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Introduction

Healthcare is a very fragmented and piece-meal system in the United States. Healthcare is growing progressively more complex as new technologies develop that allow care providers to diagnose and treat more illnesses, creating an environment where medical errors are bound to happen. However, it is critical that these errors are reduced as much as possible. Hospitals are areas where very complex care is provided, where chaos abounds, and where there is great risk and opportunity for errors to happen (Shaffer & Christopher, 2006). Physicians, nurses, and administrators all advocate patient safety as one of the highest priorities during the provision of care (Stichler, 2007). While no one likes to admit that medical errors exist, they can be a very real threat to the quality and sustainability of a hospital.  
Background


Because of the many things going on in a hospital, no one is immune from making a mistake that could lead to a personal tragedy (Shaffer, 2006). In a report given by Institute of Medicine (IOM), there are an estimated 44,000 to 98,000 medical errors that lead to patient death that occur in the United States each year. Deaths that are caused by preventable adverse events surpass the number of people who die because of motor vehicle accidents, breast cancer, or AIDS (AHRQ, 2000). A study performed by Dr. J. Lyle Bootman for the IOM indicates that, on average, patients in a hospital experience one medical error for each day of their stay, “injuring 1.5 million patients a year” (Tasker, 2007, para. 5). In addition, one key study of medical errors showed that 70 percent of adverse events resulting from a medical error in their sample were preventable (AHRQ, 2000). A nationwide poll given by the National Patient Safety Foundation returned some disturbing facts about the prevalence of medical errors. Forty-two percent of those polled reported that either they or a friend or relative had been affected by a medical error at some point. Furthermore, 32 percent of these people said that the patient’s health had been permanently negatively impacted as a result of the error (AHRQ, 2000). 

The greatest awareness of medical errors occurs when something goes horribly wrong. For example, in one hospital, a number of patients came in for surgery, but one patient failed to show up. As a result, the next patient got that patient’s operation, and so forth down the list until the end when the surgeon realized that there was one operation left to do but no patients left to perform surgery on (Atkinson & Royle, 2007). The frequencies of medical errors that occur each year are troubling because of the ever-present goals to ensure quality and patient safety. This goal of patient safety can only be met by instilling “a safety culture [which] is a reflection of transformational leadership that embeds the safety priority into the values of all care providers” (Stichler, 2007, para. 23).  

The numbers of medical errors that occur each year have a strong negative impact on the hospital’s bottom line. Health care costs are escalating much faster than the national inflation rate, and a report done by the IOM estimates that these medical errors that occur in in-patient settings cost approximately $37.6 billion dollars ever year (AHRQ, 2000). 

To understand how to prevent medical errors, it is necessary to understand what constitutes a medical error. A medical error can be defined as “the failure to complete a planned action as intended or the use of a wrong plan to achieve an aim” (AHRQ, 2000, para. 15). These often lead to an adverse event, which occurs when a patient is injured because of a medical action and not because of the original condition. There are many different types and categories of medical errors. The first category consists of planning errors and execution errors. An error of planning is choosing the wrong plan to achieve a goal. An error of execution occurs when the chosen action is not completed as the caregiver intended (Kohn, Carrigan, & Donaldson, 2000). 
A second category consists of active and latent errors. Active errors are apparent almost immediately because they “occur at the level of the frontline operator” (Kohn, Carrigan and Donaldson, 2000, p. 55). Latent errors, however, are more dangerous because they are not always obvious and are usually the result of a faulty system. A latent error can include an improper design, incorrectly performed maintenance, wrong installation, poor management decisions, and badly structured organizations (Kohn, Carrigan and Donaldson, 2000). At times, the hospital environment may be designed in such a way that errors are much more likely to happen (Stichler, 2007). Medical errors should not be considered a human error. Usually these errors are caused by the accidental actions of an individual who is working to protect a patient when a breakdown in a process of a system occurs.  
Discussion


It is in the best interest of all health care workers to reduce the number of medical errors that occur each year. Most errors are the result of a faulty system or a breakdown in a process. Stakeholders today are struggling to reconcile the perceived need to blame an individual when something goes wrong, especially when a medical intervention leads to an adverse event. More people are working to ensure patient safety at the same time that a growing number of health care providers are being prosecuted for the errors that took place while a patient was under their care (Dekker, 2007). One key point to reducing these errors is to refrain from blaming individuals, to focus on improving the way care is provided, and to advocate systems improvement (AHRQ, 2000).  

Key stakeholders in this issue are hospital administrators and the medical staff, consisting of physicians, surgeons, nurses, other health care workers, and patients. Hospital administrators are very concerned with this issue for several reasons.  The decisions that they make every day in managing a hospital may make that hospital very safe or create and sustain an environment that has a great potential for errors. Because medical errors are costly, hospital administrators have an incentive to reduce these errors. Additionally, many insurance companies will likely begin to reimburse hospitals through a Pay-for-Performance system. Beginning in October 2008, Medicare will cease to reimburse hospitals to correct “eight preventable medical errors caused by their own negligence” (Brooks, 2007, para. 2). Many private insurers are expected to follow suit in the next few years. This method of reimbursement will reward hospitals who make patient safety one of their top priorities. The medical staff, including physicians, surgeons, and nurses, want to reduce medical errors because they are working in health care to help people, treat diseases, and nurse patients back to health. The medical staff is concerned with patient safety; therefore, reducing medical errors will advocate this aim. Patients are very concerned with reducing medical errors. Patients go to a hospital with an injury, illness, or disease in order to get better. They place their trust in that hospital. A hospital which allows a medical error to happen breaks that trust, and often the patient will either suffer worse outcomes, or at best, lose faith in that facility’s ability to provide safe and appropriate care. Reducing medical errors will give patients confidence that they can come to that facility without fear of being harmed.

