


 

Risk of Computer Entry Errors and Recommendations for Prevention 

Computer entry was the fifth leading cause of errors reported to MEDMARX  for 
both 2000 and 2001.  (Go to www.usp.org/prn for the complete 2001 report).  This 
underscores concerns and cautions raised by researchers and thought leaders that, if 
not done carefully, implementation of CPOE and other computer-based programs can 
result in new errors.   

Approximately 10% (35,747 /345,600) of all MEDMARX records from September, 
1998 through December, 2002 documented Computer entry as a Cause of Error.  Of 
those, 2% (635 records) indicated the patient was harmed.  In 2001, Computer entry 
was listed as a cause in 11% of all reports where an error did occur (N= 94,498). 

 

*Data from MEDMARX 2001 Annual Report.  Based on 94,498 records that documented Computer entry as a 
Cause of Error.  © 2002 USPC, Inc.  MEDMARX is an Internet-accessible, anonymous medication error 
database using standardized definitions and data collection fields.  Nearly 600 hospitals currently 
subscribe to the MEDMARX program.  

The most frequently reported Types of Error associated with computer entry errors 
were Improper dose/quantity, Omission error (failure to administer), and 
Prescribing error (based on drug-drug/drug-food allergies, patient's condition, or an 
incomplete order). 
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1.  Adverse Drug Event Trigger Tool  

A "trigger" tool has been developed by the Institute for Healthcare Improvement 
(IHI) in partnership with Premier, Inc. that measures adverse drug events (ADEs) 
that might occur in hospitals and health systems.  This tool includes a list of known 
ADE triggers and instructions for measuring the number and degree of harmful 
medication events and provides instructions for conducting a retrospective review of 
patient records.  The tool includes forms for collecting the data you need to measure 
ADEs per 1,000 doses and percent of admissions with an ADE.  Click here to 
download trigger tool.  
 
 
2.  ECRI Issues Special Report on IV Infusion Pumps 

To promote compliance with the JCAHO National Patient Safety Goal related to the 
safety of using infusion pumps,  ECRI (formerly the Emergency Care Research 
Institute) has posted its updated Health Devices Alerts Special Report titled 
"JCAHO's 2003 National Patient Safety Goal for Infusion Pump Free-Flow 
Protection: Assessing General-Purpose and Patient-Controlled Analgesic (PCA) 
Pumps".  The report includes ECRI's list of "safe" and "unsafe" general-purpose 
infusion pumps.  The report categorizes 70 models of general-purpose infusion 
pumps and identifies 28 models as not providing adequate protection from free-flow 
under any circumstance.  The Health Devices Alerts Special Report from ECRI is 
available for a fee. http://www.ecri.org  
 

3.  Pharmacists and Nurses Working Together on Medication Safety 

A recent article in the American Journal of Health-System Pharmacy examines how 
hospital nurses and pharmacists can work together to improve patient safety. 
 Nursing and pharmacy leaders met to build a shared vision for safe medication use 
in hospitals in light of workforce shortages in the two professions. They stressed the 
importance of a non-punitive, collaborative and information-rich culture in which 
error reporting is a routine professional responsibility. The article can be viewed at  
http://www.ashp.org/public/pubs/ajhpopen/5b-sf-Thompson.pdf  
 

4.  JCAHO Updates 

Updated Sentinel Event Statistics:  As of May 7, 2003 a total of 2,034 sentinel 
event reports have been submitted to JCAHO.  Patient suicide (328 reports) 
represents 16.1% of the 2,034 total sentinel event reports. Other common sentinel 








