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**Understanding Human Error in Medicine: Insights from Marilyn Sue Bogner**

human error in medicine marilyn sue bogner is a topic that resonates deeply within healthcare circles,

sparking essential conversations about patient safety, system design, and the continuous pursuit of

reducing mistakes in medical practice. Marilyn Sue Bogner, a recognized figure in healthcare quality

and patient safety, has contributed valuable perspectives on how human error manifests in medicine

and what strategies can be employed to mitigate it. In this comprehensive exploration, we'll delve into

the nuances of human error, drawing on Bogner’s insights to better understand the complexities and

solutions surrounding this critical issue.

The Nature of Human Error in Medicine

Human error in healthcare is often misunderstood as simple carelessness or incompetence. However,

experts like Marilyn Sue Bogner emphasize that errors are frequently the result of complex interactions

between humans, systems, and environments. Medicine is an inherently high-stakes field where even

small mistakes can have significant consequences. Recognizing the multifaceted nature of these errors

is the first step toward effective prevention.

Types of Human Errors in Medical Settings

Errors in medicine can be broadly categorized into:

Slips and lapses: These are unintentional actions, such as a nurse administering medication at

the wrong time due to distraction.



Mistakes: These involve faulty planning or decision-making, for example, misdiagnosing a

condition because of incomplete information.

Violations: Intentional deviations from protocols, which might occur due to perceived time

pressures or overconfidence.

Marilyn Sue Bogner’s work often highlights the importance of distinguishing between these types

because each calls for different prevention strategies.

Marilyn Sue Bogner’s Contributions to Understanding Medical

Errors

Marilyn Sue Bogner has been instrumental in advancing the conversation around patient safety and

human error in healthcare. Her advocacy stresses that errors are not simply individual failings but

symptoms of broader systemic issues. By shifting the focus from blaming individuals to analyzing

system vulnerabilities, Bogner promotes a culture of safety and continuous improvement.

System-Based Approaches to Error Reduction

One of Bogner’s key messages is the importance of designing healthcare systems that anticipate

human error and build in safeguards. For example:

Standardized protocols: Clear, evidence-based guidelines help reduce variability in care.

Checklists: Borrowed from aviation, checklists ensure critical steps aren’t missed during



procedures.

Technology integration: Electronic health records and computerized physician order entry can

minimize transcription errors and alert clinicians to potential drug interactions.

These system-based solutions reflect Bogner’s holistic view that safety improvements require

organizational commitment and resource investment.

The Psychological and Environmental Factors Behind Errors

Understanding the human mind and its limitations is central to appreciating why errors occur. Marilyn

Sue Bogner points out that fatigue, stress, and cognitive overload are significant contributors to

mistakes in medical settings.

Impact of Fatigue and Stress on Medical Professionals

Healthcare workers often operate long hours under high pressure. Fatigue impairs attention, memory,

and decision-making abilities. Bogner emphasizes:

- The necessity of adequate rest periods and manageable shift lengths.

- The role of supportive leadership in recognizing burnout signs.

- Creating an environment where clinicians feel safe to report near-misses without fear of punishment.

Cognitive Overload and Its Role in Mistakes

Doctors and nurses constantly juggle vast amounts of information. When overwhelmed, the risk of



missing critical details grows. Marilyn Sue Bogner advocates for:

- Simplifying workflows.

- Using decision-support tools that present information clearly.

- Training staff in prioritization and time-management skills.

Building a Culture of Safety: Lessons from Marilyn Sue Bogner

Perhaps one of the most profound insights from Bogner’s work is the call to develop a culture where

safety is a shared responsibility. This involves transparency, continuous learning, and non-punitive

responses to errors.

Encouraging Open Communication

When healthcare teams communicate openly about mistakes and near-misses, they can identify root

causes and prevent recurrence. Bogner encourages:

- Regular debriefings and team huddles.

- Anonymous reporting systems.

- Leadership that models accountability without blame.

Continuous Education and Training

Ongoing education helps clinicians stay updated on best practices and develop skills in error

prevention. Marilyn Sue Bogner supports simulation-based training, which allows teams to practice

responses to adverse events in a safe environment.



