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Background: Technology-related errors (TREs) occur from the design, functionality or use of electronic health
records (EHRs). However, system managers require an effective means of prioritising EHR optimisation activities.
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Objective: To identify priority areas for EHR optimisation to reduce technology-related prescribing errors at two
paediatric hospitals using quality improvement methods.
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Figure 2. Pareto chart of the underlying mechanisms of
technology-related prescribing errors at two paediatric
hospitals
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Conclusion

Understanding the relative contribution of the underlying mechanisms of TREs can assist in prioritising EHR optimisation
activities. This study suggests underlying mechanisms such as errors in order sentences was a low-hanging fruit that, if
addressed, would mitigate a large portion of errors. Recommendations are available in the Health Innovation Series on
e-Medication Safety.
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