital Association, 1999).
Suggedtionsinclude limiting the types of infusion pumpsto one or two, developing written
protocols for high-dert drugs and standardizing prescribing and communication practices such
as the avoidance of dangerous abbreviations.

Nurse staff-to-patient ratios and staffing mix present different organizationd
characterigtics that have the potentia to increase the likelihood of error. While limited research
has been conducted on the reationship between nurse staffing and adverse patient care
outcomes, existing data suggest important linkages (ANA, May 2, 2000, Kovner, 1998). In
the ANA study, five adverse outcome measures including hospital acquired pneumonia,
postoperative infection, and decubiti, Sgnificantly decreased with higher levels of RN
involvement in patient care. Thisareaof further research is criticaly important and should be a
high priority. In the near term however, to help ensure appropriate staffing, consderation
should be given to factors reflected in documents such as ANA’s Nurse Staffing Principles
(Gdlagher, et. d.,1999).

From these and other examples, it is clear that some research inroads are being made
that expand knowledge and identify care processes that can contribute to the provision of safe
nurang care. Enhancing patient safety requires afirm and shared commitment on the part of
nurse cinicians, executives and researchers to fill in knowledge gapsthet currently exist. Equaly
clear isthat in order to fully explore characteristics of safe nursing care, within a systems context
nurse researchers need to partner with researchers with expertise in human factors, and
organizational and communications theory can add vauable expertise. Interms of research
focus, nurses may first consider research problems that are likely to yield the largest gainsin
patient safety. For example, given that complex care, care rendered in specidty aress, care
provided to the very young and very old as well as prolonged hospitd stays dl have higher rate
of errors (Weingart, et.d., 2000), further exploration of these high risk factors and possible
solutions warrant research approaches that should benefit from nurses’ perspectives. Aspects
of care systems induding staffing mix, communication among providers, team processes, dl lend
themselves to further research.

Recommendations to Improve Patient Safety

The IOM report, To Err isHuman (1999), offers a number of recommendations
targeted at nurses and other providers, aswell as hedlth care and hedlth related indtitutions and
public policymakers. Each recommendation has implications for nursing practice, education and
research and most have been endorsed by the American Nurses Association (Foley, February

A NANA_errorsbrief_mwpj_0500.doc 7



9, 2000). The IOM recommendations are embedded within a four-part error reduction plan.
Fird, the report advocates for the creation of a Center for Patient Safety within the federa
Agency for Health Care Research and Quality (AHRQ). The Center would be responsible for a
range of safety reated effortsincluding setting national patient safety goals and aresearch
agenda and disseminating information to hedlth care providers and others that would improve
patient safety. |f established, this Center should be akey resource for error reduction
information for nurses as well as afunding source for nurse researchers studying patient safety
iSSUes.

The second component of the IOM plan cdls for the establishment of inditutiond level
mandatory reporting of the most egregious health care errors as well as voluntary, protected,
peer-review reporting sysems.  Such information, with confidentidity of patients and providers
protected, would be aggregated, analyzed and disseminated to help prevent smilar errorsfrom
reoccurring. Clearly, as clinicians and managers of hedlth care operations and organizations,
nurses should help initiate and actively engage in developing the structure of reporting systems as
well as the determination of the type and appropriate use of collected data (Wakefield and
Maddox, 2000).

The third part of the IOM plan focuses on the need to strengthen error reduction efforts
of both health care organizations and hedth professonas by increasing expectations of
purchasers, accreditors and regulators. While patient safety standards exis, they are
inadequate and are fragmented across various entities. Nurses involved in public policy should
review this part of the |IOM plan and consder meaningful actions that could be pursued by both
private purchasers and regulatory entities. For example, state nursing organizations may wish to
initiate dialogue with state agencies responsible for surveying hedth care organizations and dso
consider whether licensing boards have authority for addressing health care errors beyond
licenang and sanctioning individua nurses.

The fourth part of the IOM report specificaly addresses opportunities for hedlth care
organizations and providers, including nurses, to improve patient safety, as described in the
following section.

