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PROBLEM. Distracted practice is a growing concern for all healthcare
professionals working in today’s complex, technology-rich, acute care
hospital environment. Distractions are a threat to patient safety, fre-
quently cited as a contributing factor when reporting an adverse event.
The number of new technologies introduced to the healthcare environ-
ment has significantly increased the number of distractions. Shrinking
resources and the resultant time pressure placed on all practitioners has
added to the list of human factors known to be contributing to potential
errors. Delivering safe, quality care in this environment has now become
a daily challenge for all members of the healthcare team. Distracted
practice was found to have no consistent definition in the healthcare
literature.
METHOD. Walker and Avant’s method of concept analysis was used to
develop a preliminary definition and model of distracted practice.
FINDINGS. This analysis includes a definition, characteristics, anteced-
ents, and consequences of distracted practice.
CONCLUSION. More research is needed to fully understand this critical
human experience of distracted practice. With additional knowledge we will
be able to raise awareness and create interventions to reduce its occurrence
among members of the healthcare team. This will positively contribute to
the team’s efforts to keep all our patients safe while in the hospital.

Introduction

Healthcare errors are the sixth leading cause of
death in the United States (American Association for
Justice, 2012; National Quality Forum, 2013).
Medication-related errors are the most frequently
reported healthcare error that occur on a daily basis in
acute care settings (Aspden & Institute of Medicine
[IOM] (U.S.) Committee on Identifying and
Preventing Medication Errors, 2007; Emanuel et al.,
2008). In the United States, medication errors harm
over 1.5 million people and cause over 7,000 prevent-
able deaths annually (American Association for
Justice, 2012; National Patient Safety Foundation,
2013). Costs from these medication errors are esti-
mated to be between $3.5 and $29 billion annually
(Wachter, 2012). The IOM’s report To Err Is Human:
Building a Safer Health Care System (Kohn, Corrigan, &
Donaldson, 2000) and Crossing the Quality Chasm: A

New Health System for the 21st Century were the first to
identify the magnitude of these preventable health-
care errors and are credited with launching the Patient
Safety Movement (IOM (U.S.) Committee on Quality
of Health Care in America, 2001; Kohn et al., 2000).
Today, improving patient safety is a priority area for
everyone on the healthcare team (IOM, 2005).

In situations requiring the cognitive processing of
large amounts of complex, frequently changing infor-
mation, distractions have been found to negatively
impact human functioning (Feil, 2013). Human
factors, including “distraction,” are responsible for
80% of healthcare errors (Pape, 2003; Sitterding,
Broome, Everett, & Ebright, 2012). One example of
this occurs in medication management. Distractions at
any point in the medication process are frequently
cited as increasing error and negatively impacting
patient safety. The medication process in the acute
care setting begins on admission with reconciliation of
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the medications the patient was taking at home and
includes the initial orders of medications prescribed for
the patient while in the hospital. Each medication,
once ordered, goes through the process of transcrip-
tion, dispensing, preparation, administration, and
documentation. Medication reconciliation is again
completed with any transfer in level of care and also at
discharge to include all appropriate prescriptions and
instructions for the medications the patient will con-
tinue taking at home. Safe and effective medication
management requires coordination of the healthcare
team and includes the ordering practitioners, nurses,
and pharmacists. Distracted practice at any point in
the process may result in an error. Mayo and
Duncan (2004) surveyed 983 nurses who identified
distractions as ranking second on the top 10 list of
causes for error, the first being poor physician hand-
writing (Mayo & Duncan, 2004). Westbrook, Woods,
Rob, Dunsmuir, and Day (2010) found that each inter-
ruption during the medication process was associated
with a 12.1% increase in procedural failures and a
12.7% increase in clinical errors (Westbrook et al.,
2010). Biron, Lavoie-Tremblay, and Loiselle (2009)
reviewed 23 studies whose investigators reported dis-
tractions to be the precursor to interruptions with a
60% increase in medication administration errors
when the nurse is interrupted during the preparation
phase. Intervention studies conducted to decrease dis-
tractions and thereby improve safety and reliability
during the medication administration process have
shown promise. In a study that focused on six safety
practices including protecting the process from distrac-
tions and interruptions, Kliger, Blegen, Gootee, and
O’Neil (2009) demonstrated an increase in the reliabil-
ity of the medication administration process from 85%
at baseline to 96% at 18 months. Pape et al. (2005)
used focused protocols, signage, and teamwork to sig-
nificantly reduce mean scores of distractions experi-
enced by nurses during medication administration
from 42 at the beginning to 31 at the end of the study.

