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Error Category Definitions

Category A: No Error—Circumstances or events that have the capacity to cause error. 

Use the Category A record form when the following conditions are met:

· no error occurred 

· the circumstances or events have the capacity to cause an error 

Examples of a Category A error:
· Similar appearance of packaging / labeling of drug products 

· Similar sounding drug names 

· An error in reference material that could lead to a dosing error 

NOTE: Category A records do not contain node or contributing factor fields.

Category B: Error, No Harm—An error occurred but the error did not reach the patient (An “error of omission” does reach the patient.)

Use the Category B record form when the following conditions are met:

· an actual error occurred 

· the error did not reach the patient 

· intervention occurred before the medication is given 

NOTE: Category B is meant to capture those errors that are intercepted somewhere in the medication use process before they reach the patient.

Examples of Category B errors:
· Wrong product sent to floor / unit, but detected before being administered 

· Wrong dose prepared, but detected before being dispensed or administered 

· Wrong dose / directions prescribed, but detected before being dispensed or administered 

· PCA order incomplete because drug was not selected on the pre-printed PCA form. Pharmacist had to call prescriber to ask which drug was to be dispensed. 

· Pharmacist misfilled drug dispensing system with Fentanyl instead of Oxytocin. Nurse noted the error prior to administration. 

· A prescriber wrote admission orders in the PRN section of a pre-printed admission form; therefore, the orders were transcribed on a PRN medication sheet. Error discovered and corrected by a registered nurse when the orders were noted. 

Category C: Error, No Harm—An error occurred that reached the patient, but did not cause patient harm. (Medication reaches the patient and is administered and Medication reaches the patient but not administered)

Use the Category C record form when the following conditions are met:

· an actual error occurred 

· the error reached the patient 

· the patient was not harmed by the error 

Example of medication error without patient harm:

· Routine blood work for phenytoin revealed no evidence of phenytoin levels; therefore, it was discovered that the patient had been taking the wrong medication. 

· Sample Scenario:

· An improper dose of insulin was administered to a patient with diabetes. No additional monitoring of blood sugar level or change in treatment was required.

Category D: Error, No Harm—An error occurred that reached the patient and required monitoring to confirm that it resulted in no harm to the patient and/or required intervention to preclude harm

Use the Category D record form when the following conditions are met:

· an error occurred 

· the error reached the patient 

· required monitoring to confirm that it resulted in no harm to the patient and / or required intervention to preclude harm 
Examples of interventions to preclude harm:
· initiate observation 

· check vital signs 

· perform blood/laboratory work 

· use monitoring equipment 

Category E: Error, Harm—An error occurred that may have contributed to or resulted in temporary harm to the patient and required intervention

Use the Category E record form when the following conditions are met:

· an error occurred 

· the error reached the patient 

· the error may have contributed to or resulted in temporary harm to the patient 

· the patient required intervention after the error 
Examples of intervention may include:
· change in therapy 

· active medical / surgical treatment 

Category F: Error, Harm—An error occurred that may have contributed to or resulted in temporary harm to the patient and required initial or prolonged hospitalization

Use the Category F record form when the following conditions are met:

· an actual error occurred 

· the error reached the patient 

· the patient required initial or prolonged hospitalization because of the error 

· the error may have contributed to or resulted in temporary harm to the patient 

Example of prolonged hospitalization after the error:

· transfer to the Intensive Care Unit 

Sample Scenario: An improper dose of insulin was administered to a patient with diabetes. The patient experienced CNS disturbances and required a prolonged hospital stay for additional treatment and monitoring.

Category G: Error, Harm—An error occurred that may have contributed to or resulted in permanent patient harm

Use the Category G record form when the following conditions are met:

· an actual error occurred 

· the error reached the patient 

· the error may have contributed to or resulted in permanent patient harm 

Examples of permanent harm resulting from an error:

· neurologic impairment 

· loss of limb 
Sample Scenario: An improper dose of insulin was administered to a patient with diabetes. The patient became severely hypoglycemic, had seizures, and suffers from permanent neurologic impairment.

