




expect to recoup their investments in just two years.  Advanced systems that include  
clinical decision support tools prevent 10 times as many medical errors as basic  
systems but can cost five times more. The researchers presented their findings at the 
Healthcare Information and Management Systems Society annual conference in San 
Diego in early February; the full report will be available in March. 
  
Some hospital CFO's may question the value of implementing CPOE systems because 
of some publicized problems including technical and operational challenges and lack 
of physician buy-in.  However, hospitals already using CPOE systems contend that  
the benefits outweigh the costs and challenges of implementation.  

 

  

6. AHRQ Launches Web-Based Patient Safety Journal 

Morbidity & Mortality Rounds on the Web, a monthly, online peer-reviewed journal 
by the Agency for Healthcare Research and Quality, debut this month and showcases 
patient safety lessons drawn from actual medical error cases. The inaugural issue  
features a case involving the administration of the wrong drug causing the patient to  
stop breathing unexpectedly.  Each month, AHRQ plans to portray five cases of  
medical errors and patient safety problems along with commentaries from distinguished 
experts and a forum for readers' comments. One of the five cases will be expanded 
into an interactive learning module.  Click here to read more 

 
7. Medical Errors After Discharge 

Although many studies of medical errors have focused on the estimated 3% - 4% of 
hospitalized patients who experience harmful mistakes, a new study examines the 
problem of errors that appear after a patient has been discharged.  Researchers from 
Harvard Medical School and the University of Ottawa concluded that the transition 
from hospital to home may be a source of errors that are more numerous, though less 
deadly, than mistakes made in hospitals.  The report, published in the Feb. 4 issue of  
Annals of Internal Medicine states that nearly 20% of discharged patients were  
victims of an "adverse event" and that two-thirds of these incidents could have been 
prevented or minimized by better communication among doctors or between doctors 
and patients.  Click here to read more 
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8. Bar-Coding Technology Frustrates Nurses 

Researchers at the Ohio State University Institute of Ergonomics published a study 
late last year of the VA's bar-coded medication administration (BCMA) system and 
found RNs have faced a number of problems adapting to the system negating some  
of the technology's error-reduction value.  Click here to read more 

 
9. Bioterrorism and Patient Safety: Hospitals Weigh Risks of Smallpox Vaccinations 

Hospitals across the country are receiving shipments of the smallpox vaccine as part 
of the Bush administration's plan to vaccinate health care providers.  However, many 
institutions are still concerned about the risks of vaccinating employees and some are 
declining to participate, for now, in the program. Concerns regarding the vaccine's  
potential adverse effects, worker's compensation issues, and the possibility of  
inadvertent exposure of vulnerable individuals (e.g., cancer patients) to vaccinia shed 
by vaccinated volunteers are cited for reasons not to participate.    
Click here to read more 

 
10. Legal System is Biggest Obstacle to Fixing Health Care System  

According to Philip Howard, chairman of the bipartisan group Common Good, the 
legal system is the biggest hurdle to fixing the U.S. health care system.  Howard spoke 
at a recent AARP Public Policy Meeting in Washington, and stated that liability and  
legal fears are forcing physicians to either reduce or stop certain medical procedures, 
which in turn limits access to care.  He equated enormous jury awards to economic  
death penalties for health care providers and stated that in a few weeks, Common  
Good, with board members such as former Rep. Newt Gingrich, R-GA, and former 
Sen. Alan Simpson, R-WY, will issue a "manifesto" to restore trust in the American 
legal system.   Click here to read more (a)  or  Click here to read more (b) 

 
11. House Committee Passes Patient Safety Bill  

The "Patient Safety and Quality Improvement Act" was recently passed by the House 
Energy and Commerce Committee.  Under bill H.R. 663, health care professionals  
could report mistakes to private groups called "patient safety organizations" (PSO's). 
  PSO's would collect information on medical errors and other patient safety events,  
analyze the data for trends, and recommend ways to prevent future mistakes. The bill  
also provides legal protection for any information that is collected in order to advance  
patient safety research and education.  The measure also offers grants to help hospitals 
invest in patient safety technologies.  

 
12. Orientation, Training Cited as Top Root Cause of Medication Errors 

Sixty percent of the sentinel events involving medication errors from 1995 - 2002 
involved problems with employee orientation or training according to the annual set of 
sentinel-event statistics compiled by the Joint Commission on Accreditation of Health- 
care Organizations.  Click here to read more 
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