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Background of Medical Errors

Healthcare facilities should create a sense of trustworthiness and safety. Despite the healthcare systems best efforts, people are injured due to an unorganized and overwhelmed healthcare system. The Institute of Medicine’s legendary report in 1999 stated “at least 44,000 people and perhaps as many as 98,000 people die in hospitals each year as a result of a medical error that could have been prevented” (p. 1). Many different definitions of medical error exist, however the Institute of Medicine Report (IOM) defines a medical error as “the failure of a planned action to be completed as intended or the use of a wrong plan to achieve an aim” (1999, p. 1). A medical error can occur in any healthcare setting in the form of an “adverse drug event, improper transfusion, surgical injuries and wrong site injuries, suicide, restraint-related injury or death, falls, burn, pressure ulcers and mistaken patient identity” (p. 1). A medical error is more likely to develop in an emergency department, an intensive care unit or an operating room (p. 1).

The medical culture that has brought us to the brink of healthcare destruction and distrust is a culture of perfect performance and the mentality of not reporting an error due to fear of disciplinary action.  Before the 1990s, “perfect performance was expected and felt to be achievable through education, professionalism, vigilance and care” (Institute for Safe Medication Practices, 2006). This environment leads to a “fear of retribution, ranging from undue embarrassment, employment and/or licensure termination, drove errors underground” (Institute for Safe Medication Practices, 2006). Because of these overarching themes in medicine, we lost an enormous opportunity to learn from our mistakes and grow. The mid 1990’s brought about a change; health care providers were starting to acknowledge “human fallibility and the impossible task of perfect performance” (Institute for Safe Medication Practices, 2006). Medical errors were starting to be seen as the “result of mental slips or lapses, or honest mistakes that were rooted in system, process, technical, or environmental weaknesses that lay dormant in the organization until errors or proactive assessment efforts brought them to light” (Institute for Safe Medication Practices, 2006). This concept was labeled “blame free” in the medical world. Blame free had its downsides; it does not “confront individuals who willfully make unsafe behavioral choices, knowingly disregarding a substantial and unjustifiable risk that most peers would recognize as being likely to lead to a bad outcome” (Institute for Safe Medication Practices, 2006). Despite these setbacks, a new medical culture is trying to be developed that uses shared accountability, and error reporting without being overly disciplinary.
Costs of Medical Errors to the System

The Institute of Medicine (1999) issued a report showing costs to the system are “estimated to result in total costs (including the expense of additional care necessitated by the errors, lost income and household productivity, and disability) of between $17 billion and $29 billion per year in hospitals nationwide” (p.1). In 2006 the IOM issued another report concerning medication errors stating “for every preventable adverse drug error that took place in a hospital added about $8,750 (in 2006 dollars) to the cost of the hospital stay” (p.1).  The same report states 400,000 medication errors occur in one year (p. 2). These reports sum up the current information available concerning the cost burden of medical errors on health care. The hole of information is profound and should be updated. The tremendous burden of cost is about to get bigger. Medicare no longer will pay a hospital for the added cost associated with finding and removing a foreign body as of October 1, 2008 (Oregon Patient Safety Commission, 2008c, p. 5). Typically these foreign bodies are left in the body during a procedure. In Oregon alone, 50 of these foreign bodies were reported (p. 5).
After an Error Occurs

A ripple effect occurs in the wake of a medical error. The error can affect the family of the patient, friends and co-workers. The patient faces a lack of productivity, loss of quality of life, depression, traumatization and may increase their fear of an error in the future.  A health care provider goes through the same issues after an error and equally powerful emotions are felt. “Physicians felt upset and guilty about harming the patient, disappointed about failing to practice medicine to their own high standards, fearful about possible lawsuit, and anxious about the error’s repercussions regarding their reputation” (Gallagher, Waterman & Ebers, 2003, p. 1005). “Medical errors are unfortunate but an inescapable part of medical practice” (p. 1005).  After all, health care providers are human. Despite that fact, some physicians had an emotional upheaval following an error, which led to sleeplessness, difficulty concentrating and anxiety (p. 1006). Under these circumstances a person would typically ask for help or seek counseling, however, due to the environment in which a health care provider functions there is rarely any to be found. In the study performed by Gallagher (2003), no physicians reported seeing a counselor or a psychologist about an error (p. 1005).  Many providers sought comfort from a significant other or a trusted colleague (p. 1005).  Most physicians struggle with forgiving themselves for what happened and “some physicians turned to the affected patient for support following errors and, through disclosure, sought forgiveness from the patient” (p. 1006). 

This lack of support for providers shows a missing link within the healthcare puzzle.  If all healthcare schools taught students about medical errors, how to prevent them, how to disclose an error, how to understand their own inner demons concerning the disclosure and the error itself, and a great deal of stress would be avoided by the healthcare provider and the patient. Along with avoiding stress, the healthcare system would save money as well.  An assessment of the provider support and emotional needs should be a component of every error analysis (Gallagher et al., 2003, p. 1006). “Better support for caregivers involved in errors would help them focus their attention on the affected patient” (p. 1006).
Disclosure of a Medical Error


When a medical error does occur, blame can not be placed on one individual or an individual assuming full responsibility for the entire team of providers. 