Today’s hospital environments are filled with
copious distractions. Patients’ families, visitors, and
staff from multiple disciplines can be a source of dis-
traction to anyone working to provide safe inpatient
care (Trbovich, Prakash, Stewart, Trip, & Savage, 2010).
In addition, the continuous introduction of new tech-
nological devices being implemented to further assist
nurses in safely monitoring and caring for their patients
can increase distractions. Communication with col-
leagues and coworkers via smart phones and other
handheld devices have become the norm. At the same

time, these devices are responsible for diverting some of
the attention that may be needed to safely complete our
current work (Feil, 2013; Hohenhaus & Powell, 2008;
Ross, 2013). Individuals also utilize their personal
smart phones while at work to stay in contact with
family and friends through texting and social media
(Booth, 2012; Nguyen, 2012; Richtel, 2011; Ross,
2013). The actual impact of all these distractions on our
practice and ultimately on patient safety is unknown
and needs to be determined.

Aim

The first step in studying distracted practice is to
define it. The purpose of this analysis is to define
distracted practice by examining its attributes and
characteristics utilizing Walker and Avant’s (2011)
method of concept analysis. Sample cases from current
practice in patient safety will be used to illustrate the
concept and assist in the development of an opera-
tional definition. This analysis of distracted practice
will facilitate an understanding of the concept in
health care and its broad implications for patient
safety.

Background

The healthcare industry has been challenged to
improve safety while reducing cost (Sherwood &
Barnsteiner, 2012). This challenge has resulted in
pressure to render care to more patients in less time.
Additionally, healthcare systems are incorporating
many new technological products and devices into the
provision of patient care. Many come with data dis-
plays and alarm capabilities that claim to foster effi-
ciency, lower costs, and improve patient safety, while
at the same time possibly increasing distractions (Feil,
2013). New technologies may only be part of the
reason healthcare workers identified distractions as a
precursor to an error when they reported an adverse
event or a near miss (Biron et al., 2009). The actual
source or cause of the distraction in each situation
currently remains unknown, as this information is not
collected as part of the analysis of the event. For
example, two adverse event reporting software pro-
grams, Corporate Systems Self-Insurance Technology
and Resource System or CS STARS, and Radical Logic
Technologies Inc. (or RL Solutions), commonly used
in hospitals to capture data on medication events,
include distractions in their lists of contributing factors
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for reporters to choose from but do not require the
reporter to identify the actual source of the distraction.

Of significant note is the lack of a consistent defi-
nition of what constitutes a distraction. Without a
clear definition, it is not possible to measure the
various causes of distractions in clinical practice or
their impact on individual practice and patient safety.
In addition, the term distraction is often confused with
or used synonymously with the term interruption
(Beyea, 2007). Although related, these two terms are
distinctly different since distraction refers to continu-
ing to complete the task at hand with some attention
having been diverted (Merriam-Webster, 2013), while
interruption refers to stopping or suspending the
current activity to take on a different task (Brixey
et al., 2007; Merriam-Webster, 2013).

Distractions have been studied extensively in the
aviation and automotive industries. These two fields,
like health care, have enormous responsibility to
protect lives and rely on safe practice to preserve and
maintain public confidence. The Federal Aviation
Administration (FAA), after reviewing a series of acci-
dents, found that flight crews were distracted from
their flying duties by engaging in nonessential conver-
sations and activities. In 1981, the FAA implemented
the Sterile Cockpit Rule. This Crew Resource Manage-
ment rule requires pilots and crewmembers to refrain
from nonessential duties, including extraneous con-
versation, visits to the cockpit by flight attendants,
nonpertinent radio calls, overhead announcements,
and sight-seeing, during critical phases of flight, par-
ticularly takeoff and landing (Sumwalt, 1993).
Recently, in efforts to improve patient safety, the
sterile cockpit rule has been applied to health care in
the acute care setting (Hohenhaus & Powell, 2008). In
their plan to improve medication administration,
Hohenhaus and Powell (2008) recommend limiting
conversation only to the delivery of the medication
and also prohibiting routine distractions from
other team members, thus allowing no unrelated
phone calls or pages to be made or acknowledged
(Hohenhaus & Powell, 2008).