Category H: Error, Harm—An error occurred that required intervention necessary to sustain life

Use the Category H record form when the following conditions are met:

· an actual error occurred 

· the error reached the patient 

· the patient required intervention necessary to sustain life 

Examples of near-death events:

· anaphylaxis 

· cardiac arrest 

Sample Scenario: An improper dose of insulin was administered to a patient with diabetes. The patient was found unresponsive and required cardiopulmonary resuscitation.

Category I: Error, Death—An error occurred that may have contributed to or resulted in the patient’s death.

Use the Category I record form when the following conditions are met:

· an actual error occurred 

· the error reached the patient 

· the error may have contributed to or resulted in the patient's death 

Sample Scenario: An improper dose of insulin was administered to a patient with diabetes. The patient went into insulin shock and died.

Source of Record Definition

Outpatient - A person who has not been admitted by the hospital but is registered for services (such as Emergency, Ambulatory Care, 23-hour observation, Same Day Surgery).

Inpatient - A person who has been admitted to a hospital for bed occupancy for purposes of receiving inpatient hospital services.

Type of Error Definitions

Deteriorated product - A product in which the physical or chemical integrity may have been compromised by improper storage, light exposure, temperature, improper container type, etc.

Expired product - A product with an expiration date beyond the date by which policies/procedures direct the removal of the product from stock.

Extra dose - Duplicate dose administered at a different time. Note: Dose administered after order was discontinued is considered an unauthorized drug.

Improper dose/quantity - Any dose or strength that differs from the prescribed dose or strength. Includes incorrect quantity (e.g., tablets, vials) dispensed.

Omission error - Failure to administer an ordered dose; excludes patient's refusal and clinical decision (contraindication) or other reason (e.g., patient sent for test) not to administer.

Prescribing error - An incorrectly prescribed or authorized order (written or verbal).

Unauthorized drug - Medication that was not authorized by a legitimate prescriber was dispensed and/or administered. Note: Select 'Wrong Patient' when ordered for, dispensed for, or administered to the wrong patient.

Wrong administration technique - Inappropriate/improper technique used in the administration of a drug, includes incorrectly activating a drug administration system and inappropriately crushing tablets.

Wrong dosage form - A dosage form dispensed/administered other than that ordered by the prescriber.

Wrong drug preparation - Incorrect preparation/formulation of a drug product, e.g., incorrectly reconstituted or diluted.

Wrong patient - A product ordered for, dispensed for, or administered to the wrong patient.

Wrong route - Use of wrong route of administration of the correct drug, e.g., intravenous instead of intramuscular.

Wrong time - A scheduled dose administered outside a facility's acceptable predetermined time interval.

Cause of Error Definitions

Abbreviations - Includes symbols and acronyms.

Brand names look alike - Brand names of different products look similar.

Brand names sound alike - Brand names of different products sound similar.

Brand/generic names look alike - The brand name/generic name of different products look similar.

Brand/generic names sound alike - The brand name/generic name of different products sound similar.

Calculation error - A miscalculation occurred when trying to determine a mathematical value.

Communication - Communication is confusing, intimidating, or lacking between staff, between hospital staff and patient/family, or between hospital staff and another facility's staff.

Computer entry - Incorrect or incomplete information was entered into a computer system associated with the medication process.

Computer software - Includes pharmacy/dispensing software applications for prescription processing, drug allergy/contraindication/interaction warnings, conversions, references, and so on (e.g.: 1 teaspoon = 15 ml vs. 1 teaspoon = 5 ml).

Contraindicated in disease - The patient's disease state renders the medication improper or undesirable as treatment. (e.g.: beta blocker use in asthma).

Contraindicated, drug allergy - A patient is prescribed, dispensed, or administered a medication for which they have a known allergy.

Contraindicated, drug/drug - A patient is prescribed, dispensed, or administered a medication for which there is a documented drug/drug interaction.

