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Why "benchmarking" error rates is NEVER a good 
measure of performance or patient safety

Problem: Organizations often want to know, in comparison to their peers, how 
they stand in achieving and maintaining an environment that promotes patient 
safety. Benchmarking is a process that can help meet this goal, but is seldom 
fully understood. The National Institutes of Health defines benchmarking as “a 
strategic and analytical process of continuously measuring an organization's 
products, services, and practices against a recognized leader in the studied area 
for the purpose of improving business performance” (www.ismp.org/ext/1249). 

Benchmarking requires both performance measurements as well as enablers that help to achieve 
that performance. It is an ongoing process that is more complex than a direct comparison, but 
instead, a process that provides a systematic method of understanding the specific underlying 
practices that result in exemplary performance. 

It has been 25 years since we published our September 9, 1998 article, Benchmarking—when is 
it dangerous? Unfortunately, there is continued confusion about the term, perpetuating the myth 
that one can gauge the quality and safety of the medication-use process simply by comparing 
error rates, both within an organization (e.g., unit-to-unit, employee-to-employee) and externally 
(e.g., error rates with other hospitals). In fact, inquiries about benchmarking medication error rates 
represent one of the most common categories of medication safety questions received by ISMP. 
Organizations often want to know if there is a national standard (benchmark) for medication error 
rates or reported errors to “make sure the organization has less than the benchmark.” Others want 
to know statistics on “medication error rates per practitioner,” or “what is the average safe number 
of medication orders to verify or compound in an hour.” Organizations hoping to demonstrate their 
commitment to safety often tell us that they have “reduced their error rate” or “have the lowest 
medication error rate in their health system.”

We have also received feedback from healthcare organizations who tell us that certain payers or 
regulators continue to embrace the practice of comparing error rates for benchmarking. They tell 
us they are required to track and report error rates to a utilization review accreditation commission 
known as URAC. The URAC 2022 Specialty Pharmacy Performance Measurement: Aggregate 
Summary Performance Report (www.ismp.org/ext/1191) describes the measure for dispensing 
accuracy (MP2012-06) as the percentage of prescriptions that the organization dispensed 
inaccurately, assessed in six parts: incorrect drug and/or product dispensed, incorrect recipient, 
incorrect strength, incorrect dosage form, incorrect instructions, and incorrect quantity. According 
to URAC, a lower reporting rate represents better performance. 

We are not in agreement. All the above made us realize it was time to revisit this topic.

Both ISMP (www.ismp.org/node/62307) and the National Coordinating Council for Medication Error 
Reporting and Prevention (NCC MERP) (www.ismp.org/ext/1057) recommend that, due to differences 
in culture, definitions, patient populations, resources, and the types of reporting and error detection 
systems, medication error rates should never be used to compare one organization to another. There 
is no acceptable incident rate for medication errors. Also, there is rarely any information regarding 
how an organization achieved a level of performance from which to learn. The number of error 
reports is less important than the quality of the information collected, the organization’s analysis of 
the information, and systems improvements made to prevent patient harm. 

Call to Action:                  
Address pharmacy technician 
shortage or compromise safety

Organizations are struggling with staffing 
shortages across nearly all healthcare roles, 
which worsened during the coronavirus 
disease 2019 (COVID-19) pandemic. 
Staffing shortages ranked number one on 
the ECRI Top 10 Patient Safety Concerns 
2022 (www.ismp.org/ext/1250), which 
emphasized that inadequate nurse staffing 
is jeopardizing patient safety. We are also 
hearing about the widespread medication 
safety implications that the current 
pharmacy technician shortage is creating. 