Practical Tips to Minimize Human Error in Medicine

Drawing from Marilyn Sue Bogner’s insights and broader patient safety research, here are some

actionable steps for healthcare professionals and organizations:

Implement checklists: Use them for surgeries, medication administration, and critical care1.

processes.

Foster teamwork: Encourage collaboration and respect among multidisciplinary teams.2.

Use technology wisely: Leverage electronic systems but remain vigilant against over-reliance or3.

alert fatigue.

Promote self-care: Ensure staff have access to mental health resources and reasonable work4.

schedules.

Encourage reporting: Create a blame-free environment that rewards transparency.5.

The Future of Reducing Human Error in Medicine

Looking ahead, the integration of artificial intelligence, machine learning, and advanced data analytics

holds promise for further reducing human error. Marilyn Sue Bogner’s emphasis on system design

aligns well with these innovations, advocating for technology that supports—not replaces—human

judgment.

Moreover, as patient safety gains greater visibility worldwide, the lessons from Bogner’s work continue

to inspire healthcare leaders to prioritize safety culture, invest in training, and redesign workflows to



accommodate human limitations.

In navigating the complexities of medical care, acknowledging the inevitability of human error while

striving for systemic resilience remains crucial. Marilyn Sue Bogner’s contributions remind us that

compassion, understanding, and strategic action can transform how healthcare systems address

errors, ultimately safeguarding patients and empowering providers alike.

Frequently Asked Questions

Who is Marilyn Sue Bogner in the context of human error in medicine?

Marilyn Sue Bogner is a recognized expert and author who has extensively studied and written about

human error in medicine, focusing on improving patient safety and reducing medical errors.

What are the key contributions of Marilyn Sue Bogner to

understanding human error in medicine?

Marilyn Sue Bogner has contributed by analyzing the causes and types of human errors in medical

settings, advocating for system-based approaches to error reduction, and promoting education and

training to enhance healthcare safety.

How does Marilyn Sue Bogner define human error in medicine?

Marilyn Sue Bogner defines human error in medicine as unintended actions or decisions by healthcare

professionals that can lead to adverse patient outcomes, often stemming from systemic issues rather

than individual negligence.

What strategies does Marilyn Sue Bogner recommend to reduce



human error in medicine?

She recommends implementing standardized protocols, improving communication among healthcare

teams, utilizing checklists, fostering a culture of safety, and incorporating technology to minimize the

risk of errors.

Has Marilyn Sue Bogner authored any notable publications on human

error in medicine?

Yes, Marilyn Sue Bogner has authored several influential articles and books addressing the causes of

medical errors and strategies for prevention, contributing valuable insights to the field of patient safety.

How is Marilyn Sue Bogner's work influencing current medical

practices?

Her work has influenced current medical practices by encouraging healthcare institutions to adopt

system-based safety measures, enhance training programs, and prioritize error reporting and analysis

to improve overall patient care.

What role does Marilyn Sue Bogner attribute to system design in

preventing human error in medicine?

Marilyn Sue Bogner emphasizes that effective system design is crucial in preventing human error, as

well-designed healthcare systems can reduce complexity, support clinical decision-making, and create

an environment that minimizes the likelihood of mistakes.

Additional Resources

Human Error in Medicine Marilyn Sue Bogner: An Analytical Review

human error in medicine marilyn sue bogner represents a critical intersection between healthcare safety



and cognitive science, highlighting the ongoing challenges medical professionals face in minimizing

mistakes that can have serious consequences for patient outcomes. Marilyn Sue Bogner’s work and

insights into human error in the medical field provide a compelling lens through which to examine

systemic vulnerabilities, cognitive lapses, and the complex interplay between technology, human

factors, and clinical practice.

Understanding human error in medicine is paramount, as studies consistently show that medical errors

contribute significantly to patient morbidity and mortality worldwide. Bogner’s contributions emphasize

not only the frequency and types of errors but also the underlying causes and potential strategies for

mitigation. This article delves into the nuances of human error in healthcare, drawing on Bogner’s

research and broader industry data to explore the multifaceted nature of medical mistakes and the

evolving approaches to enhance patient safety.