Challenges and Opportunities for Nurses to Improve Patient Safety

To alarge extent, the organizations in which nurses practice dictate the level of attention
given to reduction of health care errors. For example, some hospitals have very sophisticated
error reporting, infection control and risk management programs. By comparison, ambulatory
and community based care settings have generdly employed less sophisticated approaches,
relying on education and training, policies and procedures. There are many reasons cited for the
differences between hospita and ambulatory ingtitutions and their efforts to address patient
safety. Chief contributors to these disparate gpproaches include sgnificant differencesin the
number of staff and resources available, aswell as lack of technical knowledge about effective
quaity improvement methods or related infrastructure and lack of recognition of errors due to
short patient stay and lack of data. With the rise in outpatient and office-based patient
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procedures, including surgery, atention to patient safety isincreasing in dl settings. (Committee
on Quality Assurance in Office Based Surgery, 1999).

To improve patient safety, regardless of where careis provided, the IOM reviewed other high-
risk industries and evidence of practices that improve hedth care sefety. Asaresult, they
identified a set of five principles, dl reevant to nuraing, thought to be useful to the design of safe
hedth care systems.

l. Providing leadership;

. Respect for human limits in the design process,
V. Promoting effective team functioning;

V.  Anticipating the unexpected; and

V. Creeting alearning environment.

Once incorporated, these principles will Sgnificantly dter the culture of hedth care
inditutions. Consequently, their gpplication will impact nurses' practice environments and
directly affect nurang care. Applying these principlesin practice is complicated. To increase
their rdevance to a nurang audience, the discussion of the principlesin the IOM report is
directly applied to nursing practice here.

The IOM report calsfor leadership efforts to creste safer patient care systems and
organizations. The commitment and responsibility for leedership isidentified a dl levelsin the
organization from governing boards to management to clinica personnd. Nurses and others are
asked to treat each error and hazard as a unique event that should be viewed in the context of a
larger system of care. Nurses are expected to search for improved safety mechanismsin their
day-to-day practice and apply appropriate desgn principles. To facilitate this, visible patient
safety programs with senior level nuraing leadership, defined objectives and plans, adequate
financid resources and data collection methods and analys's should be established. Scheduled
progress reports should be shared broadly with nurses and other clinicians.

Beyond leadership, a number of specific actions are recommended by the IOM which can be
made directly rlevant to nurses. Fird, to the extent possible, nursing roles should be designed
S0 that they offset human limitations such as fatigue and stress. Factors such aswork hours,
workloads, gaffing ratios, and sources of distraction are key areas deserving attertion.
Designing jobs for safety means setting aside times, places or personnd for specific tasks such
as caculating doses or mixing intravenous solutions. Designing jobs for safety also means
addressing gtaff training needs and the use of part-time workers and 'floats who may be
unfamiliar with equipment and specidized care and procedures. Additionaly, attention should
be paid to the sgnificant interaction between individud job design and work interdependency
involving multiple disciplines

In the IOM report, the use of protocols and checklists are endorsed, in order to
standardize and routinize as many task functions and procedures as possible. Standardization
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reduces reliance on human memory and alows novice nurses less familiar with processes or
devices to use them safely. At the same time caution about using protocols is acknowledged,
recognizing that not al steps of a protocol may be appropriate in every Stuation. Likewise,
rapid changes in clinica knowledge and technology means that protocols must be regularly
updated.

Other mechanisms, referred to as condraints and forcing functions, are used to guide
the nurse to the next appropriate action or decision and to structure critical tasks so that errors
cannot be made. These mechanisms are particularly important for designing equipment defaults
and for processes such as ordering diagnostic tests and thergpies. For example, if the infuson
pump fails, it should default to 'off', rather than free flow. If a patient has a particular dlergy, the
pharmacy computer will not fill an order without intervention and follow-up.

Simplification of key processes are dso identified asimportant to reduce the likelihood
of error and minimize problem solving. Simplification typicaly involves reducing the number of
handoffs required for a process to be completed. For example, when possible one nurse should
be respongble for completing an intervention rather than relying on multiple providers.