Researchers in both aviation and the automobile
industry have focused on identifying ways to measure
and understand the impact of distraction on different
cognitive functions. For example, analysts in the auto-
motive industry have found that distracted driving is a
significant highway safety threat responsible for more
than 3,000 fatalities and close to 400,000 injuries a
year (Strayer et al., 2013). Eighty percent of crashes
and sixty-five percent of near-crashes involve some

form of driver distraction (California Department of
Motor Vehicles, 2011). This translates to 82 fatalities
and 1,095 injuries due to distracted driving every day.
Researchers have identified three main sources of
driver distraction: visual (eyes off the road); manual
(hands off the wheel); and cognitive (mind off the
task). A review of recently published distracted driving
research was used to develop a framework (Figure 1)
to understand and measure inattention arising from
cognitive sources of distraction while driving a motor
vehicle.

In each of the studies reviewed by Strayer et al.
(2013), it was found that as the level of attention
being diverted from the task of driving increased, the
risk of crashing also increased. This series of experi-
ments led to the development of the cognitive
distraction scale that measures the level of cognitive
distraction associated with crash risk (Strayer et al.,
2013).

The knowledge gained from this research provides a
preliminary framework (Figure 2) for studying dis-
tracted practice. The model suggests that distracted
practice may be influenced by the personal cognitive
resources that are available to perform an ongoing
task/activity. Cognitive resources may be influenced

Figure 1. Cognitive Workload, Cognitive
Distraction and Crash Risk (Strayer
et al., 2013, used with permission)

Mental resources required to perform a task

Diversion of mental resources from
driving in dual-task conditions

Impairments to driving from
dual -task performance

Increased
Crash Risk

Cognitive 
Distraction

Cognitive
Workload

Figure 2. Distracted Practice in Health Care

Mental resources remaining after current
physical and emotional factors are considered 

Mental resources required to effectively perform a task

Diversion of some available mental 
resources from current practice activity

Impaired attention to 
practice from limited 
cognitive resources

Cognitive
Workload

Cognitive
Distraction

Increased
Error Risk

Available 
Cognitive
Resources
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by both physical and emotional factors such as illness,
pain, knowledge deficit, lack of experience, anxiety,
grief, time pressure, and personal issues. The cognitive
workload needed to perform a task is impacted by the
available cognitive resources. Clearly, these resources
will vary from person to person, and for each indi-
vidual, these resources may vary from day to day. The
cognitive resources available then influence the cog-
nitive workload needed to perform a task.

Likewise, the cognitive workload will vary greatly
by individual and situation. Cognitive distractions are
more likely to occur when there is a poor match
between the cognitive resources available and those
required to correctly perform a task or skill. When this
“miss-match” occurs, there is a higher likelihood that
an error will ensue, possibly affecting patient safety.

Review Methods

A review of the healthcare literature for the term
“distracted practice” was carried out in PubMed,
CINAHL, and Google Scholar for the years between
2008 and 2013. Twenty-seven studies were identified
in PubMed that included distractions or practice.
However, a review of these articles did not yield any
studies related to distracted practice or provide a defi-
nition of this concept. A search for the term “distracted
practitioner” yielded two studies related to driving.
Similar searches carried out in CINAHL and Google
Scholar did not yield any studies that defined the
concept of distracted practice in health care. No defi-
nition of distracted practice was found in articles of
distracted doctoring (Ross & Forgie, 2012) or dis-
tracted nurses (Westbrook et al., 2010).

To focus on distracted practice and develop a defi-
nition for use in this analysis, it is important to under-
stand the terms distract, distracted, distractions, and
practice. Each of these terms will be defined below.