Defining Human Error in Medicine: Context and Challenges

Human error in medicine encompasses a broad spectrum of mistakes, ranging from diagnostic

inaccuracies and medication errors to procedural lapses and communication failures. Marilyn Sue

Bogner’s research contextualizes these errors within the cognitive and organizational frameworks that

influence clinical decision-making. Unlike mechanical or software failures, human errors often result

from cognitive overload, fatigue, environmental distractions, or flawed system designs that do not

adequately support healthcare providers.

The Institute of Medicine’s landmark 1999 report, “To Err is Human,” brought widespread attention to

the prevalence of medical errors, estimating that nearly 98,000 deaths annually in the United States

alone were attributable to preventable mistakes. Bogner’s work builds on this foundation by examining

how human factors engineering and error taxonomy can be applied to reduce these incidents.



Types of Human Errors in Healthcare

One of the primary contributions of Marilyn Sue Bogner is the categorization of medical errors into

distinct types, which helps healthcare organizations tailor interventions more effectively. These include:

Slips and Lapses: Unintended actions such as forgetting steps in a procedure or misclicking on

an electronic medical record system.

Mistakes: Errors in judgment or decision-making, often stemming from incomplete knowledge or

misinterpretation of information.

Violations: Deliberate deviations from accepted protocols or standards, which may be influenced

by cultural or systemic pressures.

By differentiating these error types, Bogner highlights the necessity of diverse strategies—ranging from

training and cognitive aids to policy reforms and cultural shifts—to address the root causes effectively.

Marilyn Sue Bogner’s Contributions to Error Analysis and

Patient Safety

Marilyn Sue Bogner’s professional focus has been instrumental in advancing the understanding of how

human cognitive factors contribute to medical errors. Her interdisciplinary approach integrates

psychology, systems engineering, and clinical practice, offering a comprehensive framework for

analyzing errors beyond superficial blame.



Cognitive Load and Decision-Making Under Pressure

A key aspect of Bogner’s analysis revolves around cognitive load—the amount of mental effort required

to perform a task. In high-stakes medical environments such as emergency rooms or intensive care

units, clinicians often operate under intense time pressure and information overload. This environment

increases the likelihood of slips and mistakes.

Bogner advocates for the implementation of cognitive aids, such as checklists and decision support

systems, which help reduce memory demands and improve adherence to best practices. These tools

have been shown in various studies to decrease error rates, particularly in surgical settings and

medication administration.

Systemic vs. Individual Accountability

One of the most important themes in Bogner’s work is the tension between systemic factors and

individual accountability in medical errors. While it is tempting to attribute mistakes solely to individual

clinicians, Bogner stresses that errors frequently emerge from poorly designed systems that do not

support safe practice.

For instance, confusing interface designs in electronic health records or ambiguous labeling of

medications create environments ripe for error. Bogner’s approach encourages healthcare leaders to

adopt a “just culture” perspective, balancing accountability with systemic improvements to foster

openness and continuous learning.

Comparative Analysis: Human Error in Medicine and Other

High-Risk Industries



Drawing parallels between medicine and other high-risk industries like aviation and nuclear power,

Marilyn Sue Bogner’s work highlights both similarities and unique challenges. Aviation, for example,

has long embraced rigorous error reporting systems, simulation training, and redundancy mechanisms

to minimize human error.

Lessons from Aviation Safety

- Aviation’s use of checklists and crew resource management (CRM) emphasizes communication and

teamwork, concepts that have been increasingly adapted to healthcare settings.

- Bogner notes that while medicine has made strides in such areas, the complexity and variability of

clinical cases pose challenges not always present in aviation.

- Moreover, the hierarchical nature of medical teams can sometimes inhibit open communication, a

barrier that CRM training seeks to overcome.

Limitations and Opportunities in Healthcare

Unlike aviation, where protocols are often standardized and environments controlled, healthcare

involves dynamic patient conditions and individualized treatment plans. This variability complicates the

application of rigid safety protocols. Bogner’s research advocates for flexible yet robust error mitigation

strategies that accommodate clinical judgment without compromising safety.

