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Miscommunication Leads to Confusion and Errors 

Communicating medication orders (either written or verbal) in a complete, accurate, and 
unambiguous manner is essential to eliminating this activity as a cause of errors.  The 
Joint Commission recognizes that poor communications are a serious risk factor in 
medication errors and has targeted this problem under one of its National Patient Safety 
Goals that requires accredited facilities to improve the effectiveness of "communications" 
among caregivers.  The Goal specifically requires facilities to (a) implement a process for 
taking and verifying verbal/telephone orders or critical test results and; (b) develop a list 
of abbreviations, acronyms, and symbols that are not to be used as well as standardizing 
all other abbreviations, acronyms, and symbols used throughout the organization.   

Analysis of seven different Cause of Error data elements within the MEDMARX  
 reporting program during 2002 found that, when combined, these 7 
Communication selections accounted for approximately 15% (26,386/192,477) of all 



errors (Table 1) and associated with more than one-third (7/20) of the reported fatalities.  
The composite Communication selections also represents the 3rd leading Cause of Error 
in calendar year 2002. 
 
Table 1.  Communication selections as a Cause of Error 

  
Three of the selections (i.e., Abbreviations, Communication, and Verbal order) 
comprised the vast majority (21,730/26,386 or 82%) of the seven causes making up the 
"communication selections" cluster.  Both the Communication and Verbal order causes 
were associated with an error that resulted in a fatality. The percent of Verbal orders 
leading to patient harm was 2.6% compared to the overall MEDMARX database harm 
threshold of 1.67% - a 60% higher level of harm.  

The three leading Types of Error most often reported with Communication selections 
compared to the overall MEDMARX database are presented in Table 2.  Prescribing 
errors were the second most frequently reported Type of Error associated with a 
communication problem.  
 
Table 2. Comparison of Types of error involving Communication selections and 
MEDMARX overall 



 

Miscommunication Case Illustration:  

A 50-year-old male presented to the Emergency Department with chest pain.  He was 
admitted to a monitored bed for evaluation of a possible heart attack.  The patient was 
given a routine intravenous anticoagulant.  Later, the medical staff concluded he had not 
experienced a heart attack but rather the patient's pain was due to an inflamed gall 
bladder.  Despite the change in diagnosis, the patient continued to receive the 
anticoagulant.  Gall bladder surgery was scheduled late in the afternoon on the second day 
following admission.  The anesthesiologist and surgeon were both unaware that the 
patient was anticoagulated.  Post-operatively, the surgical resident wrote to "resume all 
pre-op meds" - also unaware that the patient was on an anticoagulant.  The patient 
received one more dose of the anticoagulant post-operatively.  Later that same evening, 
the patient became hypotensive, developed respiratory distress, and was transferred to the 
Intensive Care Unit.  At the time of transfer, the orders were reviewed, the error 
discovered, and the anticoagulant discontinued.  However the patient's condition had 
already deteriorated involving a distended abdomen and a return to the operating room for 
evacuation of a post-operative hematoma and fluid in the abdomen.  The patient 
subsequently died within a week.  

This case illustrates the dangers associated with poor or inadequate communication (either 
verbal or written) when a patient's care is transferred from one department or group of 
care givers to another.  The Type of Error identified by the reporting facility was a 
Prescribing error and the Cause of Error included Communication, Monitoring 
inadequate/lacking, Procedure/protocol not followed, and System safeguards inadequate. 

Suggestions to Minimize Errors in Communication 

The above findings indicate that there are several different types of communications that 
can be problematic and deserve attention by health care facilities and practitioners.  USP 
offers the following suggestions to help minimize the risks of errors associated with poor 
or inadequate communication:  

Prescribers should submit orders electronically and avert the need for additional 
handwritten transcription.  When electronic prescribing is unavailable, the facility 
should establish policies that define: (a) the required elements that must be present 
in each medication order; (b) use of generic versus brand names; (c) precautions 
when ordering drugs with look-alike or sound-alike names; (d) appropriate use of 



abbreviations and (e) use of verbal and telephone orders  
Facilities should create a list of high-risk or high-alert drugs and develop special 
procedures for ordering, transcribing, preparing, dispensing, administering and 
monitoring these products  
Facilities should not allow blanket reinstatement of medication orders (e.g., 
"resume all pre-op meds")  
The pharmacy patient profile and the medication administration record (MAR) 
should be reconciled daily for patients receiving one or more designated "high-
risk/high-alert" drugs 

 

1.  JCAHO Updates 

Quality Reports Go Public:  The Joint Commission will publish on the Internet the 
"Quality Reports" that are created at the organization level and designed to provide 
information that can be compared against other organizations. The reports will include 
information on an organization's accreditation status, accredited services, and compliance 
with national patient safety goals and quality improvement goals.  Click here to read 
more. 

Shared Visions-New Pathways:  Two essential components of JCAHO's new accreditation 
process, the Periodic Performance Review (PPR) and the Priority Focus Process (PFP), 
were implemented in November. These components of the Shared Visions-New Pathways 
initiative are keystones to the new accreditation process, and were extensively pilot tested 
this year.  Click here to read more. 
 
 
2.  Practitioners' Reporting News--Similar Product Name Abbreviations 

View error descriptions and recommendations involving the use of abbreviations.  These 
descriptions have been summarized from reports submitted to the USP Medication Errors 
Reporting (MER) Program.  Practitioners should avoid abbreviations for drug names and 
continue to advocate that a diagnosis appear on medication orders.  Click here to read 
more. To report similar potential or actual medication errors to the USP MER Program, 
visit www.usp.org/patientSafety/reporting/mer.html.  

 
3.  IOM Report on Patient Safety  

The Institute of Medicine released its most recent patient safety report in late November.  
The report titled, “Patient Safety: Achieving a New Standard for Care” describes a 
detailed plan to facilitate the development of data standards applicable to the collection, 
coding, and classification of patient safety information.  USP’s MEDMARX and 
Medication Errors Reporting (MER) programs are two of four private-sector 
programs identified in the report.  MEDMARX is also prominently cited in scenarios that 
discuss the need for standardized datasets and taxonomies, streamlining safety reporting, 
and deidentification and data protection. http://www.nap.edu/catalog/10863.html 

 
4.  Survey Examines Physician Use of CPOE  



A 2002 survey that was recently published in the Journal of the American Medical 
Informatics Association stated that less than 10 percent of U.S. hospitals have 
computerized prescriber order entry (CPOE) that is completely available to physicians 
while only 6.5 percent of hospitals make CPOE partially available. On an encouraging 
note, the study also found that in about one-half of the hospitals with CPOE, 90% of 
physicians use the system. http://www.jamia.org/cgi/content/abstract/M1427v1 (abstract) 
 
 
5.  Dangers of Administering Sterile Water Intravenously 
 
Fatal hemolysis can occur if sterile water for injection is given intravenously.  The FDA 
has created a short video based on information from the Institute for Safe Medication 
Practices.  The video describes that there are many ways that plastic bags of sterile water 
for injection can find their way into patient care areas. 
http://www.accessdata.fda.gov/scripts/cdrh/cfdocs/psn/transcript.cfm?show=22 