Contraindicated, drug/food - A patient is prescribed, dispensed, or administered a medication for which there is a documented drug/food interaction.

Decimal point - Decimal point was unseen, misplaced, or ignored.

Diluent wrong - Incorrect diluent or improper dilution.

Dispensing device involved - Includes automated counting and vending systems.

Documentation - Documentation of pertinent information is inaccurate or lacking.

Dosage form confusion - Confusion due to similarity in color, shape and/or size to another product, or to a different strength of the same product.

Drug distribution system - Includes stocking, storage, cart filling, and transportation.

Equipment design - The equipment design is confusing/inadequate for proper use. Example: Administration pump makes it difficult to set precise fluid rate or is confusing to use.

Fax involved - A faxed version of the medication order is not accurately transmitted (e.g.: faxed version is too light to read, paper lines may interfere with correct interpretation of order, etc.)

Generic names look alike - Generic names of different products look similar. 

Generic names sound alike - Generic names of different products sound similar.

Handwriting illegible/unclear - Handwriting that is not legible and/or not obvious to the individual who is trying to interpret the written information.

Incorrect medication activation - Failure to activate or properly activate medication system. Example: A drug vial and intravenous fluid bag combination, syringe/cartridge combination.

Information management system - The information management system is inadequate/lacking. Involves the electronic integrated medication use system. Examples (although not inclusive) would include systems that do not have updated drug-drug interactions or maximum dosing alerts for high-risk drugs. Note: Pharmacy software issues can also be a Cause of Error and should be coded as 'Computer software' (chosen from the Cause of Error picklist).

Knowledge deficit - Another word for lack of understanding; the person did not know better (e.g.,: a new drug enters the market and the health care professional is not aware of its release).

Label (manufacturer's) design - Physical label design, e.g., contrast of label information and background, letter font, symbol(s),or logo causes information to be overlooked or difficult to read.

Label (your facility's) design - Your facility's physical label design, e.g., letter/number font, symbols, causes information to be overlooked or difficult to read.

Labeling (your facility's) - Your facility's information that accompanies the product, including drug administration instructions, is confusing/inaccurate/incomplete.

Leading zero missing - Example: The zero in 0.25 is missing and is written as .25

Measuring device - Scale of graduation markings on medical device (e.g., syringe, dropper) is inaccurate or inappropriate for administering the correct dose.

Monitoring inadequate/lacking - Includes monitoring of blood levels, vital signs, and so on.

Non-metric units used - Use of apothecary units of measurement results in misinterpretation (e.g.: "cc" written and misinterpreted as "u").

Packaging/container design - The design of the package, bag, syringe, etc., caused or contributed to the error.

Performance (human) deficit - Error may not be attributed to any specific cause; reason for error cannot be explained; person was educated and/or trained and should have known better. 

Note: If the person was not educated and/or trained the Cause of Error should be classified as 'Knowledge deficit' (chosen from the Cause of Error picklist).

Prefix/suffix misinterpreted - Example: Brand name suffix, e.g., 'HS' for 'half strength' is misinterpreted as 'at bed time.'

Preprinted medication order form - The format, type size/font, quality, and so on of the medication order form caused an order to be misinterpreted.

Procedure/protocol not followed - Includes established drug regimens, multiple check points, and so on.

Pump, failure/malfunction - (added 4/2000) Equipment's inability to perform its normal function (e.g. mechanical failure).

Pump, improper use - (added 4/2000) Instances where operator error caused inaccurate use of the pump (e.g. programming improper rate).

Reference material - Reference materials used in the medication use process were confusing or inaccurate or unclear or outdated.

Similar packaging/labeling - Example: Packaging/labeling of two or more different products look similar causing one product to be mistaken for the other.

System safeguard(s) - System safeguard(s) are inadequate/lacking. Examples: Repetition of verbal orders, double-checking by another person, computer system alert for maximum dosing, and so on.