Technological Advances and Their Impact on Human Error

Technology plays a dual role in human error in medicine—aiding in accuracy while also introducing

new risks. Marilyn Sue Bogner’s analysis acknowledges this paradox, emphasizing the need for careful

integration of technological tools.



Electronic Health Records and Clinical Decision Support Systems

Electronic Health Records (EHRs) and Clinical Decision Support Systems (CDSS) have transformed

healthcare by providing instant access to patient data and evidence-based guidance. However, poorly

designed EHR interfaces or alert fatigue can inadvertently contribute to errors.

Bogner highlights the importance of user-centered design and ongoing training to ensure that

technology serves as an ally rather than a source of confusion. Furthermore, continuous monitoring of

system performance and error reporting mechanisms can identify potential pitfalls early.

Automation and Artificial Intelligence

The emergence of artificial intelligence (AI) offers promising avenues for reducing diagnostic errors and

optimizing treatment plans. Nevertheless, Bogner cautions that reliance on AI must be balanced with

human oversight, as algorithmic biases or data inaccuracies could lead to unintended consequences.

Ensuring transparency in AI decision-making processes and fostering clinician trust remain critical

challenges in this evolving landscape.

Strategies for Reducing Human Error: Insights from Marilyn

Sue Bogner

Through her research and practical recommendations, Bogner advocates for a multifaceted approach

to minimizing human error in medicine:

Enhanced Training: Simulation-based education and cognitive skill development to prepare1.



clinicians for high-pressure scenarios.

System Redesign: Implementing ergonomic and intuitive interfaces in medical devices and2.

software.

Culture Change: Promoting a just culture that encourages reporting and learning from errors3.

without punitive consequences.

Teamwork and Communication: Utilizing structured communication tools like SBAR (Situation-4.

Background-Assessment-Recommendation) to improve clarity.

Technology Integration: Careful deployment of decision support tools with ongoing evaluation5.

and clinician involvement.

These strategies underscore the importance of viewing human error not as an isolated fault but as a

symptom of broader system dynamics.

Future Directions in Understanding and Mitigating Medical

Errors

Looking ahead, the research trajectory inspired by Marilyn Sue Bogner’s work suggests several

promising areas for further exploration. Advancements in data analytics and real-time monitoring can

enhance error detection and prevention. Moreover, interdisciplinary collaboration between clinicians,

engineers, psychologists, and IT specialists will be vital to designing resilient healthcare systems.

In addition, fostering patient engagement and transparency about risks may empower patients to act

as partners in safety, further reducing the incidence of avoidable errors.



The ongoing challenge remains balancing the inherent uncertainties of medicine with the imperative for