Distract

Merriam-Webster (2013) identified distract as a
Middle English word that comes from the Latin word
distractus, a past participle of distrahere, which means to
draw asunder or apart, to turn aside, and was first
used literally and figuratively in the fourteenth
century; “to throw into a state of mind in which one
knows not how to act” (Harper, 2014). Distract means
to “draw or direct one’s attention to a different object
or in different directions at the same time”
(Merriam-Webster, 2013).

Distracted

Distracted means “unable to think about or pay
attention to something, unable to concentrate, men-
tally confused, troubled or remote, maddened or
deranged especially by grief or anxiety” (Merriam-
Webster, 2013).

Distraction

The word distraction was first used in the mid-
fifteenth century and comes from the Latin word
distractionem, which means a “pulling apart, separat-
ing,” a noun of action meaning “mental disturbance”
(Harper, 2014). According to Merriam-Webster
(2013), distraction is “. . . the act of distracting or the
state of being distracted; especially mental confusion”
(Merriam-Webster, 2013). A distraction is “something
that makes it difficult to think or pay attention; some-
thing that amuses or entertains you so that you
do not think about problems, work, etc.; a state
in which you are very annoyed or upset”
(Merriam-Webster, 2013). Synonyms include agita-
tion, bewilderment, discombobulation, and diversion.
Antonyms include certainty, serenity, calmness, and
tranquility (Merriam-Webster, 2013).

In the healthcare literature, distraction is frequently
cited as a factor that reduces efficiency and productiv-
ity, contributes to errors, and negatively impacts
patient safety (Brixey et al., 2007; Feil, 2013; Kliger
et al., 2009; Pape et al., 2005). Flynn et al. (1999)
looked at the impact of interruptions and distractions
on dispensing errors in an ambulatory pharmacy,
defining distractions as “stimulus from a source exter-
nal to the pharmacist that was not followed by cessa-
tion of activity but by the pharmacist continuing
productive efforts while responding in a manner that
was observable” (Flynn et al., 1999, p. 1321). A study
on a medical intensive care unit found distractions and
interruptions occurring every 5:10 (five minutes and
10 seconds) and often preceding an error, with clinical
distractions being responsible for 43% of medication
errors (Collins, Currie, Bakken, & Cimino, 2006). In a
study investigating innovative approaches to reducing
distractions during medication administration, Pape
et al. (2005, p. 109) defined distractions to include
“. . . anything that draws away, diverts, or disturbs
attention from achieving a goal.” The definition of
distraction guiding this analysis is as follows: diversion
of cognitive resources that draws some attention away from
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your current activity (primary focus), making it difficult to
think clearly, focus, or pay attention.

Practice

The word practice comes from Old French pratiser,
which means “to practice,” as an alteration of
practiquer from Medieval Latin practicare, which means
“to do, perform, practice” (Harper, 2014). Practice is
also derived from Late Latin practicus, which means
“practical,” and from Greek praktikos, which means
“practical” which, in the early fourteenth century,
means “to do, act,” and in the early fifteenth century
means “to follow of employ; to carry on a profession,”
especially medicine (Harper, 2014).

Practice means “to carry out or apply or to do or
perform often, customarily, or habitually; to perform
or work at repeatedly so as to become proficient” or
“to be professionally engaged in the continuous exer-
cise of a profession” (Merriam-Webster, 2013). In
health care, the term practice refers to the role an
individual is performing, such as nurse, physician, or
pharmacist. Individual practice is governed by licen-
sure and the scope of practice the license permits one
to do. In addition to one’s license, an organization
grants privileges to individuals to practice. The orga-
nization has bylaws that further guide an individual’s
practice. Organizations also have policies and proce-
dures used to guide and evaluate the performance of
all staff, both licensed and unlicensed personnel, in
carrying out the duties and responsibilities of their
position. The definition of practice that will guide this
analysis is the following: the acceptable performance
(according to standards and competency) of the duties and
responsibilities associated with the position one is to perform.