There are several different solutions that can help reduce in-patient medical errors, including fostering communication between patients and the staff as well as within the staff, instituting systems improvements, requiring more continuing medical education, and utilizing information technology to minimize miscommunication. The most likely solutions from these options appear to be fostering communication within the hospital, improving the systems, and creating a health information technology system. While requiring more hours of continuing medical education each year sounds like a good solution, fulfilling these hours can be difficult because the time that these care providers have is already severely limited. This solution may merely represent unnecessary strain when considering other possible solutions.


These solutions focus on both active and latent errors. Fostering communication between the patient or patient’s family and the staff as well as within the staff has a great potential to reduce a tragic outcome. To prevent medical errors, communication is key, and would likely be most effective through creating a checks and balances system (Tasker, 2007). This communication can be initiated in a few ways. First, hospitals could employ hospitalists. The job of these health care workers is to act as a redundancy by reviewing and monitoring cases to ensure that the treatment plan is appropriate for that patient, as well as to talk to the family to make sure that they are able to speak with their physician if they have any questions or concerns. One way to foster communication within the staff and between health care organizations recommended by the IOM would be to report errors to a National Mandatory Reporting System to prevent the same error from occurring several times.  For too long, health care organizations have been hesitant to engage in open dialogue with competitors for fear that their competitive advantage may be threatened by sharing trade secrets on how to reduce errors. This fear is ironic considering the fact that the overriding goal of these facilities is to provide safe and effective care. In order to create sustained change, health care organizations must be willing to openly discuss both good and bad experiences (Shaffer & Christopher, 2006). 
One way to reduce miscommunication within the staff of a hospital is to implement team based rounds instead of the traditional physician-only rounds. Hospitals who have begun having rounds where a nurse and pharmacist participate in rounds report that they have fewer medication errors and that physicians are more satisfied with the care that is delivered to patients. One element that has been ignored until recently is that physicians-in-training are more likely to make a medical error that is the result of a breakdown in the team, usually stemming from the lack of supervision by more experienced staff members. However, many medical education programs still do not emphasize developing a mindset of providing team-based care or communication skills (“Many Errors”, 2007).

The next possible solution involves instituting systems improvements. Strategies to improve systems include creating standardization as well as instituting best practices. An additional element to this solution would be to create a rapid response team in the hospital. By adding redundancy to the system, hospitals can work to prevent simple errors. However, a possible limitation of this might be that health care workers simply ignore these redundancies. To prevent this, a safety culture should be emphasized in the health care facility so that health care workers use the redundancies to ensure patient safety. Through standardization, hospital administrators could work with care providers to create checklists and standardize the processes of complicated tasks. By instituting best practices, many needless errors will be eliminated. Patients, health care workers, and hospitals must have the ability to implement the best practices for their environment in order to make the guidelines effective (Atkinson & Royle, 2007). This combination approach directly addresses the issue that medical errors are usually the result of a breakdown in the system. If we can improve the system, the number of breakdowns will be reduced. The creation of a rapid response team would serve as a catch-all for any situations in which there was still an error despite the care giver’s best efforts. In order for a rapid response team to be effective, however, anyone must be able to call them, including a patient, a patient’s family, a nurse, or a physician.


The third possible solution includes creating an information technology system whereby health care workers can access a patient’s medical information, order tests, prescribe medications, and document the care given. This solution would be most effective if we could create a nationwide health information technology database secure enough to guarantee patient privacy but which would allow hospitals to access a patient’s medical file. This could significantly reduce the number of people who receive medications that they are allergic to because the hospital did not know they were allergic to that drug. This system could greatly increase the efficiency of a health care facility because health care workers could have a detailed medical history and the patient would have to fill out little or no paperwork. Clearly, there are several different approaches that can and should be employed to reduce medical errors. However, hospitals must leverage these solutions in an appropriate manner to effectively change the culture of the hospital to eliminate these errors.
Analysis

There have always been medical errors, but recently, there has been increased pressure to identify the root causes and prevent error. Several hospitals have been the forerunners in the attempt to reduce in-patient medical errors. The first attempts to eliminate these errors were often triggered by patient death and a family’s demand for answers.