safety, a balance that Bogner’s insights help illuminate with clarity and rigor.
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perspective; that is, human error is considered not as the source of the problem, but as a flag
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error occurs in all aspects of human activity and can have particularly grave consequences when it
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has the possibility of experiencing the consequences of medical error. The consideration of human
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including psychology, medicine, engineering, cognitive science, human factors, gerontology, and
nursing. Their experience was gained through actual hands-on provision of medical care and/or
research into factors contributing to error in such care. Because of the experience of the chapter
authors, their systematic consideration of the issues in this book affords the reader an insightful,
applied approach to human error in medicine -- an approach fortified by academic discipline.
  human error in medicine marilyn sue bogner: To Err Is Human Institute of Medicine,
Committee on Quality of Health Care in America, 2000-04-01 Experts estimate that as many as
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urgent, widespread public problems. To Err Is Human breaks the silence that has surrounded
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medical errors and their consequenceâ€but not by pointing fingers at caring health care
professionals who make honest mistakes. After all, to err is human. Instead, this book sets forth a
national agendaâ€with state and local implicationsâ€for reducing medical errors and improving
patient safety through the design of a safer health system. This volume reveals the often startling
statistics of medical error and the disparity between the incidence of error and public perception of
it, given many patients' expectations that the medical profession always performs perfectly. A
careful examination is made of how the surrounding forces of legislation, regulation, and market
activity influence the quality of care provided by health care organizations and then looks at their
handling of medical mistakes. Using a detailed case study, the book reviews the current
understanding of why these mistakes happen. A key theme is that legitimate liability concerns
discourage reporting of errorsâ€which begs the question, How can we learn from our mistakes?
Balancing regulatory versus market-based initiatives and public versus private efforts, the Institute
of Medicine presents wide-ranging recommendations for improving patient safety, in the areas of
leadership, improved data collection and analysis, and development of effective systems at the level
of direct patient care. To Err Is Human asserts that the problem is not bad people in health careâ€it
is that good people are working in bad systems that need to be made safer. Comprehensive and
straightforward, this book offers a clear prescription for raising the level of patient safety in
American health care. It also explains how patients themselves can influence the quality of care that
they receive once they check into the hospital. This book will be vitally important to federal, state,
and local health policy makers and regulators, health professional licensing officials, hospital
administrators, medical educators and students, health caregivers, health journalists, patient
advocatesâ€as well as patients themselves. First in a series of publications from the Quality of
Health Care in America, a project initiated by the Institute of Medicine
  human error in medicine marilyn sue bogner: Medical Errors and Medical Narcissism John
D. Banja, 2004 Using the concept of medical narcissism the author examines both the psychological
and biological factors involved when a physician decides not to disclose when a medical error has
occurred.
  human error in medicine marilyn sue bogner: Still Not Safe Robert L. Wears, Kathleen M.
Sutcliffe, 2019-11-15 Still Not Safe is the story of the rise of the patient-safety movement- and how
an epidemic of medical errors was derived from a reality that didn't support such a characterization.
Physician Robert Wears and organizational theorist Kathleen Sutcliffe trace the origins of patient
safety to the emergence of market trends that challenged the place of doctors in the larger medical
ecosystem: the rise in medical litigation and physicians' aversion to risk; institutional changes in the
organization and control of healthcare; and a bureaucratic movement to rationalize medical practice-
to make a hospital run like a factory. Weaving together narratives from medicine, psychology,
philosophy, and human performance, Still Not Safe offers a counterpoint to the presiding,
doctor-centric narrative of contemporary American medicine.--book jacket
  human error in medicine marilyn sue bogner: Misadventures in Health Care Marilyn Sue
Bogner, 2003-09-12 Misadventures in Health Care: Inside Stories presents an alternative approach
to attributing the cause of medical error solely to the health care provider. That alternative, the
systems approach, pursues why an incident occurs in terms of factors in the context of care that
affect the care provider to induce an error. The basis for this approach is the fact that an error is an
act, an act is behavior, and behavior is a function of the person interacting with the environment.
Eleven vignettes illustrate the importance of the systems approach by describing health care
incidents from the perspective of the care providers--the perspective that can identify the factors
that actually affect the provider. These stories provide general readers with opportunities to apply
their knowledge in analyzing incidents to identify error-inducing factors. This book is important
reading for policymakers, researchers and practitioners in law and in all medical specialties, and
professionals in the social sciences, human factors, and engineering. In addition to sensitizing the
reader to the importance of contextual factors in error, Misadventures in Health Care is a case study
reference to supplement texts in professional schools such as law and medicine, as well as the full



