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they will come out in better health. However,
a minority of patients will suffer what are
known as “adverse events,” or poor outcomes
related to their care rather than their disease.
Sometimes adverse events are the result of human
error — from rolls of gauze left inside patients
to hospital equipment improperly sterilized. One
particularly tragic adverse event occurred in
March 2004, when two Calgary patients died
after being given potassium chloride rather than
sodium chloride.i

People expect that when they go to hospital,

When an error does occur, a common response
is to “name, blame, and shame” — the person
who made the mistake will be singled out, pos-
sibly sued or fired, and everyone feels an uneasy
comfort — after all, the problem person has
been dealt with.

While this is a common response, it does not make
our hospitals any safer. Though there are some
“bad apples,” most healthcare professionals don’t
make mistakes because they’re negligent or care-
less. Rather, research shows that larger systemic
problems are the cause of most mistakes, such

as staff who are tired and not thinking clearly,
equipment that is hard to read and control, or
different medications that have similar names
and packaging.ii-vi

The cost of medical errors

In 2004, the first large-scale study of adverse
events in Canadian hospitals found that

7.5 percent of adult hospital admissions for
surgery or medical care are associated with an
adverse event — that’s about 185,000 events a
year. And almost 70,000 (36.9 percent) of these
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could likely be prevented.Vii A second study found
that nearly one-quarter of adult Canadians reported
having an adverse event happen to them or a

family member in hospital or community care.Viii

Though it is cold comfort, Canada’s numbers are
in line with data from Australia, New Zealand,
and England, which found adverse event rates of
between 10.8 and 16.6 percent, with similar or
slightly higher proportions of preventable errors as
in Canada.Vil XXi In the United States, the Institute
of Medicine estimates that between 44,000 and
98,000 Americans die annually because of system
errors,Xil and the adverse event rate is estimated at
between 2.9 and 3.7 percent. However, different
methodologies and definitions make it difficult to
compare results directly, and the American studies
did not calculate preventability.

These studies tell us that people working in health-
care systems around the world — with different
types of funding, organization, and delivery —
are making mistakes, often the same mistakes,
refuting the myth of “a few bad apples.”

Why we make mistakes

Errors are not isolated problems, but have
underlying systemic causes.'lil Research has long
shown that working in complex, stressful envi-
ronments like hospitals makes everyone prone to
mistakes. Despite the demand for “multi-tasking,”
the human brain is not capable of keeping more
than a few pieces of information straight at any
one time.l"V Thus there is a risk of information



overload when healthcare professionals must monitor
many pieces of equipment in surgery or fill several
medication orders in a short time.'"V!

This is made worse when they are tired and
overworked, or when there isn’t enough staff.ii-vi
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