For example, in 2001, at Johns Hopkins Hospital and Health Center, a little girl named Josie King died of severe dehydration and the possible misuse of narcotics. Johns Hopkins could have either admitted the mistake and apologized or have pretended that the mistake never happened. They dealt with the error by following the current best practice for dealing with this situation: they chose to tell the family what happened, take responsibility, and apologize (Leape, 2006). The family was devastated at the loss of their daughter, and consequently they brought legal action against the hospital. After settling the case, however, the Kings began a fund to grant hospitals the resources to eradicate medical errors (Shaffer, 2006).
Johns Hopkins worked very closely with the family and took several huge steps to stamp out medical errors that occurred in their hospital. The Director of the Children’s Center, George Dover, M.D., took steps to understand what had gone wrong and what could be done to fix the problem (Shaffer, 2006). They created a rapid response team to respond to an emergency situation, where the team would rush to the patient’s bedside at the first sign of distress. In this system, nurses can call this rapid response team without having to convince a doctor that there is something wrong. Additionally, Johns Hopkins employs hospitalists. Lastly, doctors such as Peter Pronovost, who is the Patient Safety Expert at Johns Hopkins, have added systems improvements to create team-based care for the purpose of helping patients. Pronovost sought to prevent communication break-downs by including nurses as active participants in the rounds. Nurses are asked to paraphrase the plan of care outlined by the physician in order to make sure that there has not been a miscommunication. These changes have been very successful (Shaffer, 2006).

There has been a similar community-wide push in Pittsburg. Hospitals such as Allegheny General Hospital have become a part of the Pittsburg Regional Health Care Initiative. Through implementation of best practices and a program known as Condition H, these hospitals have developed as strong examples for the community.  Richard Shannon, a physician at Allegheny, showed the hospital administrators how and why medical errors and infections were costing the hospital money despite huge reimbursements. He proposed simple changes, such as using bio-patches, which would cost the hospital five dollars each, as well as sterile dressings, costing just four dollars each. This investment is clearly worthwhile when considering that a single infection can cost the hospital $17,000 (Shaffer & Christopher, 2006). 
Swedish Medical Center in Seattle has also implemented a rapid response team. They have found that the medical staff, the patient’s family, and the patient have all embraced this new program. This hospital is part of the 100,000 lives campaign, initiated by the Institute for Healthcare Improvement. This campaign argues that since there are an estimated 44,000 to 98,000 deaths each year resulting from medical errors, hospitals can save 100,000 lives through best practices and decreased miscommunication (Shaffer, 2006).
One of the things that all three of the stakeholders presented can agree on is that reducing and eliminating medical errors is the ultimate goal.  However, the stakeholders also have very different perspectives of what would be acceptable in order to address this problem. In the possible solution of fostering communication within a hospital, hospital administrators would certainly accept this as a solution. Better communication should lead to better care, fewer infections, and lower costs. The medical staff would not be opposed to improving communication, but they may not be willing to participate in communication strengthening activities if it is seen as a waste of their time. One possible limitation may be that some physicians may not want a nurse or pharmacist involved in rounds. Patients would definitely accept improving communication as a solution. All too often, patients feel as if they are the last person to find out what is happening to them in a hospital.


In the second solution, instituting systems improvements, hospital administrators would once again be very accepting of this possibility. The medical staff would certainly be very grateful to accept any solution where there is standardization of practices to advocate patient safety. Patients would also accept this solution because once again, any environment that leads to better, safer care will be readily received.  


The third solution leads to some controversy. While this solution sounds very logical in theory, creating an electronic information technology system can be very costly. Over the next few decades, electronic medical records will become much more prevalent, but currently it is still a huge commitment because of the large initial cost. In addition, there is still a prominent generation of health care workers who have always worked with a paper system. This generation may be wary of technology and prefer the old system because they do not want to learn something new late in their career or they feel that the paper system has worked thus far. Patients would favor a health information technology system to the extent that they would be able to receive more appropriate care, especially if they have an underlying condition that will always impact the type of care they receive. However, patients are also wary of the health information technology system because of privacy issues. Most people are concerned that it could be very difficult to guarantee that a patient’s medical record remains private.  
The solution that has the greatest likelihood of success would a combination of improving communication and leveraging systems improvements. This strategy attacks the issue on two fronts. First, better communication will reduce active errors based on a misunderstanding of the plan of care. Implementing best practices will reduce confusion of the many different processes and will give care providers confidence that the care they provide is the best that medicine has to offer. By creating a team-based culture of providing care, hospitals can add redundancies that promote patient safety. Using these two approaches, hospitals can work to prevent both active and latent errors. 
Conclusion

The health care system is growing so complex that it will be critical in the future to ensure that we are not performing diagnostic tests and providing treatment just for the sake of doing these things.  Instead, all care provided should be appropriate and necessary to improve the health of the patient. The focus on reducing medical errors is just one of many issues that health care administrators deal with while trying to satisfy the many needs and demands of the employees, shareholders, and the patients. In order to produce sustained change, a safety culture will need to be implemented. Effective tools to implement this mindset include encouraging communication in the hospital and implementing best practices. Programs such as the 100,000 lives campaign are effective for raising awareness, but ultimately the consumer has to demand that hospitals provide safe and effective care. The shift in the way hospitals will be reimbursed will also certainly create a strong incentive for hospitals to prevent medical errors. The possibility of how advancements in technology could lead to a national health information technology network is one aspect of health care that will remain to be seen.
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