Results

Based on the preceding definitions, the following
definition of distracted practice will be used to guide
this analysis: Distracted practice is the diversion of a
portion of available cognitive resources that may be
needed to effectively perform/carry out the current
activity. Distracted practice is believed to compromise
patient safety and increase the risk of error (Feil,
2013).

Examples of distracted practice from clinical expe-
rience include the following:

• Conversing with colleagues, patients, and/or fami-
lies, in person or on the phone, while continuing to

perform a clinical task such as documenting, prepar-
ing medications, carrying out orders, or caring for a
patient

• Reading and replying to text messages on handheld
devices during patient care rounds or during a
procedure

• Thinking about something else other than the
current task at hand.

Defining Attributes

According to Walker and Avant (2011), defining
characteristics and attributes of a concept are those
that occur over and over again and allow one to dif-
ferentiate a specific phenomenon from a related or
similar one. There are four key defining attributes of
distracted practice: (a) it is an individual human expe-
rience; (b) the individual must be aware of a stimulus
drawing away his or her full attention; (c) the indi-
vidual continues to carry out the same activity
without suspension to take on another activity; and
(d) the experience occurs within a specific context or
practice setting.

Distracted Practice: A Human Experience

Being distracted is a “normal” human experience.
For care providers, distracted practice may result in a
loss of focus, with the potential to compromise patient
safety. In healthcare settings, there are high levels of
distraction posing continual threats to patient safety
(Feil, 2013). In an effort to improve patient safety, new
technologies have added to the types and numbers of
distractions in the healthcare arena over the last
decade (Sherwood & Barnsteiner, 2012). In their
article entitled “Devastatingly Human: An Analysis of
Registered Nurses’ Medication Error Accounts,”
Treiber and Jones (2010) interviewed 158 nurses who
had self-reported a medication error. They found the
nurses to be the more experienced staff who believed
their safe practice would prevent them from making
errors (Treiber & Jones, 2010). Despite the safe prac-
tices of experienced nurses, unfortunately, poor
system design and systems failures frequently lead to
an adverse event (Sherwood & Barnsteiner, 2012).
Regardless of the cause of the error, part of being
human is making mistakes, and adverse events are
always experienced by the human practitioners
involved (Sherwood & Barnsteiner, 2012). When dis-
tracted practice contributes to an error resulting in
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harm to a patient, the individual and/or team of prac-
titioners involved may experience a variety of human
feelings and emotions ranging anywhere from shock,
denial, and disbelief, to embarrassment, guilt, and
shame (Jones & Treiber, 2012; Sirriyeh, Lawton,
Gardner, & Armitage, 2010; Treiber & Jones, 2010).

Distracted Practice: Aware of a Stimulus

Distracted practice is the result of a stimulus that
can be either external or internal to the individual. An
external stimuli involves one of the senses: visual,
auditory, olfactory, or tactile. External sources of
stimuli may be observable and measureable by the
researcher. The stimulus can also be internal, involv-
ing cognitive processes, such as mind wandering, day-
dreaming, or any intrusive thought unrelated to the
current activity or task. Extreme stress, anxiety, and
grief are known to affect concentration and effect
short-term memory (Parkes, 1998). Researchers have
found that stress causes dramatic changes in our brain
and is linked to scattered memory and emotions, all of
which may trigger frequent thoughts unrelated to the
task at hand, causing further distraction (Ghosh,
Laxmi, & Chattarji, 2013; Matta, 2014). An internal
stimulus experienced by the individual is generally not
directly observable by the researcher.

Distracted Practice: Continues Carrying Out the
Current Activity

Despite the external or internal stimulus reducing
the available cognitive resources, the individual con-
tinues to carry out the current activity without sus-
pension or interruption. This clearly differentiates a
distraction from an interruption. The stimulus diverts
a portion of the individual’s available cognitive atten-
tion that may be needed and/or required to effectively
complete the current task without error. An example
of continuing to carry out the current activity comes
from a recent survey of perfusionists. Half of the 439
individuals surveyed admitted to accessing the Inter-
net, texting, or attending a nonmedical-related call
while their patient was on bypass, although they rec-
ognized that this was not a safe practice (Ross, 2013).

