10 Patient Safety Tips for Hospitals
Medical errors can occur at many points in the health care system, particularly in hospitals. The Agency for
Healthcare Research and Quality (AHRQ) has funded more than 100 patient safety projects since 2001. Many of
the findings can immediately be put into practice in hospitals by following 10 simple tips:
1. Survey staff in individual units and throughout
the hospital to assess and improve the culture of
patient safety, as noted in the 1999 Institute of
Medicine report, To Err is Human. The AHRQ
survey and its accompanying toolkit materials are
designed to provide hospital officials with the basic
knowledge and tools needed to conduct a safety
culture assessment, along with ideas for using the
data.
2. Limit shifts of more than 24 hours for medical
residents and make sure they do not drive home
after working extended shifts. Medical residents
who work longer than 24 hours are more than twice
as likely to have a car crash leaving the hospital and
5 times as likely to have a near-miss incident on the
road than medical interns who work shorter shifts.
3. Eliminate the tradition of shifts of more than 30
consecutive hours by interns working in hospital
ICUs. The rate of serious medical errors at two
Boston hospital ICUs committed by first-year
interns dropped by 36 percent when 30-hour-in-arow work shifts were eliminated.
4. Adopt interventions to reduce the incidence of
ventilator-associated pneumonia in critically ill
patients. Putting patients in a semi-recumbent
position and using sucralfate rather than H2antagonists to prevent stress ulcers can prevent
ventilator-associated pneumonia in critically ill
patients.
5. Count surgical instruments and sponges before
and after procedures, and X-ray patients after
surgery to reduce the likelihood of objects being
left inside patients. These simple techniques can
reduce the incidence of these types of medical
errors, which occur in more than 1,500 patients
each year.

6. Use senior nurses and maintain appropriate
round-the-clock staffing levels in ICUs to
prevent airway tube complications. A study of
adverse events occurring in adult and pediatric
ICUs found that more than half were considered
preventable. Airway events occurred less
frequently during daytime hours (7:00 a.m. to 3:00
p.m.), and their negative impact was limited by
skilled assistants, backup, and cross-coverage. ICU
managers should take steps to ensure that
appropriate staffing and training levels are
maintained to limit the impact of adverse events.
7. Ensure that personal digital assistant-based
drug information is readily available at the point
of care. Epocrates RxPro, Lexi-Drugs, and
mobileMicromedex met AHRQ’s quality and safety
criteria by reducing potential errors associated with
insufficient or incomplete drug information.
8. Download a free software tool
(http://chrp.creighton.edu/documents/bestpractices.
pdf) to identify ways to improve medication
safety in the ambulatory care setting. The tool,
called the Medication Safety Best Practices Guide,
helps hospitals identify ways to create safe
practices for medication use, manage medical
errors, and contribute to patient safety education in
the ambulatory care setting.
9. Use computer-based order entry to reduce
catheter-related urinary tract infections. A
computer-based order entry system prompting
catheter removal after 72 hours decreases the
duration of urinary catheterization by about onethird, or 3 days.
10. Minimize interruptions and other distractions
faced by the nursing staff in their day-to-day
routines. Researchers have visually re-created the
fast-changing nature of nurses’ work, highlighting
areas where interruptions can affect patient safety.
(See reverse for references)
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