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Introduction

Providing high quality patient care is most often an important part of the work nurses do.
But even when the patient’s well being is of utmost priority medical errors can still occur. The
consequences of medical errors range from causing no harm to being fatal. A medical error, as it
is defined by the Encyclopedia of Surgery (2011), is an adverse event that could be prevented
given the current state of medical knowledge. Medical errors are human errors, which can occur
do to a lapse of judgement or a risky choice in the part of the healthcare provider. Following the
increase of awareness of medical errors, strategies to decrease their occurrence have been put
into place, at different levels of the healthcare system. Many of these strategies include the nurse
as an integral part.

Exploring Medical Errors

Medical errors can occur in relation to diagnosis, treatment and prevention. These include
but are not limited to; medication errors, surgical errors, falls, and hospital acquired infections.
Medication errors include administering medications to the wrong patient, administering the
wrong medication, or the wrong dosage and administering a medication at the wrong time. There
is an extensive list of possible surgical errors which include wrong procedure, surgical materials
being left inside the patient, amongst others. Falls can be a result of safety precautions not being
followed, such as failing to toilet the patient at appropriate intervals and call bells being out of
the patients reach. Hospital acquired infections are highly preventable, if all hospital staff

adheres to exceptional hand hygiene regimes and other infection control policies.
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Research on medical errors saw an increase in the 90’s, with many studies being
published in that decade. (Huston, 2014, p. 230) These studies led to an even more extensive
study called 7o err is Human which looked at the effects of medical errors and strategies to
decrease its occurrence. This study not only lead to changes within the healthcare community but
also policy changes nationwide as well. A summary of the study released by the Institute of
Medicine (1999) states; “Congress soon launched a series of hearings on patient safety, and in
December 2000 it appropriated $50 million to the Agency for Healthcare Research and Quality

to support a variety of efforts targeted at reducing medical errors.” (p. 5)

Today, the impact of medical errors on mortality rates varies between reporting sources.
But one recurring theme is that the figures are higher than most would expect. Johns Hopkins
(2016), after analyzing eight years of death rate data, reports that each year over 250,000 death
are due to medical errors. In the other hand, an article by Doctor John T. James, published on the
Journal of Patient Safety estimated that yearly, the number of preventable deaths is over 400,000.
It is important to note that it is difficult to accurately account for all medical-error-caused deaths

and complications because the medical error may have gone undetected.

Most often the types of medical errors that reach news platforms are those that cause
extreme impairment or death. For example, in Alexandria, Min. a medication error which made
local news was related to the administration of epinephrine which resulted in the death of the
patient. (Edenloff, 2018) This was the only fatal medication error in the state between October

2016 and October 2017, according to an annual report released by the Minnesota Department of
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Health. In recent history many other unfortunate fatalities have reached the general public

causing unease.

Possible Solutions

In my opinion, one of the most intriguing approaches to medical errors is “just culture.”
Just culture is heavily based on the idea that most errors occur unintentionally and that when an
honest mistake is made, the individual shouldn't be punished. Instead, just culture calls for a
review of the system where the error occurred, to identify possible faults and possible systematic
solutions. This approach to human error is not new. Industries such as that of aviation have
implemented this system for a span of 45 years. (Boysen, 2013 p. 400) It is no secret that the

safest means of travel is by air, just culture is highly responsible for this outcome.

An example of a systematic approach to medical errors that adopts just culture includes
written checklists, systematic drills and simulation practice and strong advocacy for staff
members. (Boysen, 2013 p. 406) In a just culture, it is imperative that nurses feel comfortable to
come forward if they feel they have made a mistake. This allows for early identification of flaws
in the system. This creates a culture of continuous learning within the facility, which ultimately
benefits everyone within it. An obstacle for just culture would be the nursing leadership’s ability
to differentiate between three possible types of behaviors; human error, at-risk behavior and
reckless behavior. (Reason, 1990) Each behavior calls for a different action. Mistakes, ie, human
error call for further teaching and training, risk taking behavior calls for a review of the possible

consequences and reckless behavior could call for disciplinary action.
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Just culture has gained support of many healthcare organizations, including American
Nurses Association, which stated that, “The Just Culture concept is an ideal fit for health care
systems... By promoting system improvements over individual punishment, a Just Culture in
healthcare does much to improve patient safety, reduce errors, and give nurses and other health

care workers a major stake in the improvement process.” (ANA, 2010)