In aviation it is not merely the pilot who is responsible for the outcomes of a flight; it 
is the pilot, the air traffic controllers, the maintenance crew, the stewards, and the 
ground staff-in other words, the aviation system. Thus, neither the last person to touch 
the controls nor the last person to touch the patient is fully and solely responsible for 
the outcome, good or bad (Liang, 2002, p. 64). 
As there is a broad definition of a medical error by both providers and patients, the process of disclosing an error is even more muddled. According to Liang (2002), “disclosure of errors at the present time is generally haphazard; ad hoc methods, varying published approaches and, in particular, vague standards by accreditors all represent a poor means from which to learn from errors in an uncertain legal environment” (p. 65). Errors are a hard lump to swallow within the healthcare system; nevertheless someone must inform the patient. “Failing to provide the patient with the desired information about an error could impair patients’ clinical decision making, diminish patient physician trust, and increase the likelihood of a lawsuit” (Gallagher et al., 2003, p. 1006). Providers go through the sinking feeling, dread and fear of a medical error almost daily. “Physicians say their worst fear about errors included lawsuits, loss of patient trust, the patient informing friends about their bad experience, loss of colleagues’ respect, and diminished self-confidence” (p. 1003). Emotional responses were reported “patients believed that the way the error was disclosed to them directly affected their emotional experience after the error” (p. 1003). Patients believed the error disclosure would improve their trust in their providers’ honesty and would reassure them that they were receiving complete information about their overall care (p. 1003). Patients would like to hear an apology with an explanation of the error directly, honestly and compassionately delivered in an expeditious manner (p. 1005).

A majority of people believe that human nature might lead a provider to not disclose all of the most important information. Gallagher (2003) reported physicians “agreed in principle that patients should be told about any error that caused harm, and many said such disclosure as ethically imperative” (p. 1003). 

According to the American Medical Association (AMA) Code of Medical Ethics (2006-
2007), it is a fundamental ethical requirement that a physician should at all times deal 
honestly and openly with patients. Situations occasionally occur in which a patient 
suffers 
significant, ethical complications that may have resulted from the physician’s 

mistake or judgment. In these situations, the physician is ethically required to inform 
the patient of all the facts necessary to ensure understanding of what has occurred. 
Only through full disclosure is a patient able to make informed decisions regarding 
future medical care (p. 240).
Despite what the AMA Code of Ethics states, physicians while striving to be truthful were reluctant to provide patients with basic information concerning their error (Gallagher et al., 2003, p. 1006). This fear of confession is appropriate concerning the “shame and blame” still pervasive within the healthcare system and could imply fault. However, the withholding of information could exacerbate the patients upset emotions. Patients do have rights, but they also have responsibilities. A partnership needs to be developed between the patient and provider to “mandate that both engage in ensuring that the appropriate care is provided at the right place, at the right time, to the right person, in the safest and most efficacious manner possible” (Liang, 2002, p. 65).

With obvious gaps in the disclosure system, an effort to improve this process is paramount to improving care in American healthcare settings. A clear definition of a medical error, near miss error and an adverse medical event need to be agreed upon by the governing body of medicine. These definitions will be the basis for reporting errors in America. All places of healthcare should be required to report these events including nursing homes. Each healthcare setting should have an “error investigation team”. This team would be called upon to define the event, report it correctly, and provide the needed resources for the provider team and patient.  This process does incur a potential higher cost, however there will be a tremendous savings in the long term. This should be seen in terms of not only cost saving but a learning opportunity. We need to bring all players into the arena of safety to create a system of learning from our mistakes to promote trust, mutual respect and partnership. This working group could bring quality benefits to patients and providers. 
A Safety Culture in Oregon


On a local level, Oregon Patient Safety Commission started in 2004 with a mission of helping to reduce the risk of patient harm in Oregon’s healthcare system, with a focus on the system of delivery itself (Oregon Patient Safety Commission, 2008a). As of 2008 there are 56 out of 58 hospitals enrolled in the Oregon Patient Safety Commission’s voluntary and confidential reporting program for serious adverse events (Oregon Patient Safety Commission, 2008a). This voluntary reporting system has been running for two years. The Oregon Patient Safety Commission has been recognized by the Agency for Healthcare Research and Quality and the Department of Health and Human Services as a certified Patient Safety Organization, effective November 26, 2008 (Oregon Patient Safety Commission, 2008b). In the Oregon Patient Safety Commission’s 2007 Annual Report of Hospital Adverse Events, out of 54 reporting hospitals the highest reported events were 15 retained objects left in a patient after surgery, and 8 wrong site procedures (p. 5). The report breaks down the healthcare system by reported error, the impact of the error, the age of those who suffered the adverse event, what are the causes, managing the event and what the patient and consumers can do. 

Oregon has established a starting point that a few states have yet to attempt. In the nation reporting is still voluntary and events are often underreported. As the healthcare system threatens to run off, states like Oregon give us hope that change may come. According to Liang (2002), if change does not come “we are doomed simply to using the terms of safety to maintain the status quo and, worse, we leave another generation vulnerable to the errors that could have been corrected had we as a society been courageous enough to begin down the clearly identified road to safety” (p. 68).
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