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Medical errors and adverse events are responsible for around
98,000 deaths annually in the USA, increasing problems and costs,
decreasing confidence in Health Care. We have reviewed errors
and adverse events in different disciplines. It is important to note
that errors in the administration of medicines, errors in diagnosis,
in the management of infections, and surgical procedures must be
considered. The causes and effects resulting from errors should be
reviewed and strategies developed to reduce these events. The use of
the five “c” model is suggested to reduce the error in the administration
of medications.

Miguel Oliveros Donohue

This is a valuable topic that has deserved extensive debate, in order
to provide patient safety, a fundamental reason for medical work.1–4
Medical interventions that should benefit patients sometimes cause
harm. Errors in medical care can occur in various settings: hospitals,
medical offices, nursing homes, pharmacies and patients’ homes or
homes, at any point in the treatment process, call it wrong medication,
inappropriate treatment, or delay in exams laboratory.5 The error in the
administration of medicines is defined as any foreseeable event that
can be caused by the inconvenient use or lack of medication that may
cause harm to the patient, with the medication being under the control
of health professionals, patients or consumers). We must consider
errors in prescription, administration or lack of compliance. A recent
classification of medication errors divides them into lapses, lapses,
and mistakes or violations.6 In retrospect we become aware of errors,
but when we make them we are not aware that we are producing them.

How can the problem cause of error be known?
The causal problem can occur in various ways: due to
inadequate or written communication (prescription, documentation,
transcription), supply and storage (pharmacy, distribution error, or
warehouse management), appreciation of the work overload, access,
availability, staff status health (fatigue, stress), equipment problems
(access, functionality), factors related to the patient (availability),
interruptions, distractions during drug administration. Most studies
identify individual responsibility for not having respected the reference
framework as the primary cause of error.7 Avoiding medication errors
is important by balancing what is written, giving a suitable medication
for the patient’s condition, within the limits created by the uncertainty
regarding therapeutic decisions, in doses that optimize the balance of
benefit to harm. In the prescribed balance, the mechanism of action
of the drug should be linked to the pathophysiology of the disease.8
Medical error is a wrong concept, false judgment, or wrong
action. The medical error is distinguished from the adverse event,
in that the injury produced by the medical error defines the adverse
event. Errors are often classified as adverse events, which makes it
difficult to measure the incidence of errors in diagnosis.9–12 Medical
error involves health professionals who have had any failure during
patient care, causing some type of damage. In this medical act there
is no bad faith and there is not always recklessness, inexperience
or negligence that imply moral or judicial responsibility. Medical
errors are often considered as human errors in health care.11,14 This
medical error or human error occurs when a healthcare provider
makes decisions, chooses an incorrect method of care, incorrectly
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executes an appropriate method of care, mismanages medications, or
mistakenly reads radio diagnostic aid images. Medication error is the
second most common cause and can cause severe harm or even death.6

Can the error alter the medical act?
The beneficence expressed by medical knowledge, experience,
skill and effort are aimed at recovering the health of patients, however,
we must accept the error as a possibility that occurs sporadically. The
error must be a source of learning, be commented on, discussed, and
avoid its repetition.15 For this, it is necessary to be a cultivator of the
truth, show humility and recognize that “error is human”, that we must
accept it as an unwanted fact, but unavoidable in problematic cases.
The improvement of teaching in undergraduate and graduate basic
applied sciences, remembering that the contribution of knowledge
must be accompanied by moral training, human communication,
knowing the prevailing legislation, and requesting the support of the
Ethics Committee to guide and solve controversies, will minimize his
presentation.

What impact does error have on health care?
Studies carried out in the US and the UK estimate that mortality
from adverse events of medical treatment resulting from errors is
high, that the error is not an isolated event, but rather reflects system
problems, and the cost is high.14,16 The number of people who die
from adverse events is high, but it is difficult to measure the incidence
of diagnostic errors, because they are not classified as such.17 Errors
cause between 44,000 and 98,000 deaths annually in the US. It is
estimated that a quarter of them are preventable.10,13 A study published
in 2019 shows an annual rate of death due to adverse events of medical
treatment from 4180 in 1990, to 5180 in 2016 and in total during this
period they were estimated 123,603 deaths for this cause.17

Why is clinical safety necessary?
Patient safety is a discipline of health care that emerged with the
complexity of health care systems, and the increase in the number
of harmful patients in health centers.19 Its objective is to prevent
and reduce the risks, errors and damages suffered by patients during
the provision of healthcare. This discipline tends to continuous
improvement, based on learning from mistakes and adverse events.22,23
Adverse events are injuries related to health care, rather than
complications of the patient’s disease, prolong hospital stay, require
additional diagnostic and therapeutic procedures, cause sequelae
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at discharge, and can cause death. It is a problem with a frequent
tendency and It is preventable in a high percentage of cases. When an
adverse event occurs, the important thing is not to find out who made
a mistake, but how and why the systems failed.21

been suggested to reduce the possibility of medication administration
errors.
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Adverse events due to unsafe care are probably one of the top
10 causes of death and disability in the world. 50% of the causes of
damage are preventable. The most damaging errors are related to the
diagnosis, prescription and use of medications.18
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What do they tell us about error and adverse events
in surgery?
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Surgery is a dynamic, high-risk specialty. The investigation of
adverse events and errors has mainly focused on estimating technical
skills, but it is important to take into account decisions and teamwork.
Check-up systems have been developed to provide patient safety and
prevent errors and adverse events.20,21 A project of a multimodal work
strategy for the surveillance and control of the safety of the surgical
patient, to promote the culture of safety in the surgical field through
training, learning from mistakes, and teamwork, to propose a change
in the Routine healthcare, based on the application of preventive
measures solidly supported by scientific evidence, has been initiated
in Spain.22

What measures should be taken to reduce the error in
the administration of medicines?
The ideal is to administer the correct dose of the correct medication,
to the correct patient, through the correct route at the correct time. This
model is called the five “c’s”. Currently, it is considered that in order
to improve therapeutic safety, safe drugs should be developed, failsafe systems must be created with security measures and devices to
minimize errors, and if they do occur, they do not reach have negative
consequences for patients.23

Can ethics modify the handling of medical error?
Ethics, professional policy, and the law, as well as empirical works
in the literature, suggest that the reporting of errors and adverse events
should be a practical standard. Naivete about error may lessen rather
than increase medical-legal responsibility for healthcare, and help
alleviate patient concern.24 Disclosing medical errors to patients and
family members serves as a catalyst for litigation and sets appropriate
moral and ethical standards, which cannot be ignored when solutions
are added to remedy the problem.25
From the ethical point of view, the confrontation of errors is
masked in the “principle of beneficence” that promotes the wellbeing of patients, avoiding any act that may cause harm “principle of
non-maleficence”. The truth is an ethical imperative and errors must
be revealed, disclosed, made known, reported with transparency in
safeguarding medical ethics.

Conclusion
Errors have been considered in: the administration of medications,
in the diagnosis, in the management of infections and in surgical
procedures. The most damaging errors are related to the diagnosis,
prescription and use of drugs. Medication error is the second most
common cause of harm. Creating a culture of safety that involves
reporting errors in the administration of drugs, will allow to fully
address the Medication Cycle. The use of the five “c” correct doses,
correct medication, correct patient, correct route and correct time has
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