
Hello,                        
                         
Recently I found that, there is tremendous 
interest in studying and reducing errors 
related to health systems, in the west. A 
health system in which there is no plan, to 
foresee and prevent the errors, is like a time 
bomb, which can go off any time. In a laxly 
managed health system errors are waiting to 
happen.  

 

 
 
 
 
 

 
So I thought, why not devote a whole issue for 
discussion on the medical errors? This idea gave 
birth to the first theme issue of this newsletter, 
on medical errors. 
All of us do the best possible work and pray 
that we won’t be confronted with an odorous 
mess on our door step. Hopefully, the articles 
discussed here will give us new insight in 
catching the medical errors, before they catch 
us. 

  
Is there anything we can learn, from high reliability organizations like 
aircraft carriers, for preventing medical errors? 
They say that, there are two approaches to error management – you try to 
improve individual and hope that everybody will be able to give their best 
every time (which is unlikely) or you try to improve, and set in place a robust 
system, knowing that individuals can fail, but system as a whole will  

 
have to withstand the individual shortcomings. This is what high reliability organizations try to do, they design 
a system to withstand every possible aberration; this article from British Medical Journal discusses this 
approach in detail. (Page 2) 
 

 

Has anybody studied the phenomenon of medical error 
systematically, studying the prevalence and consequences of 
such errors? 
Yes, there are studies, though they can be counted on fingers of one 
hand – prominent ones are Harvard, and Australian health study. 
Errors big and small occur everywhere. The studies say that no 
setting is free from hazards and no specialty is immune, and 
patients are at risk no matter what their age, sex, or health status. 
(Page 3) 

 
Error management? What are the lessons 
from aviation industry? 
Now they are thinking that the pressure 
situations and factors leading to errors, in  

 cockpit and health care settings are similar; 
and we can learn and adapt some things from 
the aviation industry, in building safety 
measures into our health systems. (P. 4) 

  
What is the Indian perspective on medical 
errors? 
I was not able to find many studies in Indian 
journals about medical errors. But this 

article from Indian Journal of Anaesthesiology, 
discusses the various  aspects of errors 
peculiar to Indian scenario.  
Check out the details on page 5. 

 
Do you think, we can adopt some of these ideas to our 
practices, or is it just “interesting to read but nothing 
that we can use” sort of thing?  
So… that is it, for this month; do tell me, whether I did 
better this time with the articles that we 

 
 

have discussed by logging on to my website. 
Thanks and Regards, 

                ~Sachin       
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  Dr. Sachin Kale,  
  MD (Pathology), 
  Kale Path Lab, A’bad.                    

    
  Phone: 2340558, 9823244033. 

  

Back issues of this newsletter 
available online – 

http://sachinkale1.tripod.com 
 
(PowerPoint slides of talk given in IMA 
on 8.02.06 can be downloaded from 
here, 7.74 MB zip file – 
Internet4doctors)                                               
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BMJ 2000;320:768–70 
Education and debate 
Human error: models and management 
James Reason 
 
The human error problem can be viewed in two ways: the person approach and the system approach. 
 
Person approach 
The longstanding and widespread tradition of the per son approach focuses on the unsafe acts—errors and 
procedural violations—of people at the sharp end: nurses, physicians, surgeons, anaesthetists, pharmacists, 
and the like. It views these unsafe acts as arising primarily from aberrant mental processes such as for 
forgetfulness, inattention, poor motivation, carelessness, negligence, and recklessness.Naturally enough, the 
associated countermeasures are directed mainly at reducing unwanted variability in human behaviour. These 
methods include poster campaigns that appeal to people's sense of fear, writing another procedure (or adding 
to existing ones), disciplinary measures, threat of litigation, retraining, naming, blaming, and shaming. 
 
System approach 
The basic premise in the system approach is that humans are fallible and errors are to be expected, even in the 
best organisations. Errors are seen as consequences rather than causes, having their origins not so much in 
the perversity of human nature as in “upstream” systemic factors. These include recurrent error traps in the 
workplace and the organizational processes that give rise to them. Countermeasures are based on the 
assumption that though we cannot change the human condition, we can change the conditions under which 
humans work. A central idea is that of system defences. 
 
Evaluating the person approach 
The person approach remains the dominant tradition in medicine, as elsewhere. From some perspectives it has 
much to commend it. Blaming individuals is emotionally more satisfying than targeting institutions. Effective risk 
management depends crucially on establishing a reporting culture. It is often the best people who make the 
worst mistakes—error is not the monopoly of an unfortunate few. Secondly, far from being random, mishaps 
tend to fall into recurrent patterns. 
 

