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1 Cause of error pick list de�nitions

Abbreviations Includes symbols and acronyms.

Blanket orders Blanket orders are the resumption of previous orders (e.g., resume
pre-op orders, continue home meds.) Note: Does not include standing orders.

Brand names look alike The trade name of one product looks similar to the trade
name of a di�erent product.

Brand names sound alike The trade name of one product sounds similar to the
trade name of a di�erent product.

Brand/generic names look alike The trade name of one product looks similar to
the chemical name of a di�erent product.

Brand/generic names sound alike The trade name of one product sounds similar
to the chemical name of a di�erent product.

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

Communication Involves communication that is confusing, intimidating, or lacking
between sta�, between hospital sta� and patient/family, or between hospital
sta� and another facility's sta�.

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 prescrip-
tion processing, drug allergy/contraindication/interaction warnings, conversions,
references, and so on (e.g.: 1 teaspoon = 15 ml vs. 1 teaspoon = 5 ml).
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Computerized Prescriber Order Entry A medication error occurs in the prescrib-
ing node (phase) of the medication use process due to the incorrect or incomplete
entry of a medication order/prescription into the computer system by a licensed
prescriber.

Contraindicated in disease The patient's disease state renders the medication im-
proper 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.

Contraindicated in pregnancy/breastfeeding Pregnancy/breastfeeding renders the
medication improper or undesirable as treatment.

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 resulting from a medication's availability in mul-
tiple dosage forms. The situation is most often encountered when products are
available with di�erent release rates, and speci�cally when there are two or more
"delayed" release formulations for the same product. Furthermore, some prod-
ucts have numerous su�xes to di�erentiate formulations of the same drug. For
example, su�xes for various diltiazem products include SR, CD, XR, and XT.
(Excludes similar packing and similar products.)

Drug distribution system Includes stocking, (e.g., automated drug dispensing ma-
chines), storage, cart �lling, and transportation.

Equipment design The equipment design is confusing/inadequate for proper use.
Example: Administration pump makes it di�cult to set precise �uid rate or is
confusing to use.

Equipment (not pumps) failure/malfunction For pumps see �Pump, failure/malfunction�
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Fax/scanner 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 The chemical name of one product looks similar to the
chemical name of a di�erent product.

Generic names sound alike The chemical name of one product sounds similar to
the chemical name of a di�erent product.

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 medica-
tion system. Example: A drug vial and intravenous �uid bag combination,
syringe/cartridge combination.

Information management system The information management system is inade-
quate/lacking. Involves the electronic integrated medication use system. Exam-
ples (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 de�cit 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 infor-
mation and background, letter font, symbol(s),or logo causes information to be
overlooked or di�cult 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 di�cult 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

MAR variance The medication administration record (MAR) varies from the pre-
scriber's original order. This encompasses instances where the MAR is incom-
plete or inaccurate, regardless of the method for generating the MAR (e.g.,
manual, computer).
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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 misin-
terpretation (e.g.: "cc" written and misinterpreted as "u").

Override The deliberate bypass of a clinical alert at any point during the medication
use process. This de�nition includes circumventing prescriber, dispensing, and
administering alerts associated with technology (i.e., computerized prescriber
order entry, Pharmacy order entry, and automated dispensing devices)

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

Patient identi�cation failure Patient identity not veri�ed or correctly identi�ed,
for example, via wrist band or medical identi�cation card. Consider selecting
contributing factors such as �Patient names similar/same.�

Performance (human) de�cit Error may not be attributed to any speci�c 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 classi�ed as Knowledge de�cit (chosen from the
Cause of Error picklist).

Pre�x/su�x misinterpreted Example: Brand name su�x, 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 Equipment's inability to perform its normal function
(e.g. mechanical failure).

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

Reconciliation-admission Medication reconciliation is a way to ensure that a pa-
tient's medication list is complete and accurate. Medication reconciliation review
is a process of identifying an exact list of a patient's medications, and comparing
it against the orders that are made during admission.
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Reconciliation-discharge Medication reconciliation is a way to ensure that a pa-
tient's medication list is complete and accurate. Medication reconciliation review
is a process of identifying an exact list of a patient's medications, and comparing
it against the orders that are made during discharge.

Reconciliation-transition Medication reconciliation is a way to ensure that a pa-
tient's medication list is complete and accurate. Medication reconciliation review
is a process of identifying an exact list of a patient's medications, and comparing
it against the orders that are made during transfer.

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 di�erent
products look similar causing one product to be mistaken for the other.

Similar products Confusion due to products looking physically alike in color, shape,
and/or size to another product or to a di�erent strength of the same product.

System safeguard(s) System safeguard(s) are inadequate/lacking. Examples: Rep-
etition 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.

Unlabeled syringe/container A product that is not labeled; the contents may have
been removed from the original container and placed into a secondary container
(i.e., syringe, basin)

Verbal order Verbal order was confusing, incomplete, or misunderstood

Weight Patient's weight missing/inaccurate

Work�ow disruption "Error may be attributed to interruption of normal work�ow
processes through the introduction of barriers to complete performance respon-
sibilities and requirements; may include unavailability of sta� to perform an
assigned task due to the presentation of competing priorities."

Written order Written order was confusing, incomplete, or misunderstood
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2 Contributing Factors pick list de�nitions

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

Computer System/Network down this includes system failure and scheduled down
times.

Cross coverage A health care professional who does not have initial/primary respon-
sibility for a patient, but is temporarily assuming responsibility for a speci�ed
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.

Fatigue (no de�nition)

Imprint, identi�cation failure Improper imprinting of patient information on charts
or orders resulting in information that is wrong, incomplete, unclear, missing,
etc. Examples:

1. Missing/incomplete imprint of patient's information

2. Wrong name embossed on order sheet

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

No access to patient information Lacking access to pertinent patient informa-
tion resulting in inadequate knowledge of patient. This information may include
medication history, medical diagnosis, medical/surgical history, etc. Note: Fail-
ure by the health care professional to seek or review available patient information
is a Cause of Error and should be coded as a Performance de�cit (chosen from
the Cause of Error picklist).

Patient names similar/same (no de�nition)

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

Range orders An order in which the dose or frequency of a prescribed medication
varies in response to the patient's clinical situation or condition.
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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.

Sta�, agency/temporary A contracted health care professional who is not a [per-
manent] employee of the facility.

Sta�, �oating An employee normally dedicated to one particular area within the
facility is assigned to temporarily cover another unit or area.

Sta�, inexperienced Sta� that have not worked within a particular system or set-
ting, or may be novice in a speci�c area.

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

Sta�ng, insu�cient 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 speci�ed time period exceeds normal limits.
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