range of academic disciplines. It also is important reading for the general public because it presents
an approach for addressing a very pressing social problem-- that of misadventures in health care.
  human error in medicine marilyn sue bogner: Medical Error and Harm Milos Jenicek,
2010-07-02 Recent debate over healthcare and its spiraling costs has brought medical error into the
spotlight as an indicator of everything that is ineffective, inhumane, and wasteful about modern
medicine. But while the tendency is to blame it all on human error, it is a much more complex
problem that involves overburdened systems, constantly changing techno
  human error in medicine marilyn sue bogner: Processing of Medical Information in Aging
Patients Roger W. Morrell, Kim Shifren, Denise Park, 1999-05 This book addresses the
decision-making, adherence, and human factors issues (e.g., design of medical instructions and text)
involved in medical treatment of an aging population. For gerontologists, health psychologists, and
cognitive aging specialists.
  human error in medicine marilyn sue bogner: Human Error, Safety and Systems
Development Philippe Palanque, Jean Vanderdonckt, Marco Winckler, 2010-02-12 th HESSD 2009
was the 7 IFIP WG 13.5 Working Conference in the series on Human Error, Safety and Systems
Development which looks at integration of usability, human factors and human–computer interaction
within system - th velopment. This edition was jointly organized with the 8 TAMODIA event on Tasks,
Models and Diagrams for User Interface Development. There is an obvious synergy between the two
previously separated events, as a rigorous, - gineering approach to user interface development can
help in the prevention of human error and the maintenance of safety in critical interactive systems.
Following the tradition of HESSD events, the papers in these proceedings address the problem of
developing systems that support human interaction with complex, safety-critical applications. The
last 30 years have seen a signi?cant reduction in the accident rates across many di?erent industries.
Given these achievements, why do we need further research in this area? Recent accidents in a
range of industries have increased concern over the design, management and control of
safety-critical systems. Therefore, any system that involves human lives in its functioning is subject
to safety-criticalaspects. Contributions such as the one by Holloway and Johnson (2004) report that
over 80% of accidents in aeronautics are attributed to human error.
  human error in medicine marilyn sue bogner: Interventions, Controls, and Applications in
Occupational Ergonomics William S. Marras, Waldemar Karwowski, 2006-02-02 Completely revised
and updated, taking the scientific rigor to a whole new level, the second edition of the Occupational
Ergonomics Handbook is now available in two volumes. This new organization demonstrates the
enormous amount of advances that have occurred in the field since the publication of the first
edition. The editors have brought together
  human error in medicine marilyn sue bogner: Risk Management Handbook for Health Care
Organizations, 3 Volume Set , 2011-01-06 Continuing its superiority in the health care risk
management field, this sixth edition of The Risk Management Handbook for Health Care
Organizations is written by the key practitioners and consultant in the field. It contains more
practical chapters and health care examples and additional material on methods and techniques of
risk reduction and management. It also revises the structure of the previous edition, and focuses on
operational and organizational structure rather than risk areas and functions. The three volumes are
written using a practical and user-friendly approach.
  human error in medicine marilyn sue bogner: Medical Instrumentation Jack M. Winters,
Molly Follette Story, 2006-10-31 Two of the most important yet often overlooked aspects of a
medical device are its usability and accessibility. This is important not only for health care providers,
but also for older patients and users with disabilities or activity limitations. Medical Instrumentation:
Accessibility and Usability Considerations focuses on how lack of usabi
  human error in medicine marilyn sue bogner: Managing the Unexpected Karl E. Weick,
Kathleen M. Sutcliffe, 2015-09-15 Improve your company's ability to avoid or manage crises
Managing the Unexpected, Third Edition is a thoroughly revised text that offers an updated look at
the groundbreaking ideas explored in the first and second editions. Revised to reflect events