Distracted Practice: Positioned Within a Context or
Practice Setting

Distracted practice occurs within the context of a
practice setting or location. The context includes the

surroundings, circumstances, environment, and
working conditions of a specific geographical location,
type of organization, department, and exact location
or patient setting (Brixey, 2010). Some contextual
factors mentioned in the literature include, but are not
limited to, unit design, patient volumes, staffing pat-
terns, workloads, staff experience and expectations,
policies, procedures, safety culture, and barriers to
efficiency. The context helps clarify the situation in
which an individual’s practice takes place. In dis-
tracted practice, understanding the context in which
an event occurs will assist in identifying opportunities
for prevention of error and improvement in quality of
care delivery and patient safety.

For example: A nurse files an adverse event report
stating she gave the wrong medication to her patient.
In determining what took place, the context in which
the event occurred must be understood. On review of
the incident, it became apparent that the error
occurred on the 3–11 p.m. shift on a 24-bed medical/
surgical unit in an acute care academic medical center.
The usual staffing pattern for the evening shift was six
registered nurses (RNs) and two patient care assistants
(PCAs). On this evening the unit had 23 patients,
there were still four patients to be discharged, and
there were three patients expected from the Post
Anesthesia Care Unit (PACU) and one admission
coming from the emergency room. There were five
RNs and three PCAs for the shift. In addition to being
unable to replace the RN sick call one RN had recently
completed orientation, and this was her first shift
directly unsupervised by another RN. In addition to
being in charge, the resource nurse took a patient
assignment to equitably distribute the workload.
During the shift, she administered a medication to the
wrong patient. She was the one who filed the incident
report. This description enables the reviewer to fully
understand the context in which the adverse medica-
tion event took place.

Antecedents

According to Walker and Avant (2011, p. 171)
“. . . antecedents are those events or incidents that
must occur or be in place prior to the occurrence of the
concept.” There are two antecedents in distracted
practice: (a) being engaged in a specific task or work
activity, and (b) a stimulus occurring. It is important to
note that a decrease in the cognitive resources avail-
able to perform a job-related task/activity can result in
distracted practice.
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Consequences

According to Walker and Avant (2011), conse-
quences are the outcomes of a concept. The conse-
quences of distracted practice include, but are not
limited to, the following: tasks left uncompleted,
extended time required to complete a task, missed
information, inaccurate information, and errors. The
consequences of distracted practice can be grouped
into three major categories: (a) completion of task
without error; (b) identification of a potential error
with corrective actions taken prior to reaching the
patient; (c) error occurs and reaches the patient.
Finally, the consequences of an error can range from
no harm to severe harm or even death.

The relationships between the antecedents, attri-
butes, and consequences of distracted practice are
demonstrated in Figure 3. This model will be used to
guide the proposed research study on distracted
practice.

Empirical Referents

Empirical referents are the happenings that demon-
strate the existence of a concept by their presence
(Walker & Avant, 2011). Empirical referents are “. . .
the means by which you can recognize or measure the
defining characteristics or attributes” of a concept
(Walker & Avant, 2011, p. 168). They provide the
clinician or researcher with clear, observable phenom-
ena by which to determine the existence of the

concept in particular clients. There are currently no
measures of distracted practice. Direct observation and
description are needed. Distracted practice will be
identified by observing a clinician perform a clinical
task or duty while also engaged in doing something
else. Observable examples include, but are not limited
to, the following:

• Conversing with colleagues, patients, and their
families, in person or on the phone, while docu-
menting, preparing medications, carrying out
orders, administering medications, or performing
any task

• Reading and replying to text messages during
patient care rounds or during a procedure in which
the clinician is administering medications

• Eating while transcribing or documenting.

Unobservable examples include, but are not limited
to, the following:

• Clinician exhaustion
• A clinician self-reporting thinking about other

things while carrying out the task at hand
• A clinician without the cognitive resources to carry

out a specific task
• A clinician who is experiencing cognitive overload.

