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Minimizing Medical Errors
Where to look, What to do

BY MARGARET M. KONEFAL, RN, PHD

M
edical errors are one of the
nation’s leading causes of
death and injury. The United
S ta te s  i s known for

excellence in healthcare and health
technology, yet a recent report issued by
the Institute of Medicine (IOM) estimated
that as many as 44,000 to 98,000 people
die in U.S. hospitals each year as a result
of medical errors. These staggering
numbers mean that more people die from
preventable medical errors than from motor
vehicle accidents, breast cancer, and AIDS
combined.

The statistics may be shocking, but not
new. There have been previous warnings
from similar studies and isolated corrective
efforts. Response to the TOM report is
evident in the extensive media coverage,
attention from President Clinton, the
Congress, and active discussions by
consumer and professional groups. The
IOM report, “To Err Is Human: Building a
Safer Health System,” is bringing many
new voices into the discussion of patient
safety and promoting the formation of
effective coalitions.

The compelling, though controversial,
TOM recommendations are creating a broad
commitment to recognize and deal with
improving safety and preventing error in
the healthcare industry. Lucian  Leape,
M.D., one of the IOM panel members and
an adjunct professor of health policy at the

Harvard School of
Public Health,
described the
response in a recent
article. He said, “It

may not be
hyperbole to say that
a deep cultural shift
on this issue is
underway. At its Dr. Koncf’al
core, this shift means redefining how to
accomplish one of the basic tenets of
medical practice: First, do no harm.

The combined indicators of patient
safety and regulatory compliance send a
strong message. Healthcare is no longer a

This cultural shift concerning patient
safety is occurring at a time when
healthcare organizations are struggling with
other challenges that include declining
revenues, complex and changing
reimbursement regulations, and an
adversarial compliance environment. It is
also a time when the Department of Health
and Human Services, working with the
Office of the Inspector General (OIG),
intends to preserve the Medicare Trust Fund
and protect the health of beneficiaries. The
goal is to assure appropriate payment and
medical “necessity ” of services are
rendered to Medicare beneficiaries. Many
segments of healthcare are receiving
increasing scrutiny with serious
organizational and individual penalties.

“privileged” industry and health institutions
no longer enjoy the “benefit of doubt.” The
medical mystique is gone, trust in the
system has eroded, consumers of healthcare
are educated and have higher expectations
and many wish to participate in their care.
Some see these conditions as negative
factors. An alternate perspective considers
them potential  elements,  even key
elements, of the emerging solutions to
health safety concerns.

Where to Look
All too often errors find you, after the fact.
A proactive approach begins with
managing risks and controls around what
has to go right not just what could go
wrong.

Given the enormous number of
possibilities, looking for error or error
prone situations requires a systematic and

Error in the healthcare industry may be
broadly categorized as medical (the focus
of the TOM  report), operational, financial,
and regulatory. Errors happen when
something that was planned does not work
out or when the wrong plan was used! Error,
particularly clinical error, can occur at any
point along the continuum of care or
anywhere in the healthcare system. Errors
may relate to the most routine tasks, an
aspect of the complex healthcare system,
or a communication problem between
patients, doctors and/or staff (see Figure 1).

Error May Involve One or a Combination of Factors or Processes

Figure 1
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A major challenge of the health safety culture shift is to
resist the blame game and find ways to look within the
system and identify the factor or combination of factors
that contribute to errors and error prone situations.

multi-dimensional approach. Particular
attention is recommended for change points
or the “handoffs” where people,
departments, and systems interface.

What to Do
First, prepare to take an active role in
creating and sustaining the cultural shift on
the issue of health safety. Then, apply your
internal audit expertise and facilitate efforts
to embed the management of risk and
effective controls throughout the
organization.

Error identification and prevention is at
the core of internal auditing. Healthcare
internal audit professionals know all too
well that errors in the categories listed in
Figure 1 on the preceding page are caused
in large part, if not entirely, by failures in
systems, and rarely by the failure or
misdeed of a single individual. Fear,
particularly in cases of medical error, is a
major deterrent and prevents people from
reporting errors or  even near-miss
situations. System redesign, specific
internal controls, procedures and training
are best derived from the analysis of actual
occurrences. A variety of non-punitive
documentation and review systems are
being considered, however, this is a very
controversial matter. A central concern is
the ability or inability to control what
happens with the information once it is
reported.

Therefore, a major challenge of the
health safety culture shift is to resist the
blame game and find ways to look within
the system and identify the factor or
combination of factors that contribute to
errors and error prone situations. Much can
be done within healthcare organizations
while these larger issues are being debated
and tested. Valuable lessons have been
learned through the successes of others.
Consider the following:
l Leadership. Visible commitment to

improving health safety and strong
executive leadership is the key to
success in this as well as any other
mission critical initiative.

l Accountability. Does your

organization have an individual or
defined team responsible for health
safety and is this effort a part of or
linked with other quality/risk
mitigation activities?

l Preparation. Conduct a “pre-flight
check” before taking off.

1.

2.

3.

4.

5.

Determine the critical issues in
your organization-what’s hot
and what’s not. Every
organization is different.
Resist the blame game and focus
on system issues.
Examine the organization’s key
performance indicators and
measures. Are they valid,
meaningful, and benchmarked
with peer organizations?
Remember the words of
W. Edward Deming, father of
Total Quality Management
TQM): “a system is designed for
its performance!”
Consider forces at work behind
the scenes. Frequently things are
the way they are for a reason.

l Resources. Does the health error/risk
management program have adequate
resources, personnel, and access  to
competent expertise? Are the
resources sufficient to assure success?

l System of risk controls. Are you
entirely confident in your
organization’s health and business risk
control systems?

. “Buy-in.” Operational managers are
key to a successful paradigm shift, as
well as pivotal in the implementation
and integration of change strategies.
Do barriers to “bad news” exist? Do
incentives support the reporting and
effective analysis of errors and error-
prone situations‘?

l Technology and skills. Do the error
reduction/risk mitigation programs or
initiatives have access to:
1. Leading-edge technologies,

information, and the tools to
measure and trend key
performance indicators.

2. Expertise and specialized

competencies required to review
processes and identify issues,
Collaborative structures to deal
with intra-departmental and
multi-disciplinary processes,
Opportunities to talk to each
within and between work teams,
Respect and support to deliver
safe practice and business
improvement advice to the
organization?

The IOM, the federal government,
professional groups, and our customers are
mandating that mechanisms be found to
limit error. This is a critical time for taking
action and an opportunity of leadership for
healthcare internal audit professionals. Step
up to the challenge and get involved. Your
skills are needed to help:
l Manage risks and controls around

what has to go right, not just what
could go wrong,

l Establish effective processes for
managing risk and controls
throughout the organization,

l Participate in multi-disciplinary
groups and other organizations
sharing, ideas, issues, and success
stories.

Working together is required. Improved
health safety is an achievable goal!

Margaret Konefal, PhD, is a senior
manager in Ernst & Youngk  Internal Audit
Services Practice. She helps healthcare
organizations develop, design, and
implement solutions that identify  and
mitigate business risks. She has more than
26 years of healthcare experience in a
variety qf organizational structures and
environments.. academic medical centers,
free-standing children b hospitals, a state
universig, and volunteer service with
community groups.

The Clinical Comer is returning as a regular
column in New Perspectives. The purpose
of the Clinical Comer is to inform readers
of clinical issues and concerns in the ever
changing and complex healthcare
environment in which we work. Please let
us know of specific topics you would like
to see addressed or articles you wish to
contribute. E-mail margi 1 @ix.netcom.com.
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