emblematic of the unique challenges that organizations have faced in recent years, including bank
failures, intelligence failures, quality failures, and other organizational misfortunes, often sparked by
organizational actions, this critical book focuses on why some organizations are better able to
sustain high performance in the face of unanticipated change. High reliability organizations (HROs),
including commercial aviation, emergency rooms, aircraft carrier flight operations, and firefighting
units, are looked to as models of exceptional organizational preparedness. This essential text
explains the development of unexpected events and guides you in improving your organization for
more reliable performance. Expect the unexpected is a popular mantra for a reason: it's rooted in
experience. Since the dawn of civilization, organizations have been rocked by natural disasters, civil
unrest, international conflict, and other unexpected crises that impact their ability to function.
Understanding how to maintain function when catastrophe strikes is key to keeping your
organization afloat. Explore the many different kinds of unexpected events that your organization
may face Consider updated case studies and research Discuss how highly reliable organizations are
able to maintain control during unexpected events Discover tactics that may bolster your
organization's ability to face the unexpected with confidence Managing the Unexpected, Third
Edition offers updated, valuable content to professionals who want to strengthen the preparedness
of their organizations—and confidently face unexpected challenges.
  human error in medicine marilyn sue bogner: Patient Safety and Quality in Pediatric
Hematology/Oncology and Stem Cell Transplantation Christopher E. Dandoy, Joanne M. Hilden, Amy
L. Billett, Brigitta U. Mueller, 2017-06-06 This volume provides a concise yet comprehensive
overview of patient safety issues and quality improvement for the pediatric
hematology/oncology/stem cell transplant practice. The book reviews patient safety in complex
healthcare delivery systems, delineates the various safety issues affecting pediatric
hematology/oncology patients, and discusses quality improvement methods and improvement
science that allow the reader to implement and sustain change in their home institution. The text
also explores mechanisms to measure quality and safety outcomes, allowing the provider to
implement proven processes shown to minimize harm to patients. Written by experts in the field,
Patient Safety and Quality in Pediatric Hematology/Oncology and Stem Cell Transplantation is a
valuable resource for healthcare professionals treating pediatric hematology, oncology and stem cell
transplant patients.
  human error in medicine marilyn sue bogner: Risk Management Handbook for Health
Care Organizations American Society for Healthcare Risk Management (ASHRM), 2009-03-27 Risk
Management Handbook for Health Care Organizations, Student Edition This comprehensive
textbook provides a complete introduction to risk management in health care. Risk Management
Handbook, Student Edition, covers general risk management techniques; standards of health care
risk management administration; federal, state and local laws; and methods for integrating patient
safety and enterprise risk management into a comprehensive risk management program. The
Student Edition is applicable to all health care settings including acute care hospital to hospice, and
long term care. Written for students and those new to the topic, each chapter highlights key points
and learning objectives, lists key terms, and offers questions for discussion. An instructor's
supplement with cases and other material is also available. American Society for Healthcare Risk
Management (ASHRM) is a personal membership group of the American Hospital Association with
more than 5,000 members representing health care, insurance, law, and other related professions.
ASHRM promotes effective and innovative risk management strategies and professional leadership
through education, recognition, advocacy, publications, networking, and interactions with leading
health care organizations and government agencies. ASHRM initiatives focus on developing and
implementing safe and effective patient care practices, preserving financial resources, and
maintaining safe working environments.
  human error in medicine marilyn sue bogner: Partnering with Patients to Drive Shared
Decisions, Better Value, and Care Improvement Institute of Medicine, Roundtable on Value and
Science-Driven Health Care, 2014-08-17 The Institute of Medicine\'s Roundtable on Value &