Medications are used across the 
continuum of care and touch nearly all 
patients. Pharmacy technicians serve 
as the backbone of the medication 
preparation and dispensing process 
across the spectrum (e.g., acute care, 
community, specialty, long-term care, mail 
service). If a technician is not available, 
a pharmacist must often accomplish the 
technician's work, thus compromising the 
technician-pharmacist's double check, 
which can contribute to the possibility 
of a devastating medication error. 
Also, technician expertise is extremely 
specialized when it comes to skills such as 
compounding. Although many pharmacists 
have experience working as a technician 
prior to and during their education, some 
may not be as proficient and efficient 
in this highly skilled position due to a 
lack of day-to-day practice. Tapping into 
pharmacists to help with tasks usually 
handled by technicians also removes the 
pharmacist from clinical work that will 
safeguard and optimize drug therapy 
(e.g., direct patient care, interdisciplinary 
rounding, monitoring, patient education). 
In addition, pharmacy administration and 
medication safety officers may need to 
reprioritize their time to cover pharmacy 
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Overwrap prevents 
barcode scanning

Yet again, more hospitals have reported the 
inability to scan a medication barcode due to 
an overwrap seam centered over the barcode 
on an infusion bag (Figure 1). The overwrap 
obscures the white ink barcode on the heparin 
sodium 25,000 units/250 mL infusion bag 

> Benchmarking — continued from page 1
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Large variations exist in the definition of an error, the types of errors reported, and what constitutes 
the threshold to report. Practitioners are more likely to report an event based on the severity or if 
it occurred closer to or reached the patient. In addition, some practitioners report adverse events 
regularly while others report less frequently. Other practitioners tell us they do not bother reporting 
safety issues because it takes too long or the reports in the past did not result in a change to the 
system. Remember, the easiest way to improve your error rate is to stop reporting – and that is 
certainly no way for organizations to learn and improve. The impact of these variables on error 
reporting demonstrates why error rates cannot be used as a valid measure of safety over time, 
and therefore these invalid metrics should never be used for comparison between health systems, 
hospitals, and healthcare practitioners.

Safe Practice Recommendations: To ensure continuous performance improvement, consider 
the importance of self-comparison of organizational medication safety metrics over time. As an 
alternative to attempting to compare unreliable “benchmarking” error report data with other 
organizations, instead, consider the following recommendations to ensure your organization is 
maximizing its opportunities as a learning organization, and discovering opportunities to reduce 
patient harm. 

Strive for increased actionable reports. The goal for error-reporting programs is not to reduce 
the number of reports received, but rather, increase the learning that occurs, along with actions 
taken to improve the safety system. Educate practitioners, leadership, and the board of directors 
that the goal is to increase reporting, so actions can be taken to improve system reliability (e.g., 
error reporting rate per patient days, with higher being better and a clear descriptor of a learning 
culture). 

Improve reporting of close calls (good catches). Measure changes in the number of errors 
that are caught prior to reaching the patient (e.g., good catches, with higher number of reports 
being better). An increase in the number of times a practitioner stopped and escalated an unsafe 
situation demonstrates the development of a learning culture, where individuals see value in 
sharing safety issues and trying to proactively solve them. 

Encourage self-reporting. Those who receive and act on error reports must earn the trust 
of reporters and prove that the program is sensitive to reporters’ concerns, particularly fear of 
punishment or undue embarrassment for making and reporting errors. Use reports of errors and 
close calls to assess system performance, not staff performance. An increased number of self-
reports may indicate that staff feel safe sharing experiences that have happened to them to avoid 
reoccurrence or the potential for the error reaching a patient the next time.

Educate reporters to include contact information. Anonymous reports can be a barrier to 
understanding root causes, contributing factors, and behavioral choices since communication with 
the reporter for additional information is not possible. Coach staff about how anonymous reports 
can represent a missed opportunity. Explain to staff how the organization learns from errors to 
improve systems and processes and encourage them to include their contact information to ensure 
a thorough investigation is completed. An increase in anonymous reporting might indicate staff 
are afraid to report due to fear of a punitive response from leadership. Organizations that operate 
within a Just Culture have created an open and learning reporting environment in which staff are 
comfortable in raising their hand when they have observed a hazard or cut a corner to achieve an 
organizational goal, or will self-report when a mistake has been made (www.ismp.org/node/670).

