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A
Rhode Island hospital performed a 
tonsillectomy on the wrong patient 
because staff confused her and 
ano the r girl with a similar last 
name.1 Neurosurgical instruments 

used by Tulane University on a patient later found 
to be infected with Creutzfeldt-Takob disease may 
be the cause of transmitting that illness to eight 
other patients.2 Even more shocking, the Chicago 
Tribune's renew of 3 million patient records con
cluded that since 1995, at least 1,700 hospital 
patients had been accidentally killed and another 
9,584 injured because of nursing mistakes.' 

These and other headlines of medical errors 
found much attention in the popular media in 
2000. Increased concern by the public about the 
safety of hospitals heightened last year after the 
Inst i tute of Medicine ( I O M ) published the 
report "To Err is Human" in November 1999. 
This report described, in great detail, the magni
tude of medical error in U.S. health care institu
tions. The report maintained that if data from 
studies in Utah and New York were extrapolated 
to the more than 33.6 million hospital admissions 
in 1997, then at least 44,000 Americans—possibly 
up to 98,000—die each year as a result of medical 
errors. In addition, the report stated that "total 
national costs (lost income, lost household pro
duction, disability, and health care costs) of pre
ventable adverse events (medical errors resulting 
in injury) are estimated to be between $17 billion 
and $29 billion, of which health care costs repre
sent over one half."1 It concluded that medical 
error is the eighth leading cause of death in the 
United States. 

EROSION OF PUBLIC TRUST 
A recent study of 2,000 adults by the Kaiser 
Family Foundation reported that a surprising 
number of individuals were "very concerned" 

about an error resulting in injury to them or ,i 
family member in the following situations: 

• 47 percent when receiving health care in gen
eral 

• 47 percent when going to the hospital for 
care 

• 40 percent when going to a physician's office 
for care 

• 34 percent when filling a prescription at a 
pharmacy 

• 30 percent when eating food purchased at a 
supermarket' 

The loss of confidence regarding the quality of 
health care in the United States and the huge 
amount of wasted dollars entrusted to the indus
try's stewardship represent a serious problem for 
health care institutions. The U.S. health care sys
tem is based on the Hippocratic oath and the 
commitment to "above all, do no harm." Can 
hospitals continue to espouse mission statements 
that profess to deliver high-quality care? 

Catholic health care in particular is based on a 
ministry of caring for its patients and improving 
the quality of their health and lives. Clearly, each 
Catholic hospital administrator and physician 
leader must commit to addressing the problem of 
medical errors—patients demand it. 

So where do we begin? Focusing our energy on 
why errors happen is more productive than dis
puting the number and frequency of medical 
errors. The delivery of health care is complex, 
involving multiple providers and components and 
including various degrees of specialization, all of 
which have a high degree of interdependency. 

Overall, errors themselves are complex and 
occur in complicated systems. But other highly 
complex industries, such as space exploration, 
nuclear power, and aviation, have done substantial 
work in studying errors, many of which occurred 
after catastrophic events. We can learn from the 
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Adminis t ra t ion . No for more commonly 
one factor alone caused administered pharma-
this crash, but the com- ceuticals. No subse-
bination lead to disaster. An accumulation of quent patient deaths related to concentrated 
seemingly insignificant events can cause large sys- potassium chloride have occurred since this alert 
terns to tail. was published. The study of sentinel events and 

Setting a goal of "zero defects"—or no errors— the completion of the JCAHO required "root 
in a health care organization is unrealistic. Errors cause analysis" (an examination of underlying 
will always occur; the same systems that produce organizational systems and procedures) force hos-
success also produce failure. However, we can pitals to attempt to identity causative factors for 
reduce their frequency and severity by under- error, which can then be addressed. JCAHO's lat-
standing the causes and building recovery into est recommendation is to apply this method to 
our procedures. Procedures depend on time and identified near misses as well. 
sequence, and often no buffer or margin for error 
exists. The best we can hope for is to build in TYPES OF ERRORS 
more checks and balances (slices of "Swiss Although Catholic health care acknowledges the 
cheese"*) to catch errors before they reach the complexity of systems and the fallibility of human 
patient. beings, leaders still must work to prevent as main-