These identified clinical referents can be used to
quantify distracted practice by measuring the
following:

Figure 3. Antecedents, Attributes, and Consequences of Distracted Practice

Distracted Practice
Attributes:

Human experience
Aware of stimulus
Continuesto perform activity
Within a context or setting

Consequences

Completed task
No error

Near Miss
Error caught

ERROR:
reaches the patient
determine degree

of harm from none 
to death

Antecedents:
Available cognitive resources
Engaged in practice activity

Cognitive workload
Stimulus occurs
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• The frequency of occurrence of distracted practice
• The number of times an individual is distracted by a

stimulus while performing a task
• The length of time individuals take to complete

certain tasks during which they are distracted
• Evaluating reported adverse events, near misses,

or errors citing distractions as a contributing
factor to determine if it was due to distracted
practice.

The above listed empirical referents assigned to dis-
tracted practice demonstrate that the concept can be
measured both qualitatively and quantitatively. This
will be useful for researchers when selecting a design
to study distracted practice.

Model Case

A model case is a pure case of the concept and
demonstrates all the defining attributes (Walker &
Avant, 2011). The following example has been
adapted from real-life experience.

It is a typical night shift on a 26-bed surgical unit in
an academic medical center. There are six new post-
operative patients who were transferred from the
PACU on the day and evening shifts. There are five
RNs and two PCAs to care for the 25 patients currently
on the unit. The regular staff are on duty who have
enjoyed working together for the past 5 years.

The first half of the shift is uneventful. At about 3
a.m., one of the postoperative patients begins to hem-
orrhage and is emergently sent back to the OR. At 4
a.m., one of the nurses becomes ill and needs to go
home. The patients are redistributed to the remaining
four staff nurses. One nurse is now in the medication
room preparing pain medication for Mrs. Finch, who
had a total abdominal hysterectomy that morning.
Mrs. Finch had been sleeping and has now awoken
with severe pain. The order is for morphine sulfate,
2 mg, intravenously (IV), every 3 hr for severe pain.
While the nurse is in the medication room, a patient
arrives from the emergency department for admission
to the unit. The other three nurses on the floor are
busy with other patients, and no one is available at the
moment to take report. The nurse in the medication
room can overhear the emergency department staff
nurse on the phone talking to the nursing supervisor
and expressing a great deal of displeasure that “. . . no
one is able to take report or assist me with transferring
Mr. Smith into 252 bed A.” The nurse continues pre-
paring the medication for Mrs. Finch. Once completed

she leaves the medication room and walks down the
hall. She enters the correct room and administers the
IV morphine to the patient in bed A; however, Mrs.
Finch is in bed B.

The nurse manager spoke with the nurse following
the event. The nurse stated she was engaged in the
activity of preparing a medication when she overheard
the distressful phone conversation. “We understand
the Emergency Department is busy, but they think
they are the only unit that is! I wish they would work
with us for a few shifts, then they might understand
how busy we are as well.” She acknowledged continu-
ing to prepare the medication, but feeling “very dis-
tracted,” and realized she was so distracted by the
phone call that she skipped her usual safe practice of
checking patient ID prior to administering any medi-
cation. Being distracted caused her to give the medi-
cation to the wrong patient.

Borderline Case: Interruption

A borderline case includes most but not all of the
defining attributes of the concept undergoing analysis
(Walker & Avant, 2011). An interruption is considered
a borderline case because it is a human experience.
Individuals are aware of the stimulus, and it occurs
within a context or practice setting. However, the indi-
vidual does not continue to carry out the current
activity. A person who is interrupted stops what
he/she is doing to do something else and may or may
not resume the prior activity once the new task has
been completed. The following borderline case of
interruption demonstrates three out of the four defin-
ing attributes of distracted practice.

A 62-year-old female was admitted to the academic
medical center for a laparoscopic cholecystectomy. The
medical history of the patient included atrial fibrilla-
tion, mitral valve prolapse, and several episodes of
thrombophlebitis in her left leg for which she has been
on anticoagulation therapy with warfarin. This
medical center has a computerized physician order
entry system that permits providers to place orders
from their handheld devices as patients are seen
during rounds.

