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Executive Summary
The issue of medical errors caught the attention of policymakers in 1999

when the Institute of Medicine (IOM), now called the National Academy of
Medicine, published •To Err is Human: Building a Safer Health SystemŽ and its
2001 follow-up •Crossing the Quality Chasm.Ž The •To Err Is HumanŽ report found
that between 44,000 and 98,000 people died each year due to medical errors
(1). The report initiated a national conversation about patient safety and prompt-
ed policymakers to issue studies and new commissions and develop value-based
purchasing policies and prompted researchers to test and develop patient safety
improvement strategies. Despite the increased focus and some evidence of
improved outcomes in the 15 years after the release of the IOM report, medical
errors continue to be a serious problem. One 2016 study estimated that medical
errors are the third leading cause of death in the United States, with over 251,000
people dying each year from medical mistakes (2, 3). A 2010 U.S. Department of
Health and Human Services Inspector General report found that adverse events
contributed to the deaths of approximately 180,000 Medicare bene“ciaries and
increased government health care costs by about $4.4 billion annually (4). 

The 1999 IOM report states that •safety is de“ned as freedom from accidental
injury. This de“nition recognizes that this is the primary safety goal from the
patient•s perspective. Error is de“ned as the failure of a planned action to be
completed as intended or the use of a wrong plan to achieve an aimŽ (1). Errors
can occur in the diagnostic (such as an error or delay in diagnosis), treatment
(error in the performance of an operation, procedure, or test), and preventive
(inadequate monitoring or follow-up of treatment) domains. Errors reported by
primary care physicians involve complications from misdiagnosis, poor commu-
nication, medicines, and broader organizational or system issues (5). 

Patient safety in the ambulatory setting was largely ignored over the decade
following release of the IOM•s report. One commentator called it a •lost decadeŽ
in ambulatory safety (6). While much attention has been directed to addressing
medical errors that occur in the hospital, outpatient setting errors are just as, if
not more, prevalent (7). More health care interactions occur in the outpatient
than inpatient setting. More than 922 million physician of“ce visits occurred in
the United States in 2013, and 53% of them were primary care visits (8). By con-
trast, there were about 33 million inpatient admissions to community hospitals
in 2014 (9). The high volume of outpatient care increases the potential for error.
An analysis of paid medical malpractice claims from 2005 to 2009 found that of
the nearly 11,000 paid claims on behalf of physicians, 43% were for outpatient
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Recommendations 
Recommendation 1: ACP believes that physicians and health care organi-

zations have a responsibility to promote a culture of patient safety within their
practices and among colleagues with whom they collaborate. 

€ Patient safety goals must be embedded in the daily activity of the health
care team and of“ce staff. 

€ Medical error reporting efforts should encourage accuracy, con“dentiality,
and compliance and ensure that information is useful, actionable, and non-
punitive (just culture) and is focused on actual events and near-misses.

€ A culture of safety can be encouraged by adopting liability protections
that protect physicians and the health care team from being penalized for
reporting errors and working with patients to address safety issues. 

Recommendation 2: ACP recommends that physicians and other health care
professionals, payers, government, and other relevant stakeholders should con-
duct research and work to address physician stress, burnout, and organizational
culture that may impact medical errors. 

Recommendation 3: Patient and family education, engagement, and health
literacy efforts are needed to educate the public about asking the right questions
and providing the necessary information to their physician or other health care
professional. Materials should re”ect the linguistic and cultural characteristics
of the audience. 

Recommendation 4: ACP supports the continued research into and devel-
opment of a comprehensive collection of standardized patient safety metrics
and strategies, with particular attention to primary care and other ambulatory
settings. Domains could include medication safety, diagnosis, transitions, refer-
rals, and testing issues. ACP recommends expanded patient safety research
efforts to better understand the ambulatory medical errors and the ef“cacy of
patient safety practices. 

Recommendation 5: Team-based care models, such as the patient-centered
medical home, should be encouraged and optimized to improve patient safety
and facilitate communication, cooperation, and information sharing among 
team members. 

Recommendation 6: Health information technology systems should be 
tailored to emphasize patient safety improvement. 

Recommendation 7: ACP supports the establishment of a national effort to
prevent patient harm across the health care sector. A national entity could be
charged with coordinating and collaborating with stakeholders, de“ning the prob-
lem, setting national goals, and developing and assisting in the implementation
of a patient safety action plan with attention given to the ambulatory setting. 
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Background
Medical Errors in the Of“ce-Based Practice Setting

Patient safety occurrences include adverse drug events, improper infusions,
suicides, restraint-related injuries or deaths, falls, burns, pressure ulcers, and
amputation errors. Although intensive care units (14), emergency departments
(15), and operating rooms (16) are especially high-risk settings for medical errors,
they occur in the of“ce setting as well. The more prevalent ambulatory setting
errors„diagnostic, medication, communication, and transition or referral errors„
are discussed below. 

