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• Survey of pediatric & adult patients and caregivers 

• 30 questions, 4 open-ended asking about experiences 

with Undesirable Events 

• 246 responses (response rate = 77.6%)

METHOD

Patients and caregivers conceptualize medical errors more 
broadly than clinicians.  

To capture their perspective, we use the term ‘Undesirable 
Event’, which we define as✝:  
• A small or a big concern 

• Unpleasant or caused harm 

• Could have been avoided

RETHINKING ERRORS AS UNDESIRABLE EVENTS

CONCLUSIONS

Figure 1. Diagram showing the relationship between types of Undesirable Events and outcomes 
that participants described in their survey responses. Patients and caregivers identified many 
quality and safety issues (e.g., Not Being Heard, Lack of Empathy) that go beyond the traditional 
clinical concepts of 'medical errors’ and ‘harm’.

Figure 2. Chart showing the information needs of patients and caregivers during their experience 
with Undesirable Events. Patients wanted to know information about their daily schedule and care 
team, while caregivers favored more detailed information about the care plan. 

• Our open-ended survey questions gave inpatients and 

caregivers the opportunity to describe Undesirable 

Events in their own words 

• We identified new types of events and outcomes that 

are not traditionally considered ‘medical errors’ 

• Patients and caregivers have several unmet information 

needs that limit their engagement in error prevention
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INFORMATION NEEDS DURING UNDESIRABLE EVENTS

• Design patient-facing tools that address the unmet 

information needs of inpatients and caregivers 

• Test prototypes and features that increase patient and 

caregiver engagement in hospital safety

How can inpatient and caregiver experiences inform the 
design of useful tools for engagement in hospital safety?

RESEARCH QUESTION