Enhance safety culture survey participation. Use results from surveys of the hospital’s safety 
culture to gauge the level of psychological safety perceived regarding error reporting. Take the time 
to understand staff’s perceptions and identify an appropriate organizational response to improve 
the culture. Focus efforts on increasing safety culture survey response rates and improving scores.

operations (e.g., order verification, 
dispensing) providing less time for quality 
activities such as prevention and analysis 
of medication errors. Ultimately, the 
unfortunate downstream impact is less 
time for medication safety oversight.  

ISMP is calling on healthcare leaders to 
allocate resources to curb the pharmacy 
technician shortage to prioritize medication 
safety. ASHP has several resources 
available online (www.ismp.org/ext/1251).

> Call to Action — continued from page 1

Figure 1. The barcode that identifies B. Braun’s heparin 
25,000 units/250 mL is under a crimped seam on the 
clear overwrap, making it impossible to scan the 
barcode without first removing the bag.
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VIZIENT members - receive $150 off of the full registration price for any Medication Safety Intensive (MSI) workshop in 2023.  Use coupon code: VIZMSI2023. Workshop must 
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Maximize the use of technology. Define and monitor organizational expectations as it relates 
to data collection for technology utilization, such as increased barcode scanning compliance (e.g., 
pharmacy, nursing), reduction in automated dispensing cabinet overrides, and increased use of 
smart pump dose error-reduction systems and pharmacy intravenous workflow management 
systems. Engineer these technology systems to prevent workarounds, bypasses, or alternative 
mechanisms which counter their effectiveness in preventing errors.  

Quantify system changes. Keep track of the system-based problems that have been uncovered 
and the corresponding efforts and strategies employed to reduce the risk of errors and patient 
harm. While it may be difficult to measure risk avoidance and a reduction in patient harm, a 
reasonable alternative is highlighting the system changes that have been made as a result of 
increasing information shared through the error-reporting system. Develop a process to regularly 
inform staff of actions taken to make the systems safer as a direct result of reporting.

Build a medication safety dashboard. Build your organization’s targets into a medication safety 
dashboard to expedite the processes for analysis and to self-evaluate your medication-use system. 
When presenting dashboard information, identify actions that supported progress and those 
challenges that still exist. 

Monitor and share performance improvement. Establish a cadence for reviewing internal 
metrics (e.g., monthly, quarterly). Report findings to frontline staff, committees, executive leadership, 
and the board of directors, and gather feedback for further improvements. Help committee members 
and executive leadership who are seeking error rate comparisons to understand why there is no 
national comparison. and what can be done instead to demonstrate the movement to a safe and 
reliable medication-use system. Communicate the meaningful impact of implemented changes that 
resulted from error reporting. 

made by B. Braun. Since removing the bag from 
the overwrap shortens the beyond-use date 
of the product, many hospitals store it in the 
overwrap until right before use. The reporting 
hospitals are concerned that without being 
able to scan the barcode when dispensing or 
restocking automated dispensing cabinets, 
this situation increases the potential for errors 
with this high-alert medication. 

We have contacted B. Braun numerous 
times and have written about this issue on 
several occasions, most recently in our June 
1, 2023 newsletter. The US Food and Drug 
Administration (FDA) intends for barcodes 
to be on the outside container or wrapper 
of medication as well as on the immediate 
container, unless the barcode is readily visible 
and machine-readable through the outside 
container or wrapper (www.ismp.org/ext/266, 
see question/answer #14); however, this 
requirement is not always followed. This is 
a longstanding problem that B. Braun told us 
they would address—years ago. They need to 
address this issue once and for all, especially 
with high-alert medications such as intra-
venous anticoagulants like heparin. They need 
to ensure their products meet safety standards 
before distributing them to healthcare facilities 
for patient use. If the crimped seam was over 
the back of the bag, there would be no problem 
scanning the barcode. Pharmacies should 
test product barcodes in the pharmacy before 
distributing the products to patient care units. 
Organizations should monitor barcode issues 
and consider alternative products, when 
possible. 
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Virtual MSI workshop
Don’t miss the opportunity to register for our last ISMP Medication Safety Intensive (MSI) 
workshop in 2023. The unique 2-day virtual program will be held November 30 and December 
1, 2023. For more information and to register, please visit: www.ismp.org/node/127.