The IOM aso specificaly speaks to the need for enhanced teamwork in the provison
of hedth related services. Nurses should train in teams with other providers when their work
requires team functioning. For example, in areas where care and technology intensive
interventions and monitoring are highly specidized such as emergency rooms, critica care units
and operating rooms, explicit efforts to recognize interdependence of team members should be
recognized. The rationde for this recommendation emanates from lessons learned in the
aviation industry where team training and smulation is used to plan and sandardize individud
respongbilities in team scenarios before they are required to perform the same functionsin ared
setting. Team training aso helps team members learn more about the contributions and
dependencies of each other while fogtering trust and mutua commitment.

When possible, incorporating patients and their families as active participantsin error
reduction effortsis a'so recommended. Specific Strategies that can be recommended to patients
are included in an attachment to this document.

Also noted isthe need for better information management and dissemination throughout
hedlth care organizations to support the implementation of systemsthat proactively reduce error.
Individua nurses should anticipate growth in the use of technology for information management
and develop associated sKills in preparation for these organizationa approaches that are likely
to be adopted in the future.

The IOM report strongly encourages efforts to promote the recognition and reporting of
errors and hazardous conditions, recognizing that current organizationa cultures often and
unintentionaly discourage these efforts. Traditiondly, nurses and other professonas have been
educated and health care organizations have focused on independent action, persona
respongbility and error free performance. Thishasled to a culture of hierarchy and authority in
decison-making and a bdlief that mistakes made by hedth professiona's represent persond
falures (Legpe et d, 1998). For this recommendation to be achieved, organizations and
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professionas must work together to change current culture to accept error as a system-wide
concern and accept the reporting of error as an opportunity to learn and improve safety. The
need for this reorientation is apparent from studies that have demonstrated that less than 5% of
errors may actualy be known (Leape, 1994). In order to encourage the reporting of errors
and near misses, characteristics of good reporting systems are identified in the report. They
include: voluntary reporting, few redtrictions on acceptable content, inclusion of descriptive
content, confidentiaity and accessibility for use by clinicd and administrative personnel.

The IOM report also speaks to the need for developing aworking culture where
communication flows openly regardless of the authority gradient. Accomplishing this requires
activity to begin as early as hedth professons education programs where students learn this
orientation. In hedth care organizations, leadership behavior should encourage the cregtion of
an environment where al members of ateam know that their contributions and concerns are
respected and vaued. Examples are drawn from military pilot training, where the “two
chdlenge’ ruleisused. If apilot is chalenged twice about the safety of aflight situation, without
a satisfactory reply, subordinates are empowered to take over the controls. During briefings
and debriefings, they are encouraged to express safety concerns.

Finaly, the use by nurses of research and technica, systematic andysis should be
consdered part of the essentid operations of the organization. Anadysis contributes critica
information for understanding complex problems and redesign of sysems. Thisis particularly
true for the discovery of latent errors whose adverse consequences may lie dormant within the
system, requiring considerable technical and systems knowledge about awide variety of
contributing factors (human, technical and organizationd).

Federal Legislative and Regulatory Initiatives

Policymakers responded swiftly following the release of the IOM report To Err is
Human. President Clinton directed the Interagency Coordination Task Force (QUIC) to
evaluate the IOM recommendations and to propose an action plan. The QUIC forwarded a
plan to the Presdent in February 2000, endoraing virtudly dl of the IOM recommendations
(Quality First: Better Health Care for all Americans, 2000). In turn, President Clinton used
his executive power to direct certain federd agenciesto initiate the QUIC' s recommendations.
Clinton’s actionsincluded: dlocating $20 million in his Fisca Y ear 2001 budget to fund a
Center for Patient Safety; requiring al 6,000 hospitals participating in the Medicare program to
establish error reduction programs; and alocating $31 million in his Fisca Y ear 2001 budget to
the Food and Drug Adminigtration to improve the safety of blood products, medica devices
and medications. While unable to mandate it, Presdent Clinton also recommended a three year
phase-in of State based mandatory and voluntary error reporting systems. Meanwhile, the U.S.
Congress has dso pursued palicy initiatives desgned to enhance patient safety. Five
congressiona hearings have been held since early December, 1999 focusing specifically on the
topic of medica errors. Additionaly, in May 2000 both the Senate and House Appropriations
Subcommittees with jurisdiction over the Department of Hedlth and Human Services included

A NANA_errorsbrief_mwpj_0500.doc 11



funding in thar bills ($50 million and $20 million respectively) to support a Center on Patient
Safety.