Science-Driven Health Care held a workshop, titled Partnering with Patients to Drive Shared
Decisions, Better Value, and Care Improvement, on February 25 and 26, 2013. The workshop,
supported by the Gordon and Betty Moore Foundation and the Blue Shield of California Foundation,
focused on identifying and exploring issues, attitudes, and approaches to increasing patient
engagement in and demand for the following: shared decision making and better communication
about the evidence in support of testing and treatment options; the best value from the health care
they receive; and the use of data generated in the course of their care experience for care
improvement. The workshop hoped to build awareness and demand from patients and families for
better care at lower costs and to create a health care system that continuously learns and improves.
Participants included members of the medical, clinical research, health care services research,
regulatory, health care economics, behavioral economics, health care delivery, payer, and patient
communities. Partnering with Patients to Drive Shared Decisions, Better Value, and Care
Improvement Workshop Proceedings offers a summary of the 2-day workshop including the
workshop agenda and biographies of speakers.
  human error in medicine marilyn sue bogner: Demanding Medical Excellence Michael L.
Millenson, 2018-06-01 Demanding Medical Excellence is a groundbreaking and accessible work that
reveals how the information revolution is changing the way doctors make decisions. Michael
Millenson, a three-time Pulitzer Prize nominee as a health-care reporter for the Chicago Tribune,
illustrates serious flaws in contemporary medical practice and shows ways to improve care and save
tens of thousands of lives. If you read only one book this year, read Demanding Medical Excellence.
It's that good, and the revolution it describes is that important.—Health Affairs Millenson has done
yeoman's work in amassing and understanding that avalanche of data that lies beneath most of the
managed-care headlines. . . . What he finds is both important and well-explained: inconsistency,
overlap, and inattention to quality measures in medical treatment cost more and are more
dangerous than most cost-cutting measures. . . . [This book] elevates the healthcare debate to a new
level and deserves a wide readership.—Library Journal An involving, human narrative explaining
how we got to where we are today and what lies ahead.—Mark Taylor, Philadelphia Inquirer Read
this book. It will entertain you, challenge, and strengthen you in your quest for better accountability
in health care.—Alex R. Rodriguez, M.D., American Journal of Medical Quality Finally, a health-care
book that doesn't wring its hands over the decline of medicine at the hands of money-grubbing
corporations. . . . This is a readable account of what Millenson calls a 'quiet revolution' in health
care, and his optimism makes for a refreshing change.—Publishers Weekly With meticulous detail,
historical accuracy, and an uncommon understanding of the clinical field, Millenson documents our
struggle to reach accountability.—Saty Satya-Murti, M.D., Journal of the American Medical
Association
  human error in medicine marilyn sue bogner: Wall of Silence Rosemary Gibson, Janardan
Prasad Singh, 2003-06-01 Medical mistakes occur with alarming frequency in this country. Nightly
newscasts and daily newspapers tell of botched surgeries, mistaken patient identities, careless
overdoses, and neglected diagnoses. You may have dismissed these stories as unfortunate mistakes,
misunderstandings, or just isolated incidents with the occasional bad doctor. Wall of Silence reveals
that these medical mistakes are not rare incidents with the occasional bad doctor. In fact, the
real-life stories in this book show that medical mistakes are increasing in frequency—and worse, that
the system is designed more to cover up these errors than prevent them.
  human error in medicine marilyn sue bogner: Improving the Decision Making Abilities
of Small Unit Leaders National Research Council, Division on Engineering and Physical Sciences,
Naval Studies Board, Committee on Improving the Decision Making Abilities of Small Unit Leaders,
2012-07-06 For the past decade, the U.S. Marine Corps and its sister services have been engaged in
what has been termed hybrid warfare, which ranges from active combat to civilian support. Hybrid
warfare typically occurs in environments where all modes of war are employed, such as conventional
weapons, irregular tactics, terrorism, disruptive technologies, and criminality to destabilize an
existing order. In August 2010, the National Research Council established the Committee on



Improving the Decision Making Abilities of Small Unit Leaders to produce Improving the Decision
Making Abilities of Small Unit Leaders. This report examines the operational environment, existing
abilities, and gap to include data, technology, skill sets, training, and measures of effectiveness for
small unit leaders in conducting enhanced company operations (ECOs) in hybrid engagement,
complex environments. Improving the Decision Making Abilities of Small Unit Leaders also
determines how to understand the decision making calculus and indicators of adversaries. Improving
the Decision Making Abilities of Small Unit Leaders recommends operational and technical
approaches for improving the decision making abilities of small unit leaders, including any
acquisition and experimentation efforts that can be undertaken by the Marine Corps and/or by other
stakeholders aimed specifically at improving the decision making of small unit leaders. This report
recommends ways to ease the burden on small unit leaders and to better prepare the small unit
leader for success. Improving the Decision Making Abilities of Small Unit Leaders also indentifies a
responsible organization to ensure that training and education programs are properly developed,
staffed, operated, evaluated, and expanded.
  human error in medicine marilyn sue bogner: Medical Malpractice and the U.S. Health
Care System William M. Sage, Rogan Kersh, 2006-06-19 Publisher Description
  human error in medicine marilyn sue bogner: Surviving Intensive Care Derek C. Angus,
Jean Carlet, 2012-12-06 For many years, intensive care has focused on avoiding immediate death
from acute, life-threatening conditions. However, there are increasing reports of a number of
lingering consequences for those who do indeed survive intensive care. Examples include on-going
high risk of death, neurocognitive defects, significant caregiver burden, and continued high
healthcare costs. Surviving Intensive Care, written by the world's experts in this area, is dedicated
to better understanding the consequences of surviving intensive care and is intended to provide a
synopsis of the current knowledge and a stimulus for future research and improved care of the
critically ill.
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