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Promoting Patient Safety in the 

Outpatient Pediatric Setting : 
Learning Objectives

üUnderstand sources of medical errors in 
ambulatory pediatrics

üLearn an effective model to improve error 
reporting in this setting with an anonymous non-
punitive reporting system.

üLearn and practice root-cause analysis and 
develop recommendations for rapid system 
changes using actual reported errors



Error Examples
ü MD orders measles-mumps-rubella-varicella vaccine for 1 
y.o. child, writing ñMMRVò in script, but last letter tapers off 
and the nurse administers MMR instead.

ü 5 y.o. prescribed isoniazid prophylaxis after a positive 
tuberculin reaction with normal chest x-ray.  The parent calls 
you concerned that dose instructions on bottle differ from 
what you had explained during the office visit.  On review, the 
pharmacy dispensed four times the prescribed dose. 

ü Jose Perez is a 6 month old boy here for a routine well child 
exam, after which he is sent to the waiting room to wait for 
vaccines.  Another 5 month old child with a similar name is in 
the waiting room for a sick visit.  A nurse prepares vaccines 
for the first patient and then calls for him in the waiting room.  
The parent of the second child responds; they are brought 
into an exam room and after speaking with the parent, who 
has limited English, the wrong child is given the vaccines.



To Err is Human
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IOM: To Err is Human: Building a Safer Health System, 1999



How Hazardous Is Health Care?
(Leape)
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LEAP: Learning From Errors in 

Ambulatory Pediatrics
üTo learn scope, range, potential causes, and 
possible solutions to medical errors in pediatric 
ambulatory care

üInternet based reporting tool piloted in March 2003 
(n=108) with 5 practices in AAP Pediatric Research 
in the Office Setting network

üRevised and data collected from14 sites in (n=64)

ü147 mutually exclusive reports

üNo denominator data

Mohr J, Lannon CM, Thoma KA et al.  Learning from errors in ambulatory 
pediatrics, in: Advances in Patient Safety: From Research to Implementation, V. 1, 
Washington, D.C., Agency for Healthcare 

Research and Quality, 2005.

http://www.ahrq.gov/downloads/pub/advances/vol1/Mohr.pdf