Given congressond and adminigtration support, it ishighly likely that when the Fiscdl
Y ear 2001 appropriations process is completed, significant funding will be made available to
support the Center. Additiondly, a number of Members of Congress have actively worked on
arange of other legidative initiaives. Important to note isthat many of the bills have bipartisan
support and are sponsored by Members in senior positions on rdevant committees of
jurisdiction. For example, Senator Grasdey (R-1A) has introduced the Stop dl Frequent Errors
Act which has anumber of provisonsincluding error reporting components and requiring
different types of hedlth care organizations, including home hedlth agencies and skilled nursing
facilities to establish medical error reduction programs. Senators Specter (R-PA) and Harkin
(D-1A) have co-introduced the Medica Error Reduction Act that would authorize 15
demondtration projects to test different gpproaches to gathering medica error information. As
of late May, gaff to Congressman Bill Thomas (R-CA) are drafting alegidative proposa for
possible introduction.

At the date level, many patient-safety related policies dready exist or are being
contemplated. According to a study published by the National Academy for State Hedlth
Policy (April, 2000), over 20 gates have mandatory and/or voluntary reporting of medica
errors or adverse events. The report notes that of the 15 states with mandatory reporting, 12
dtates require reporting by psychiatric hospitals and 13 require reporting by ambulatory care
Settings. Most states with reporting requirements aggregate collected data in order to determine
trends. The greatest concern of states with reporting requirements revolve around inadequate
resourcesto carry out their functions and under-reporting of health care errors.  Interestingly,
eight states publicly report their data. With regard to both mandatory and voluntary reporting
mechanisms, there is no congstency across states in terms of what is reported, how it is
reported and how it isused. Consequently, aggregating data to identify trends across statesis
amog impossible. The survey dso found that legidation to require reporting is pending in Sx
states.

Conclusion

The environments in which nurses work are complex systems that are prone to error.
Errorsin nursing care are rarely due to carelessness or incompetence. Consequently, the
culture of hedlth care organizations, created in part by nurses, needsto be blamefree. A
learning environment, with free flowing open communication enables nurses to identify, discuss
and ultimately prevent hedlth care errors. Patients deserve and have aright to care that
minimizes the likeihood of errors and that puts their safety first. To achieve that am, nurses and
other stakeholdersin hedth care have significant work ahead.
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APPENDIX A: 20 Tips for Patients (Adapted from AHRQ)

The Agency for Hedthcare Research and Qudity (AHRQ), Department of Hedlth and

Human Services, recently published afact sheet for consumersto use to hdp minimize the
likelihood of errorsin the care that they receive (February 15, 2000). Nurses may wish to use
the dightly modified information that follows for use by patients to increase gppropriate
communication between nurses and their patients. The 20 Tips for Patients, with some
modifications, are asfollows.

1.

The single most important way you can help to prevent errorsisto be an active member of
your hedlth care team.

Make sure that your hedlth care providers, including physicians, nurse practitioners, and
pharmacists know about everything that you are taking. Thisincludes prescription and
over-the-counter medicines, and dietary supplements such as vitamins, minerals and herbs.

Make sure your hedlth care providers, including physicians, nurses and pharmacists, know
about any dlergies and adverse reactions you have had to medicines.

When your hedlth care provider writes you a prescription, make sure that you can read it.

5. Ask your hedlth care providers for information about your medicinesin terms you can

understand—both when your medicines are prescribed and when you receive them:
Questionsfor you to ask include: What isthis medicine for? How am | supposed to takeit,
and for how long? What sde effects are likely? What should | do if sSde effects occur? Is
this medicine safe to take with other medicines or dietary supplements | am taking? What
food, drink, or activities should | avoid while taking this medicine?