Diagnostic Errors
Diagnostic errors are the most common type of error that occurs in the ambu-
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visits occur and are more likely to be reported in primary care than specialty
visits (26). In 2007, the IOM evaluated the literature on medication errors in the
ambulatory care setting. The report found that 21% of prescriptions contained
at least 1 prescription writing error, documentation errors including current med-
ications per patient missing from patient record, and 15% of prescription
renewals missing from patient record (27). Computerized provider order entry
(CPOE) systems may help to address medication errors, as discussed under
Recommendation 6. Treatment or medication errors accounted for nearly 30%
of outpatient errors in Bishop and colleagues• study (10), not including those
that were attributed to both inpatient and outpatient settings. Medication errors
may also include problems arising from patient nonadherence. Twenty to thirty
percent of prescriptions are never “lled and on average, half of prescriptions
taken for chronic diseases are used incorrectly (28). Patients who take multiple 
prescriptions (polypharmacy) are especially at risk for medication errors (29, 30). 

Communication and Flow of Information Errors
Poor communication contributes to diagnostic errors, medication errors, and

problems related to delay in delivery of preventive care. Communication errors
can occur among patient/family, clinician and of“ce staff members and along
the chain of communication from patient to primary care provider to subspecialist
(31). One literature review found that although data are scant, there is some 
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potential to track near-misses in ambulatory practice settings in addition to those
that occur in hospital and training areas. The Patient Protection and Affordable
Care Act called for the creation of a National Quality Strategy, which lists
improved patient safety among its priorities (52). The public…private Partnership
for Patients initiative seeks to reduce hospital-acquired conditions by 40% and
hospital readmissions by 20% over 3 years compared with 2010 levels.
Participants can join the Hospital Improvement Innovation Networks to share
patient safety strategies with like-minded hospital systems. ACP is af“liated with
the Coalition to Improve Diagnosis, which is dedicated to increase awareness,
action, and attention to the problem of diagnostic error (53). 

Although a national error reporting system has yet to be authorized, 28 states
now require hospitals (and some ambulatory facilities) to report adverse events
(54). Patient safety measures, checklists, and guidelines have been developed
(with help from AHRQ funding), including those seeking to address pressure
ulcers, reduce diagnostic errors, and prevent central line infections, and have
become ingrained in practice norms (55). The Joint Commission established the
National Patient Safety Goals program and has made accreditation contingent
on adopting patient safety standards, and payers, such as Medicare, have pegged
reimbursement to patient safety performance (56, 57). Other independent efforts,
such as the Institute for Healthcare Improvement•s 100,000 Lives Campaign and
the Protecting 5 Million Lives from Harm projects, Blue Cross Blue Shield of
Michigan•s Michigan Regional Collaboration Improvement Program, and Johns
Hopkins University•s Comprehensive Unit-Based Safety Program have focused
on determining and disseminating best practices to ensure patient safety. 

The 2015 AHRQ National Healthcare Quality and Disparities Report
Chartbook on Patient Safety indicates that outcomes have improved overall, but
many problems persist. The data show that during the period of 2002-2003
through 2013, over 60% of patient safety measures with trend data available had
shown improvement; however, for approximately one third of patient safety mea-
sures, white and higher-income individuals received higher-quality care than
African American, Asian, and lower-income households (52, 58). The report found
that hospital-acquired condition rates, such as adverse drug events and pressure
ulcers, dropped by 17% from 2010 to 2014, possibly due to payment incentives
(such as the Centers for Medicare & Medicaid Services• [CMS] policy to not 
reimburse •never eventsŽ like wrong-side surgery), public reporting of hospital-
level results, value-based payment models that connected payment to safety
goals, better research to determine what interventions work, and the Department
of Health and Human Services• Partnership for Patients initiative (59,60,48).
Similarly, Wang and colleagues reviewed trends in patient safety related to acute
myocardial infarction, congestive heart failure, pneumonia, and conditions requir-
ing surgery. From 2005 to 2011, adverse events for acute myocardial infarction
and congestive heart failure dropped, but reductions were not apparent for
pneumonia and conditions requiring surgery (61). Hospital-acquired conditions
are also decreasing. 

The National Patient Safety Foundation (NPSF) released a report, •Free from
Harm: Accelerating Patient Safety Improvement Fifteen Years after •To Err is
Human•,Ž that outlined the nation•s progress on addressing patient safety and

dinated oversight of patient safety efforts, development of ty•s C measures, 
funding for patient safety research, workforce education and morale support,
improved health information technology (IT), and better patient and family
engagement (62).
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Recommendations 
Recommendation 1: ACP believes that physicians and health care organi-

zations have a responsibility to promote a culture of patient safety within their
practices and among colleagues with whom they collaborate. 

€ Patient safety goals must be embedded in the daily activity of the health
care team and of“ce staff. 

€ Medical error reporting efforts should encourage accuracy, con“dentiality,
and compliance and ensure that information is useful, actionable, and non-
punitive (just culture) and is focused on actual events and near-misses.

€ A culture of safety can be encouraged by adopting liability protections
that protect physicians and the health care team from being penalized for
reporting errors and working with patients to address safety issues. 

A culture of safety ensures that all staff in an organization is committed to
safety and the reduction of adverse events. The concept of safety culture comes
from other •high reliability organizations,Ž such as the aviation industry and the
military, where constant attention is given to safety despite the complex, poten-
tially dangerous work. Because unexpected safety issues are constantly emerging,
•high reliability organizations work to create an environment in which potential
problems are anticipated, detected early, and virtually always responded to early
enough to prevent catastrophic consequencesŽ (63). According to AHRQ (64),
key characteristics of safety culture in health care include: 

€ •acknowledgment of the high-risk nature of an organization•s activities and
the determination to achieve consistently safe operations

€ a blame-free environment where individuals are able to report errors or
near misses without fear of reprimand or punishment

€ encouragement of collaboration across ranks and disciplines to seek 
solutions to patient safety problems

€ organizational commitment of resources to address safety concerns.Ž

Overall, health system leadership has been slow to embrace patient safety
as an overarching goal. The paradigm shift toward a culture of safety has 
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error reporting, and clinic leaders were charged with reminding their staff of the
importance of reporting. Monthly reports summarizing errors that were reviewed,
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safety, diagnosis, transitions, referrals, and testing issues and has also called 
for rigorous research into intervention development (25). Of Importance, mea-
sures need to be rigorously researched, tested, standardized, and harmonized
across settings to eliminate duplication and adverse administrative burden. An
evidence-based, patient-centered process to consider which metrics to improve,
which to jettison, and which to innovate is necessary to ensure that metrics are
working as intended.

A report by the American Medical Association (AMA) highlighted ambulatory
patient safety research gaps over the 2000-2010 period: Patient safety studies
often relied on malpractice claim data that exempted errors for which no claim
was “led, research included events where no harm occurred, lack of standard
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timeliness and accuracy of diagnoses, enhance care transitions, and referrals.
Health IT could also facilitate patient…clinician communication outside of the
of“ce setting in ways that mitigate the potential for errors and improve patient
self-management. ACP•s 2017 Health IT Policy Strategic Plan calls for building
systems that support patient…physician communication and decision making,
improve multiclinician care, and enhance information visualization and anticipa-
tory decision-support capabilities. 

Computerized provider order entry systems have been shown to reduce med-
ication errors caused by the point of ordering and transcribing and have been
widely adopted in the hospital and outpatient setting following implementation of
the federal HITECH Act and Meaningful Use program (107, 108, 109).
Technologies, such as text-based and pager alerts, computerized decision-support
systems, and decision-support algorithms, may help reduce diagnostic errors ( 110).
On the other hand, there is evidence that CPOE systems can raise the risk for med-
ication errors, such as •fragmented CPOE displays that prevent a coherent view of
patients• medications, pharmacy inventory displays mistaken for dosage guidelines,
ignored antibiotic renewal notices placed on paper charts rather than in the CPOE
system, separation of functions that facilitate double dosing and incompatible
orders, and in”exible ordering formats generating wrong ordersŽ ( 111). 

Health IT may also support patient and family interaction: Preliminary evi-
dence shows that providing patients with tools through a web portal to conduct
medication reconciliation and discrepancy review may result in fewer adverse
drug events (112). Trigger tools can help catch and alert clinicians of adverse
events, but development of such tools for the ambulatory setting is limited
(113, 114). Effective health IT systems should enable easy retrieval of data, 
have simple and intuitive displays, be easy to navigate, provide point-of-care
decision-making support, enhance work”ow, and reduce mundane tasks all 
while curbing increases in physical and cognitive work”ow (115). Unfortunately,
health IT systems do not always meet these goals, and many may increase the
chance of patient errors (116). Although an extensive discussion on this complex
area is outside of the scope of this paper, ACP maintains that health IT systems
should be optimized to improve patient safety and enhance the quality of 
care by providing decision support, facilitating patient engagement, and pro-
moting collaboration and communication among physicians and other health
care professionals (117) in a way that reduces administrative burdens and 
work”ow problems.

Recommendation 7: ACP supports the establishment of a national effort to
prevent patient harm across the health care sector. A national entity could be
charged with coordinating and collaborating with stakeholders, de“ning the prob-
lem, setting national goals, and developing and assisting in the implementation
of a patient safety action plan with attention given to the ambulatory setting.

In its •Free from HarmŽ report, the NPSF calls for the creation of a centralized
agency to coordinate patient safety efforts (62, 118). Such a body would function
similar to the Federal Aviation Administration or the Nuclear Regulatory
Commission and coordinate efforts, facilitate communication among stakehold-
ers, provide direction, ensure accountability, and disseminate best practices. The
IOM made a similar recommendation in its 1999 report to encourage collabora-
tion among various government entities, payenhance p7nen in i, anFfeder8in i, anFfeder8in s19ftices. The
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