Health care has come late to the study of errors errors affecting patients as possible. Our goal 
on an industry-wide level. The Joint Commission should be to rekindle confidence in health care 
on Accreditation of Health Care Organizations MK\ develop the trust of our patients and physi-
(JCAHO) put in place requirements for "sentinel cians. Prevention of error begins with under
went" reporting and investigation just a few years standing the four types of error: 
ago to encourage hospitals to investigate errors • Execution error, which involves a planned 
and to begin a central system for collecting and action that was not completed as intended 
analyzing the information. Reporting of such •Planning error, in which the intended action 
events—defined as an unexpected occurrence is incorrect 

involving death or serious physical or psychology •Active error, which is error by the frontline 
cal injury—has lead to issuance of "sentinel event staff 
alerts" from JCAHO regarding common errors or • Latent error, which involves procedural flaws 

that led to operator error 
„ , , , . . A c c o r d i n g t o the f irst I O M repo r t , most 

James Reason s work on the latent failure model of com- c . . 
plex systems is commonly known as the "Swiss cheese" responses to error tend to focus on active error. 
model of error. In this model, many different factors come Scrutinizing the person closest to the error is the 
together in time and space, resulting in an error that most obvious approach. However, examining 
affects the patient. The slices of Swiss cheese represent b t c m c m ) r i s a m o r e e r y c a i v c w a y t o i m k c the 
parts of the process and often serve to deflect an error, ,. . „ . , f r A , ,- . . . . 
creating a near miss. An error occurs when the holes in s v s t c m s a t c r JCAHO s requirement of a credible 
the "Swiss cheese" slices line up (failures in multiple parts r o o t cause analysis was implemented to attempt 
of the process) and the error reaches the patient. to force health care institutions to look past the 
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active error and investigate further to find any 
applicable latent error. 

Many other factors contribute to medical 
error, including some acute health care delivery 
systems that developed after World War II and 
have not changed since inception. Organiza
tional factors include the institution's culture, 
workflow design, staffing levels, reliance on 
mandatory overtime, and overall resources allo
cated for patient care delivery. Economic factors, 
such as lighting, noise, design of equipment and 
furniture, legibility of labels, positioning of con 
trols, .\nd confusingly similar designs, also con
tribute to error. Human vulnerabilities of poor 
planning ability, poor short-term memory, poor 
problem-solving ability, and limited attention 
span are also complications. Situational factors 
abound in health care and include fatigue, stress. 
illness, And sensory overload. (How can hospitals 
require a registered nurse to work mandatory 
overtime when the federal Aviation Admini
stration grounds pilots who have not have at least 
eight hours of rest after a 10-hour shift?) 
Cognitive lapses contribute to error in the form 
of overcontidence, ovcrgeneralizarion, reversion 
to the familiar when under stress, and confirma
tion bias (looking for something that confirms 
what one believes). External factors that may 
contribute to error include regulations, litigation, 
payors, .\nd consumers. 

THE CURRENT CULTURE OF BLAME 
Hospital and physician leaders will confront many 
barriers in their attempt to study medical error. 
Identifying and addressing these barriers is the 
first step in the process. The first is admitting that 
errors occur; the second is resistance to change. 
O t h e r s include resistance to " c o o k b o o k " 
medicine and guidelines, fear of discipline or 
retaliation, Failure to appreciate the complexity of 
health care, hindsight bias, and financial limita
tions. Other types of barriers are societal: the 
growing lack of trust in the health care system, 
the need to blame someone, and the need to 
rationalize a negative event. 

Last, but certainly not the least, are legal and 
political barriers. Health care providers are caught 
up in a civil legal system (involving fault-finding 
under tort law), a regulatory system, and a crimi
nal justice system, all of which create an unusual 
and burdensome context in which to address 
medical errors. Moreover, concerns about liability 
of medical errors in the tort system are. frankly, 
not the most compelling in the day-to-day health 

care environment; professional liability exposure 
is usually not determined until years after an inci
dent occurs. More important is the increasingly 
aggressive approach of federal and state surveyors 
from agencies such as Centers tor Medicare and 
Medicaid Services and the Department of Health. 
These agencies respond immediately to notifica
tion of medical errors by conducting multiple 
surveys and finding numerous faults in the quality 
of care. Deviations from standards are noted as 
deficiencies by governmental agencies, thus sub
jecting health care providers to loss of licensure 
and reimbursement. 

The criminalization of health care, as shown by 
recent selective and successful criminal prosecu
tions of health care providers for errors in judg
ment, has raised the specter of personal exposure, 
legislating corrective action to address medical 
error is not the most effective way to handle this 
issue and clearly will not resolve the errors. Indeed, 
creating more regulatory and criminal exposure 
might well drive the reporting and discussion ot 
medical errors underground, thus having a nega
tive effect on performance improvement. 