When you pick up your medicine from the pharmacy, ask: is this the medicine that my
clinician prescribed?
If you have any questions about the directions on your medicine labels, ask. For example,

ask if “four doses daily” means taking a dose every six hours around the clock or just
during regular waking hours.

Ask your pharmacist for the best device to measure your liquid medicine. Also, ask
questions if you're not sure how to use it. For example, many people use household
teaspoons, which often do not hold atrue teaspoon of liquid. Specia devices, like marked
syringes can help people to measure theright dose. Asking and being told how to use the
device helps even more.

Ask for written information about the Sde effects that your medicine could cause. A study
found that written information about medicines can help patients recognize problem sde
effects. Thisinformation should be given to your dlinicians—including pharmacists, nurses,
physcians.
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HOSPITAL STAYS
10. If you have a choice, choose a hospitd a which many patients have the procedure or
surgery that you need.

11. If you arein ahospitd or clinic, consder asking dl hedlth care workers who have direct
contact with you whether they have washed their hands. A recent sudy found that when
patients checked whether hedlth care workers washed their hands, the workers washed
their hands more often and used more soap.

12. When you are being discharged from the hospital, ask your doctor and nurse to explain the
trestment plan you will use & home. Thisincludeslearning about your medicines and finding
out when you can get back to your regular activities. Research showsthat at discharge
time, doctorsthink their patients understand more than they really do about what they
should or should not do when they return home.

SURGERY

13. If you are having surgery, make sure that you, your primary care provider, and your surgeon
al agree and are clear on exactly what will be done.

14. Speak up if you have question s or concerns. Y ou have aright to question anyone who is
involved with your care.

15. Make sure that someone, such as your primary care provider, isin charge of your care
Thisisespecidly important if you have many hedth problems or are in a hospital

16. Make sure that dl hedth professionasinvolved in your care have important heath
information about you. Do not assume that everyone knows everything they need to know.

17. Ask afamily member or friend to be your advocate (someone who can help get things done
and spesk up for you if you can't). Even if you think you don’t need help now, you might
need it later.

18. Know that “more’ is not aways better. 1t isagood ideato find out why atest or
treatment is needed and how it can help you. Y ou might be better off without it.

19. If you have atest, don't assume that no newsis good news. Ask about the results.

20. Learn about your condition and treatments by asking your doctor, nurse and other hedth
care providers and by using other reliable sources. For example, treatment
recommendations based on the latest scientific evidence are available from the Nationa
Guiddines Clearinghouse at www.guiddinegov/. Ask your hedth care providersif your
trestment is based on the latest evidence.
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APPENDIX B: Questions to Guide Nurses’ Discussion of Patient Safety and
Error-Reduction

Petient safety is the mogt fundamental aim of nursing practice, making current
discussions around health care errors directly relevant to individua nurses and nursing
associaions. Nurses committed to improving patient safety may want to begin their efforts by
convening their colleagues through employment based and/or professiond associations to
condder pertinent questions that could include the following:

Do nursesthink that errors are underreported in ther facility?
Can nurses identify recurring near-misses in their unit/ agency?

Have near-misses or errors been associated with circumstances such that the situation could
be repeated by someone else?

What isthe indtitutional culture toward reporting/discussing/learning from errors?
How high a priority is patient safety in the organization?

How are nurses currently involved in the organization to improve patient ssfety?
Based on nurses’ experiences, what system characteristics contribute to errors?

What do nurses think the loca district or state nurses association could/should do to focus
attention on health care error reduction? Could the nurses association act in tandem with
other local and state hedlth care provider organizations?

How should nursing education be redesigned to increase focus on a systems gpproach to
error reduction?

What research should be conducted within the nurses’ inditution?
How can patients be engaged so that they too are dert to sources of error and near misses?

What would be the nature of interactions with state and federd policymakers around patient
sfety?
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