ISMP symposium at ASHP
Join ISMP at the 2023 ASHP Midyear Clinical Meeting in Anaheim, CA, for a FREE symposium, 
Leveraging IV Robotics to Optimize Sterile Compounding Practices to Improve Safety. 
The symposium is supported by Omnicell, and will be held on December 6, 2023, from 11:30 
am – 1:00 pm PST. For more information and to register, visit: www.ismp.org/node/101371. 

ISMP program at PGA77 annual meeting
If you are attending the PostGraduate Assembly in Anesthesiology (PGA) 77 annual meeting 
in New York, register for a FREE ISMP symposium, Improving Medication Safety, Costs, 
and Patient Outcomes, which is supported by Fresenius Kabi. The symposium will be 
held on December 9, 2023, from 12:00 – 1:00 pm EST, and lunch will be provided. For more 
information and to register, visit: www.ismp.org/node/102770.

Tubing misconnection survey
Are you a clinician who has experience with an actual event or close call related to a tubing 
misconnection? Please take about 5 minutes to complete the anonymous survey (www.ismp.
org/ext/1273) conducted by a group of Global Enteral Device Supplier Association’s (GEDSA) 
clinical advisors. Your insights are invaluable in making healthcare safer for all.
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Join us on Tuesday evening, December 5, 2023, at 6:00 pm for the 
ISMP 26th Annual Cheers Awards at the House of Blues in Anaheim. 
The awards will showcase medication safety stars who have set the 
tempo when it comes to developing innovative strategies that 
ensure progress. 

You can help honor this year’s Cheers Award winners by attending 
the awards dinner and/or supporting the event. Your participation 
helps bring attention to safety advances and enables ISMP to continue 
the core of its lifesaving work – preventing medication errors. 
For support opportunities and/or to register for the dinner, 
please visit: www.ismp.org/node/83407

ISMP Activities at the 2023 ASHP Midyear MeetingISMP Activities at the 2023 ASHP Midyear Meeting

Visit us at booth #621Visit us at booth #621
© 2023 ISMP

Workshop (registration required) 
Thursday, November 30 & Friday, December 1 
Medication Safety Intensive 
7:30 am – 4:30 pm ET 
Virtual format 
To register, visit: www.ismp.org/node/76170

Symposium (at Anaheim Convention Center North) 

Wednesday, December 6 
Leveraging IV Robotics to Optimize Sterile 
Compounding Practices to Improve Safety 
11:30 am – 1:00 pm PT, Doors open at 10:45 am 
Room: 161, 100 Level 
To register, visit: www.ismp.org/node/101371

Educational Sessions with ISMP Speakers 
(at Anaheim Convention Center) 
Sunday, December 3 
2023 Health Technology and Patient Safety Hazards: 
Are You Playing at the TOP of Your Game? 
4:00 pm – 5:00 pm PT 
Room: 204b, Level 2

Tuesday, December 5 
ISMP Medication Safety Update 2023 
2:00 pm -3:00 pm PT 
Room: 207b, Level 2

Wednesday, December 6 
Look Outside! Safety Risks Outside 
the Pharmacy Walls 
8:00 am – 9:15 am PT 
Room: 204b, Level 2

Guest Speaker:
RaDonda Vaught, a former nurse 
who is a passionate advocate for 
system-based medication safety 
and second victims of errors

Lifetime Achievement 
Award Winner:
Susan D. Scott, PhD, RN, CPPS, FAAN
Nurse Scientist/Adjunct Associate 
Professor, University of Missouri Health 
Care/Sinclair School of Nursing

Tuesday, December 5, 2023Tuesday, December 5, 2023
House of Blues – Anaheim
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