THE 2 0 0 1 I 0 M REPORT 
On March 1, 2001, The IOM released a second 
report on its investigation into the safety of 
health care in the United States. "Crossing the 
Quality Chasm: A New Health System for the 
21st Century" focused on 13 specific recommen
dations in four general themes designed to pro
vide a road map for organizations to use in their 
efforts to improve patient safety." The themes are 
vision, redesign of the delivery system, building 
organizational support for change, and environ
mental change. The report stated that health care 
should be: 

• Safe—avoiding injuries to patients from care 
intended to help them 

• Effective—providing services based on scien
tific know ledge to all who ean benefit and refrain
ing from providing services to those not likely to 
benefit 

• Patient-centered—providing care respectful of 
and responsive to individual patient preferences, 
needs, and values and ensuring that patient values 
guide all clinical decisions 

• Timely—reducing wait times and sometimes 
harmful delays for those who receive and those 
w ho give care 

• Efficient—avoiding waste, including waste of 
equipment, supplies, ideas, and energy 

• Equitable—providing care that does not van,' 
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in quality because of personal characteristics such 
.is sex, ethnicity, geographic location, or socioe
conomic status" 

The Catholic health care ministry focuses on a 
common vision, which includes patient centered 
care with attention to stewardship and a commit
ment rooted in the human dignity o f all persons. 
The efforts to address what health care "should 
be" will be easier to achieve as Catholic leadership 
reminds staff and medical partners about this spe
cial focus. 

Although many health care leaders are uncom
fortable with the increasing scrutiny o f their orga
nizations by nou medical professionals, they wil l 
come to see that the attention can be positive i f 
actions are taken to reduce the frequency and 
severity o f medical error. Catholic health care pro
fessionals, physicians, and administrators persevere 
in this complex and very difficult environment o f 
patient care because of their commitment to con
tinuing Jesus' healing ministry. Health care organi
zations uniquely grounded in a religious commit
ment have an advantage in addressing the barriers 
and issues that contribute to medical errors. The 
Cathol ic values o f preserving human digni ty, 
focusing on the common good, and advocating 
care of the needy are reflected by system leader
ship. Catholic health care is thus well positioned to 
improve patient safety. 

On the heels o f the second I O M report, U.S. 
Health and Human Services Department Secretary 
Tommy G. Thompson announced the formation 
o f a patient safety task force to coordinate a joint 
effort among several federal agencies to collect 
data on patient safety. The secretary has charged 
the Agency for Health Care Research and Quality, 
the Centers for Disease Control and Prevention, 
the f o o d and D r u g A d m i n i s t r a t i o n , M\d the 
Centers for Medicare and Medicaid Services to 
identify the data that health care providers, states, 
and other agencies need to collect to improve 
patiertt safety. The announcement included a state
ment that this plan will provide "those who must 
submit reports an opportunity to learn," suggest 
ing a mandatory reporting structure. 

NEW JCAHO STANDARDS IN 2001 
New J C A H O standards that focus on medical 
error reduction in hospitals and patient safety 
were implemented July 1, 2001. They were .Kkkd 
to the J C A H O - n a m e d areas o f leadersh ip , 
improving organizational performance, and man
agement o f i n fo rmat ion . A new emphasis on 
patient safety was added to patient rights, educa

tion of patients and families, continuity of care, 
MM\ management o f human resources. The major 
focus of these new standards is on organizational 
leadership and the development o f a culture o f 
safety. The standards state that hospital leaders 
are to create an environment that: 

• Encourages error identification md remedial 
steps to reduce the likelihood o f future or recur
ring errors 

• Minimizes individual blame or retribution to 
those involved in or who report an error 

• Establishes an organization-wide patient safe
ty program that uses both internal and external 
knowledge and experience to prevent errors 

One o f the most controversial new standards 
challenges the way hospitals currently address 
errors that result in patient injury. This require
ment, in the JCAHO category of patient rights, 
states that the patient and/or the patient's family 
must be informed about results o f cue, including 
unanticipated outcomes. In the past, health care-
organizations have had to consider liability and 
resultant legal actions when investigating medical 
errors, of ten choosing not to fully in form the 
patient or family. This standard forces organiza
tions to work toward a culture o f safety and full 
disclosure o f medical error to those affected. 

As the I O M report states, " I t may be part o f 
human nature to err, but it is also part o f human 
nature to create solutions, find better alternatives 
and meet the challenges ahead." Harnessing this 
motivation .md recapturing the public's trust and 
confidence that each organization wil l provide 
high-quality treatment is a special challenge to 
Catholic health care. _ 
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