Surgery was completed without complication.
Admission laboratory results indicated that the
patient’s international normalized ratio (INR) was 1.2.
The INR target range for this patient was 2.0–3.0. Later
in the evening of this same day, the resident on the
team increased the daily dose of warfarin from 5 mg to
10 mg per day for 3 days, in an attempt to increase the
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INR to be within the target range. The next morning
on patient rounds, the attending physician told the
resident that the warfarin should be discontinued until
an echocardiogram of the heart and cardiac consulta-
tion had been obtained.

When the attending physician gave the order to
discontinue the warfarin, the resident began to enter it
on her smart phone. While entering the order, a text
message was received from a friend inviting her to an
upcoming party. The resident stopped entering the
order to respond to the text message and accept the
party invitation. The team moved onto the next
patient.

The resident never completed the order to discon-
tinue the warfarin and the patient continued getting
10 mg per day for the next several days.

On hospital day four on morning rounds, the
patient was found to have shortness of breath, tachy-
cardia, and a significant drop in her blood pressure.
With the INR now far above the target range at 8.0,
the patient required emergency open heart surgery to
remove the blood causing hemopericaridum and risk
of tamponade. The patient survived the emergency
surgery, although the hospital stay was extended to 3
weeks, and the patient required discharge to a reha-
bilitation facility before being able to return home.

The resident was interrupted by the text message
that caused her to suspend completing the order. Sus-
pension of the current task is required with an
interruption and continuation of task is required
for distracted practice, thereby differentiating these
concepts.

Related Case

A case related to the concept is similar to the
concept being studied but does not have all the defin-
ing attributes (Walker & Avant, 2011). This related
case demonstrates three out of the four defining attri-
butes of distracted practice.

An 85-year-old woman with newly diagnosed
metastatic breast cancer was admitted to the acute
care facility with pneumonia, chest pain, and possible
myocardial infarction (MI). After several days in the
intensive care unit (ICU), the MI was ruled out and
she was transferred to a medical unit for completion of
intravenous antibiotic therapy. Chemotherapy was
scheduled to begin on an outpatient basis once she
was discharged home.

On day two on the medical unit, the patient com-
plained of nausea, and intravenous ondansetron

(Zofran) was ordered. Approximately 12 hr after
receiving her first dose, the patient was found unre-
sponsive and in respiratory distress. Stat labs were
drawn and her blood glucose was 28 mg/dL. The
patient had no history of diabetes or hypoglycemia.

The patient was given glucagon and immediately
transferred back to the ICU. Laboratory results showed
an insulin level at the upper end of the reference range
of 1,500 micro-units/mL. Intravenous glucose and
glucagon were continued for several days while her
blood glucose was closely monitored and remained in
the low 40 mg/dL range. She was eventually dis-
charged without any permanent disability from the
adverse event, but her physical condition was weak-
ened, and initiation of chemotherapy was delayed.

An internal review of the incident found that it was
common practice for many nurses on this medical unit
to remove medications from the automated dispensing
device and insulin from the refrigerator and place
them in a portable medication cart to take to the
patient’s bedside. The nurse caring for this patient on
the night of the event worked infrequently and had a
demanding assignment of eight patients. Examination
of her portable medication cart revealed that the
Zofran and insulin had been placed next to each other.
It was presumed that the nurse mistakenly adminis-
tered the insulin for the Zofran. There was no
indication of a stimulus, distraction, interruption, or
awareness that an error took place. Under time pres-
sure, nurses will often create workarounds to com-
plete patient care. Workarounds can compromise
patient safety and lead to errors; however, they differ
from distracted practice.

Conclusion

Research is needed to fully describe the healthcare
team’s characteristics of distracted practice in the acute
care setting, including context, antecedents, stimuli,
and consequences. A model is needed to provide the
foundation for further studies of distracted practice
and their impact on patient safety in the acute care
setting. Taking a healthcare team approach will assist
other researchers to view distracted practice more
broadly. This should result in more comprehensive
studies that take into account the complexity of dis-
tracted practice and the many variables throughout
healthcare settings. This will also optimistically lead to
enhanced patient safety through increased awareness,
as well as improved systems designed to support all
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healthcare personnel as they deal with distracted prac-
tice in the provision of patient care on a daily basis.
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