Another interesting approach to medical errors has been the efforts made by the Centers
for Medicare and Medicaid. The P4P, pay for performance, initiative was created to do what the
name suggests. Under P4P, payment for services is proportional to the quality of the service
provided. (Huston, p. 237) This raises the stakes, because it holds healthcare providers not only
liable for the care they provide but for the quality of their practice. There are some opposing
arguments to this system related to physician and patient participation.“Often, physicians cannot
be scored because they have too few patients who are eligible to be scored for a given metric. If a
physician only have 2-3 patients eligible, the physician score is not very informative and can be

heavily affected by a single outlier.” (Shafrin, 2011)

Summary

Everyday millions of people put their health and wellbeing in the hands of the most
trusted profession in America, nursing. Nevertheless, behind our licenses and certifications are
just people capable of mistakes. Since nurses are key members of the healthcare team, it comes
as no surprise that we are vulnerable to making medical errors. This should not hinder the ability
for our communities to put their trust in us. Ongoing research and continued evaluations of

possible solutions are key in addressing this concerning state of affairs.
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Research leads to a better understanding of the cause of errors and possible resolutions.
The publication of 7o Err is Human is a great example of this because although great leaps have
been made since its release, more needs to be done. A literary review of the effects of the 7o Err
is Human report concluded that the report “was associated with an increased number of patient
safety publications and research awards. The report appears to have stimulated research and
discussion about patient safety issues, but whether this will translate into safer patient care
remains unknown.” (Stelfox, 2006, p. 176) Years later we see that the actions triggered by this
report both locally within facilities and nationwide through government involvement have been
beneficial. Far-more needs to be accomplished concerning the resolution medical errors but great

strides are being made at different levels of the healthcare system.



Medical Errors 7

Sources:

American Nurses Association. (2010, January 28). Position Statement: Just Culture [Press
release]. Retrieved from https://www.nursingworld.org/~4afe07/globalassets/
practiceandpolicy/health-and-safety/just_culture.pdf

Boysen, P. G., II. (2013). Just Culture: A Foundation for Balanced Accountability and Patient
Safety. The Ochsner Journal, 13(3), 400-406.

Edenloft, C. (2018, February 22). Alexandria hospital patient died from medication error, report
says. Duluth News Tribute. Retrieved from http://www.duluthnewstribune.com/news/
accidents/4407676-alexandria-hospital-patient-died-medication-error-report-says

Huston, C. J. (2014). Professional issues in nursing: Challenges and opportunities (3rd ed.).
Philadelphia: Lippincott Williams & Wilkins.

James, J. T. (2013). A New, Evidence-based Estimate of Patient Harms Associated with Hospital
Care. Journal of Patient Safety, 9(3), 122-128. do0i:10.1097/pts.0b013e3182948a69

Johns Hopkins Medicine (2016) Study Suggests Medical Errors Now Third Leading Cause of
Death in the U.S. Retrieved Nov 10, 2018, from https://www.hopkinsmedicine.org/news/
media/releases/ study suggests medical errors now third leading cause of death in
_the us

Reason J. Human Error. New York, NY: Cambridge University Press;; 1990.

Shafrin, J. (2011). Pay-for-Performance: An Overview. Retrieved from https://www.healthcare-
economist.com/2011/01/20/pay-for-performance-an-overview/

Stelfox, H. T. (2006). The "To Err is Human" report and the patient safety literature. Quality and
Safety in Health Care, 15(3), 174-178. doi:10.1136/qshc.2006.017947

To Err is Human: Building a Safer Healthcare System. Summary. (1999, November). Retrieved
from http://www.nationalacademies.org/hmd/~/media/Files/Report Files/1999/To-Err-is-
Human/To Err is Human 1999 report brief.pdf


https://www.nursingworld.org/~4afe07/globalassets/
http://www.duluthnewstribune.com/news/
https://www.healthcare-
http://economist.com/2011/01/20/pay-for-performance-an-overview/