 

 
Swiss cheese model of how defenses,  
 barriers and safeguards may    be   
penetrated by an accident trajectory 

 
The Swiss cheese model of system accidents 
Defenses, barriers, and safeguards occupy a key position in the 
system approach. High technology systems have many defensive 
layers: some are engineered (alarms, physical barriers, automatic 
shutdowns, etc), others rely on people (surgeons, anaesthetists, 
pilots, control room operators, etc), and yet others depend on 
procedures and administrative controls. In an ideal world each 
defensive layer would be intact. In reality, however, they are more 
like slices of Swiss cheese, having many holes—though unlike in the 
cheese, these holes are continually opening, shutting, and shifting 
their location. The holes in the defences arise for two reasons: active 
failures and latent conditions. 
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Error management 
Over the past decade researchers into human factors have been increasingly concerned with developing the 
tools for managing unsafe acts. Error management has two components: limiting the incidence of dangerous 
errors  and—since this will never be wholly effective—creating systems that are better able to tolerate the 
occurrence of errors and contain their damaging effects. 
Conclusions 
High reliability organisations are the prime examples of the system approach. They anticipate the worst and 
equip themselves to deal with it at all levels of the organisation.  
High reliability organisations are not immune to adverse events, but they have learnt the knack of converting 
these occasional setbacks into enhanced resilience of the system. 
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BMJ 2000;320;774-777 
Epidemiology of medical error 
Saul N Weingart, Ross McL Wilson, Robert W Gibberd, Bernadette Harrison 
 
Newspaper and television stories of catastrophic injuries occurring at the hands of clinicians spotlight the 
problem of medical error but provide little insight into its nature or magnitude 
Prevalence and consequences in hospitals: Benchmark studies 
Brennan et al reviewed the medical charts of 30 121 patients admitted to 51 acute care hospitals in New York 
state in 1984.2 They reported that adverse events—injuries caused by medical management that prolonged 
admission or produced disability at the time of discharge—occurred in 3.7% of admissions. A subsequent 
analysis of the same data found that 69% of injuries were caused by errors. 
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In a study of the quality of Australian health care, 
apopulation based study modelled on the Harvard 
study, investigators reviewed the medical records of 14 
179 admissions to 28 hospitals in New South Wales and 
South Australia in 1995. An adverse event occurred in 
16.6% of admissions, resulting in permanent disability in 
13.7% of patients and death in 4.9%; 51% of adverse 
events were considered to have been preventable. 
 
Beyond chart review 
Aggressive case finding may identify injuries and errors 
that are not documented in a patient's chart. Using a 
computerised model to detect adverse drug events 
among patients at a hospital in Salt Lake City, Utah, 
Classen et al found that adverse drug events occurred 
in 1.7% of admissions. In comparison, using both chart 
review and prompted self reports from clinicians, Bates 
et al found that adverse drug events occurred among 
6.5% of patients and potential adverse drug events 
occurred among 5.5% of patients admitted to two 
teaching  hospitals in Boston. 
 
Prevalence and consequences among 
outpatients 
Comparatively little is known about the prevalence of 
medical error outside hospitals. 
In the most rigorous outpatient study, Gandhi et al 
evaluated complications associated with medications 
among patients at 11 primary care sites in Boston. Of 
2258 patients who had had drugs prescribed, 18% 
reported having had a drug related complication, such 
as gastrointestinal symptoms, sleep disturbance, or 
fatigue, in the previous year. 
 
Types of medical error 
In both the Harvard study and the Australian study 
about half of the adverse events occurring among in 
patients resulted from surgery. Complications from drug  
reatment, therapeutic mishaps, and diagnostic errors 
were the most common non-operative events. In the 
Australian study cognitive errors, such as making an 
incorrect  diagnosis or choosing the wrong medication, 
were more likely to have been preventable and more 
likely to result in permanent disability than technical 
errors. 
 

 
Clinicians who make errors 
Despite rare examples of malevolent providers, there 
is little evidence that much medical error is due to 
“bad apples.” 
 
Risk factors for injury 
A potentially attractive strategy for preventing injury 
from medical error is to identify which patients are at 
an  increased risk of harm. 
 
Risk factors for injury 
A potentially attractive strategy for preventing injury 
from medical error is to identify which patients are at 
an increased risk of harm. Patients aged over 64, for 
example, have a greater risk of serious injury from 
adverse events than younger patients. 
Certain interventions signal that there is a high risk, 
such as cardiothoracic surgery, vascular surgery, and  
neurosurgery. 
 
Being cared for in the emergency department causes 
many preventable adverse events. 
 
Discussion 
Although researchers regularly publish studies of 
medical error, adequate epidemiological information is 
limited to a few institutions, procedures, and 
specialties. 
 