Trailing/terminal zero - The zero in 1.50 is called a trailing or terminal zero.

Transcription inaccurate/omitted - Information is copied incorrectly or not copied at all.

Verbal order - Verbal order was confusing, incomplete, or misunderstood

Written order - Written order was confusing, incomplete, or misunderstood

Contributing Factors Definitions

Code situation - An emergency situation in which a specialized team of health care professionals are summoned to the scene, by an agreed upon signal (i.e., code blue, to deliver immediate life support measures to a patient).

Cross coverage - (added 3/1999) A health care professional who does not have initial/primary responsibility for a patient, but is temporarily assuming responsibility for a specified time period (i.e., lunch break, weekend, holiday, etc.) and therefore may have inadequate knowledge of the patient.

Distractions - Events that interfere with or interrupt an individual from concentrating on their original focus of attention.

Emergency situation - A serious situation or occurrence that happens unexpectedly and demands immediate action.

No 24-hour pharmacy - The pharmacy department does not have a pharmacist present 24 hours daily.

No access to patient information - (added 3/1999) Lacking access to pertinent patient information resulting in inadequate knowledge of patient. This information may include medication history, medical diagnosis, medical/surgical history, etc. Note: Failure by the health care professional to seek or review available patient information is a Cause of Error and should be coded as a 'Performance deficit' (chosen from the Cause of Error picklist).

Poor lighting - The lighting where the initial medication error occurred is inadequate.

Shift change - The time period when a worker or group of workers relieves another. For example, when the day shift relieves the night shift and so on. 

Staff, agency/temporary - (formerly Staffing, agency/temp - updated 3/1999) A contracted health care professional who is not an employee of the facility. 

Staff, floating - An employee normally dedicated to one particular area within the facility is assigned to temporarily cover another unit or area.

Staff, inexperienced - (added 2/8/1999 from Cause of Error Picklist) Staff that have not worked within a particular system or setting, or may be novice in a specific area.

Staffing, alternative hours - Includes any deviation from normal (e.g., 8-hour) shifts, such as overtime, double shifts, 12-hour shifts, and so on.

Staffing, insufficient - The number and skill level of employees is less than required to safely manage the amount of work assigned or expected.

Workload increase - The amount of work assigned to or expected from an employee in a specified time period exceeds normal limits.

Error Node Definitions

Prescribing - anything that a legitimate prescriber does, i.e., incorrect dosage ordered, illegible order, felt tip pen used and order does not carry through, etc.

Documenting - anything related to transcription of an order, or documenting information in the patients medical record.

Dispensing - anything from a pharmacist's assessment of a medication order through releasing the product for use (reviewing, order entry, processing, preparing, and dispensing).

Administering - administering the right medication to the right patient at the right time; informing the patient about the medication.

Monitoring - evaluating the patient's response to the medication.

Dosage Form Definitions

Injectable - describes a dosage form that can be injected. Examples would include: Dextrose 5% in Water, Sterile Cefazolin powder for reconstitution, Insulin vials, manufacturer's premixed preparations (e.g., Heparin in Dextrose).

Liquid/solution/syrup/elixir (oral) - describes a dosage form intended for ORAL use. Examples would include: Docusate sodium liquid, Dexamethasone solution, Hydroxyzine pamoate syrup, Diphenhydramine elixir.

Powder for reconstitution (oral) - describes a dosage form in a powder that is intended for reconstitution with the appropriate solution and administered orally.

Solution (irrigation) - describes a dosage form intended for IRRIGATION use only.

Miscellaneous Definitions

Harm: Temporary or permanent impairment of the physical, emotional, or psychological function or structure of the body and/or pain resulting therefrom requiring intervention. 

Monitoring: To observe or record relevant physiological or psychological signs.

Intervention: May include change in therapy or active medical/surgical treatment. 

Intervention Necessary to Sustain Life: Includes cardiovascular and respiratory support (e.g., CPR, defibrillation, intubation, etc.)
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