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Safety and How It Fails
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Objectives

▪ Learners will describe how a robust reporting culture can improve patient safety. 

▪ Learners will explain why the 5 rights are not a safety strategy. 

▪ Learners will identify reportable events within their facilities. 

▪ Learners will recognize their own perception of error

▪ Learners will recognize when others are judging peers regarding errors. 

▪ Learners will describe how to support staff involved in events. 



RaDonda Vaught



NMB Errors through the Years
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Nurses’ Rights 

1. The right to a complete and clearly written order

2. The right to have the correct drug route and dose dispensed

3. The right to have access to information

4. The right to have policies on medication administration

5. The right to administer medications safely and to identify problems in the system

6. The right to stop, think, and be vigilant when administering medications
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Survey on Patient Safety - AHRQ
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PSA Survey 2021 

▪ Physicians, Nurses, Pharmacists, Respiratory Therapists

▪ 18,266 responses

▪ 18 scenarios

– 6.3% correctly identified all



OIG Report 2012

All sampled hospitals had incident 
reporting systems to capture events, 
and administrators we interviewed 
rely heavily on these systems to 
identify problems 



OIG Report 2012

Hospital staff did not report 86 
percent of events to incident 
reporting systems, partly because 
of staff misperceptions about what 
constitutes patient harm 



OIG Report 2012
• Nurses most often reported events, typically identified through the regular course of care

• 28 of the 40 (70%) reported events led to investigations 

• 5 led to policy changes (12.5%)
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OIG Report 2022
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“The single greatest impediment to 

error prevention in the medical 

industry is “that we punish people 

for making mistakes.”

Dr. Lucian Leape, Professor, Harvard School of Public Health

Testimony before Congress on Health Care Quality Improvement 2000





Kimberly Hiatt



©2022 Patient Safety Authority 2222



©2022 Patient Safety Authority 23

What questions 

do you have?
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Thank You!
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