But the error risk is not homogeneous. Patients who 
are sicker, subjected to multiple interventions, and 
who remain in hospital longer are more likely to suffer 
serious injury as a result of medical mistakes. Unless 
we make substantial changes in the organisation and 
delivery of health care, all patients—particularly the 
most vulnerable—will continue to bear the burden of 
medical error. 
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BMJ 2000;320;781-785 
On error management: lessons from aviation 
Robert L Helmreich 

 
Threat and error model, University of Texas human factors research project 
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Percentage of each type of error and 
proportion  
classified as consequential (resulting 
in  
undesired aircraft states) 

 
Summary points 
In aviation, accidents are usually highly visible, and as a result 
aviation has developed standardized methods of investigating, 
documenting, and disseminating errors and their lessons 
 
Although operating theatres are not cockpits, medicine could learn 
from aviation Observation of flights in operation has identified failures 
of compliance, communication, procedures, proficiency, and decision 
making incontributing to errors  
 
Surveys in operating theatres have confirmed that pilots and doctors 
have common interpersonal problem areas and  similarities in 
professional culture  
 
Accepting the inevitability of error and the importance of reliable data 
on error and its management will allow systematic efforts to reduce 
the frequency and severity of adverse events. 
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Indian J. Anaesth. 2003; 47 (3) : 174-175 
 
MEDICAL ERRORS AND ETHICS 
Dr. S. P. Kalantri 

 
 
To Err Is Human, the 2000 report from the National 
Academy of Science’s Institute of medicine, 
estimated that as many as 98,000 people die every 
year in the US because of mistakes by medical 
professionals in hospitals. 
 
The report encouraged efforts that prevent patient 
harm and stressed that “the problem is not bad 
people in health care—it is that good people are 
working in bad systems that need to be made safer.” 
 
“Whether all errors are truly preventable can be 
debated,” argues Atul Gawande “no matter what 
measures are taken, medicine will sometimes falter, 
and it isn’t reasonable to ask that it achieve 
perfection. What’s reasonable is to ask that medicine 
never cease to aim for it.” 
 
Why should doctors disclose medical errors 
Patients have a right to know about critical incidents 
even if they are not physically harmed by them. This 
rationale for disclosure, based on ethical issue of 
autonomy, goes beyond what the law might require 
one to do. Candour about error may lessen, rather 
than increase, the medico legal liability of the health 
care professionals and may help to alleviate the 
patient’s concerns. 
 
Sweeping errors under the carpet undermines public 
trust in medicine because patients feel that doctors 
are more interested in protecting themselves and 
their colleagues than their wellbeing. 
 
Why doctors do not disclose errors 
When doctors make serious errors, the bond of 
mutual trust and respect which at one time rewarded 
both patient and doctor gets eroded to the point of 
disappearance. 
 
First, coping with medical error when it has occurred 
is never easy. 
 

 
 
Second, the fear of retaliation, such as malpractice 
litigation. The fear is not evidence based, though. 
Indeed a policy of “extreme honesty” and active 
disclosure of adverse events has been shown to 
reduce malpractice claims. 
 
Third, doctors fear, often justifiably, that media may 
use these incidents as fuel to fire a campaign 
against 
medical profession 
 
How should doctors disclose medical errors 
 
Disclosing errors, thus, needs tremendous moral 
courage. Several factors militate against error 
disclosure: legal (the hazard of malpractice 
litigation), economic (effect on professional practice 
if the error is leaked to the public) and psychological 
(erosion of self-esteem). 
 
Improved communication may play a major role in 
reducing the risk of litigation. The primary question 
is 
not whether to disclose error but how to disclose 
error in the most productive and ethical fashion. 
 
An open and transparent approach may help to 
strengthen, rather than weaken, the doctor–patient 
relationship. 
 
Doctors should ensure that all relevant information 
regarding the sequence of events leading to the 
adverse outcome is presented as clearly and openly 
as possible. This strategy can help avoid suspicions 
about a “cover-up.” 
 
Disclosure should, of course, take place at the right 
time, when the patient is medically stable enough to 
absorb the information, and in the right setting. 
 
 

 
 
Note: Your opinion about error disclosure may vary, 
and I for one, is not sure, what the right policy in our 
setups is. But this article represents one view of our 
medical fraternity.  
 
~ Sachin 
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Parting Thought… 
          

            
 

 
“Whether all errors are truly preventable can be debated, no matter what measures 
are taken, medicine will sometimes falter, and it isn’t reasonable to ask that it 
achieve perfection. What’s reasonable is to ask that medicine never cease to aim 
for it.” 
 
 - Dr. Atul Gawande           

 (5, End) 

 


