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We’ve done lots of columns on the negative impact of distractions and interruptions on 

patient safety. Our most recent column on distractions and interruptions (see our August 

30, 2016 Patient Safety Tip of the Week “Can You Really Limit Interruptions?”) 

summarized some of the evidence-based interventions used to minimize the negative 

impact of interruptions and distractions. 

 

But not all interruptions are detrimental. In fact, many interruptions alert healthcare 

personnel to urgent patient care needs and have a positive impact on patient safety. The 

key, therefore, is determining which interruptions are potentially beneficial and avoiding 

the ones that are likely detrimental. 

 

A new study, using a mixed methods approach, sought to help differentiate the “good” 

interruptions from the “bad” ones (Myers 2016). They found that, on average, nurses 

were interrupted every 11 min, with 20.3% of their workload triggered by interruptions. 

Those figures are comparable to most other studies on nursing interruptions. They then 

developed a statistical model which showed that alarms and call lights returning nurses’ 

attention to the patient outside the patient room are beneficial, while interruptions in the 

patient room are generally detrimental. Beneficial interruptions are those that return the 

nurse’s focus to the patient and those supporting patient-clinician and clinician-clinician 

communications. 

 

Another timely paper has good suggestions regarding ways to minimize detrimental 

interruptions (Bravo 2016). The authors combined data from 2 of their previous studies 

comparing medication passes without recorded interruptions or distractions to those 

which had interruptions and/or distractions. Of those patients, the average number of 

interruptions/distractions was 1.4 per patient. The interruptions were dichotomized into 

“routine” or “urgent”. The “urgent” interruptions comprised 8.3% of the total number of 

interruptions. 

 

In the studies by Bravo et al. the most frequent sites of interruptions were the bedside 

(46%) and medication room (27%). At the bedside, the types of interruptions were need 

for patient and/or family education, patient request for toileting assistance, and 

coordination of patient schedules with other members of the health care team. 

Problematic in the medication room was miscellaneous banter by other nurses unrelated 

to medication administration protocols. The third most common site for interruptions was 
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the hospital unit (13.5%) and an example given was a nurse moving toward a patient 

room to administer medications being interrupted by another healthcare provider to give 

additional patient orders or to clarify patient status. Initiators of the interruptions were 

other nurses (43%), other members of the healthcare team (25%), patients (18%), and 

family/visitors (7.6%). 

 

The Bravo article focuses on two key strategies to minimize the risk of distractions and 

interruptions: 

 Use of a programmed script 

 Use of the “3 D’s” 

 

The programmed script, as exemplified in a study from Duke (Williams 2014), should 

include a statement about the need to avoid unnecessary interruptions during medication 

administration as a patient safety feature and should also include clear language to assure 

patients/families that their needs and concerns are still important. 

 

The “3 D’s” are “DEFLECT”, “DEFER”, and “DETERMINE”. Deflection is 

modifying or managing the need so it is no longer an issue for the patient/family. 

Deferring is briefly postponing something that will be handled later by the nurse (and 

communicating this to the patient). Determining is seeing if someone else can safely 

assist with the patient need. 

 

A third key strategy is coordinating other patient care with the medication administration 

process. For example, one of the commonest interruptions is patient requests for 

assistance in toileting. So a strategy might be to ask a care assistant to attend to the 

patient’s toileting needs. We’ve also noted how hourly rounding programs can help 

attend to such needs so a nurse would not be interrupted during medication rounds. 

 

Bravo et al. also recommend asking patients about their preferred liquid for taking oral 

medications. In our August 30, 2016 Patient Safety Tip of the Week “Can You Really 

Limit Interruptions?” we noted nurses having to stop and get water or a cup for the 

patient as a frequent source of interruptions. So knowing ahead of time how to facilitate a 

patient taking an oral medication and having the appropriate supply available can help 

minimize such a distraction or interruption. 

 

Interestingly, the Bravo article does not focus on reduction in phone calls, an intervention 

important in the study by Flynn et al (Flynn 2016) noted in our August 30, 2016 Patient 

Safety Tip of the Week “Can You Really Limit Interruptions?” and in the Duke study 

(Williams 2014). 

 

We again refer you back to the article by Flynn et al (Flynn 2016) that did an excellent 

job of summarizing the literature on interruptions and their impact on medication 

administration and chronicling those interventions which are evidence-based: 

 Hourly patient rounds 

 Scripts for triage of phone calls 

 Protected time for passing medications without interruptions 
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 Signage to remind staff to limit interruptions 

 “No interruption zone”/“quiet zone” established in medication rooms 

 Phone calls to nurses limited during medication administration 

 Nurses don visible wear as a nonverbal cue that they are administering 

medications and are not to be disturbed 

 Distribution of patient/family education materials about limiting interruptions 

during medication administration 

 

The Flynn article nicely outlines in tabular form with annotations the numerous studies in 

the literature on the impact of interruptions. 

 

And we’d like to remind all again about an important point that dovetails with the 

discussion of beneficial vs. detrimental interruptions. Most studies on interruptions 

during the medication administration process use only the medication error rate as the 

patient outcome parameter measured. The total adverse event rate should also be reported 

in such studies to ensure that the interventions do not have unintended consequences on 

aspects of care other than medication safety.  

 

 

 

Prior Patient Safety Tips of the Week dealing with interruptions and distractions: 

 August 25, 2009  “Interruptions, Distractions, Inattention…Oops!” 

 November 3, 2009  “Medication Safety: Frontline to the Rescue Again!” 

 December 15, 2009  “The Weekend Effect” 

 May 4, 2010   “More on the Impact of Interruptions” 

 October 12, 2010  “Slowing Down in the OR” 

 March 8, 2011  “Yes, Physicians Get Interrupted Too!” 

 July 31, 2012   “Surgical Case Duration and Miscommunications” 

 August 28, 2012 “New Care Model Copes with Interruptions Better” 

 November 27, 2012  “Dealing with Distractions” 

 April 16, 2013  “Distracted While Texting” 

 May 21, 2013  “Perioperative Distractions” 

 July 1, 2014  “Interruptions and Radiologists” 

 November 2014  “More Radiologist Interruptions” 

 March 17, 2015  “Distractions in the OR” 

 July 21, 2015   “Avoiding Distractions in the OR” 

 August 30, 2016  “Can You Really Limit Interruptions?” 
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