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In a study performed in the 1990s, medical error
was estimated to be the eighth leading cause of
death in the United States’. In a more recent
study performed in 2016, medical error was listed
as the third leading cause of death?. According to
studies done in the 90’s in New York and Utah it
was found that approximately 2.9% and 3.7% of
hospital admissions experienced an adverse
event. Adverse events were defined as injuries
caused by medical management. The
percentage of these errors that were preventable
was over 50% in both studies® 4 °. The Institute
of Medicine believes that the incidence of
preventable adverse drug events is at $1.5
million annually in the United States. This leads
to an increased cost of about $3.5 billion due to a
preventable drug event®. In response, the
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Non-compliance with 2.8
medications/treatment plan
ineffective medications/medication 3.4
administration

accidental ingestion 1.6
Communication difficulty 3.7

difficulty administering 0.3
treatment/medication

 The data identified medication overdose as the

eading cause for medication errors within the

VHN health system.

* It also identified psychiatric medications as the

eading medication group that was being
mismanaged either by patients or by practitioners.

 The most frequent ways to prevent these events as
reported by the residents were through improved

natient and/or provider education.

* Future studies could look to target one of the

arger areas of concern from this project such as
the prescribing of psychiatric medications.

* This also can give the Toxicology fellowship new
areas to improve resident education.

* This project relates to SELECT through the domain

Accreditation Council for Graduate Medical 0.3 of Health Systems and Leadership as a quality
Education (ACGME) has made universal 2.2 improvement project.
involvement in patient safety a requirement. (7) oth;‘;';u';zazwn ig * |learned about the different aspects that go into a

Within Emergency Medicine (EM), the ACGME
further requires documentation behavior anchors
as they relate to Pharmacology (8).

Table 1- showing the frequency of the different
accident categories

Frequency of Medication Types Involved in
Medication Issues

quality improvement project as well as cultivating
my time management and interpersonal
relationship skills.
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This project was reviewed and deemed non-

Medication Type

encounters, especially for psychiatric

human subjects research. In pursuit to Figure 1- depicting the most common medication types prescriptions.

ACGME Common Program Requirements involved in the medication logs

(CPR) (7), a PGY 1-4 Emergency Medicine

(EM) residency based in a suburban health Frequency %

care network made standard the requirement . none 1.9
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described Kathleen MacQueen in her article
about codebook development for qualitative
analysis.

Table 2- depicting the different ways residents felt these
medication events could have been prevented

7. https://'www.acgme.org/Portals/0/PFAssets/ProgramRequirements/CPRResidency2019.

pdf. Accessed
1.21.20.https://www.acgme.org/Portals/0/PDFs/Milestones/EmergencyMedicineMilesto
nes.pdf?ver=2015-11-06-120531-877 Accessed 1.21.20

8. Thompson CB, Walker B. Basics of research (Part 12): Qualitative research. Air Medical

Journal. 1998;17(2):65-70. doi:10.1016/s1067-991x(98)90022-0.

© 2018 Lehigh Valley Health Network

[8Sg MORAN

H EALT H UNIVERSITY OF SOUTH FLORIDA

R LehighValley
5 Health Network

QA

o SN
[ )
. & )

N\ /4

Scholarly Excellence.

Leadership Experiences.

Collaborative Training.
Experiences for a lifetime. ;

n | e
i I WARIE . [ )



	A Qualitative Analysis of Resident Report Medication Safety Events in the Emergency Department
	A Qualitative Analysis of Resident Report Medication Safety Events in the Emergency Department�

