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Introduction: Medication error is a well recognized patient safety concern. The Institute of Medicine (IOM) reported in
1999 that 98,000 deaths per year occur as a result medication error.1-2 One of the main causes of human error is
haste.3 Error rates have been shown to be increased in health care providers in many situations, especially when
rushed.4 We hypothesized that trainees at Seattle Children’s Hospital (SCH) felt rushed in their morning medication
preparation by the construct of the pharmacy schedule and that this could potentially lead to medication errors and
lapses in patient safety.
Methods: We utilized Survey Monkey to create a thirteen question survey to evaluate if trainees felt rushed during
their medication preparation secondary to time limitations dictated by pharmacy and lecture schedules. The Survey was
sent via email to rotating residents from the University of Washington and Virginia Mason, fellows from the 2012-14
academic years, and CRNA’s.
Results: We received 32 responses out of 72 recipients. The survey responses were distributed evenly amongst
residents, fellows, and CRNA’s. 94% of respondents experienced a line at the pharmacy window when trying to pick
up their narcotics, regional anesthetics, and prepared drug infusions. 84% of respondents felt that this line put time
pressure on them while preparing their medications.78% believed that this time pressure could lead to medication
errors, and 87.5% of trainees believe that the current system is a safety concern.
Conclusions: Medication errors are a known patient safety concern. Our current process of medication preparation can
lead to the high-risk behavior of “rushing” in the peri-operative setting, a known high-risk period for medication
errors. Responses of current and past trainee’s at SCH demonstrate that time pressure placed upon them, during
medication preparation, could lead to increased medication errors and safety events. We are exploring a multi-faceted
solution to this problem including modification of the lecture schedule, a change in pharmacy staffing, and possibly
moving prepared medications to an Omnicell so that they can be obtained before the pharmacy opens for the day.
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