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It’s the Delivery
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3rd Leading Cause of Death





7

“….To Err Is Human asserts that the problem is not bad people in health care 

rather it is that good people are working in bad systems that need to be made 

safer.  A realization that the majority of errors are out of the clinician’s control.  

Hospitals are obligated to facilitate, identify and establish root cause analysis 

of healthcare related errors.  Disclosure of medical errors is considered an 

ethical duty and is required by JCAHO.  Institutions must make sure that 

patients harmed by adverse events do not face additional financial burdens; 

conduct a root cause analysis; and develop an action plan if necessary. If an 

actual error transpired, the appropriate institutional representative should 

apologize to the patient. Institutions should also adopt policies that encourage 

smooth transitions to new technologies, and foster communication as the key 

to improving patient safety. Despite all efforts current study from John 

Hopkins revealed number of healthcare related errors have not changed from 

first reported in 1999 by Institute of Medicine (IOM).  This accounts for our 

third leading cause of death in the US..
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“……. “It’s the system more than the individuals that is to blame,” Makary 

said. The U.S. patient-care study, which was released in 2016, explored 

death-rate data for eight consecutive years. The researchers discovered 
that based on a total of

John Hopkins

CNBC, February 22, 2018

The third-leading cause of death in US Most doctors don’t want you to know about

https://www.cnbc.com/2018/02/22/medical-errors-third-leading-cause-of-death-in-america.html



Adverse medical events are also associated with a social cost defined by the harm induced. 
John Goodman of the National Center for Policy Analysis in Dallas, TX, reports in the same 
publication that the value of lost lives and disabilities caused by injury in the USA in 2006 ranged 
from $393 to $958 billion—equivalent to 18–45% of total US health-care spending in that year. 
At present, US patients are usually not offered voluntary and no-fault insurance that would 
compensate if an adverse event occurs. Needless to say, the USA currently has few policies that 
compensate patients harmed by medical errors, of whom fewer than 2% file a malpractice suit 
and a much smaller proportion receive any form of compensation.

https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(11)60520-5/fulltext



Adverse medical events are also associated with a social cost defined by the harm induced. 
John Goodman of the National Center for Policy Analysis in Dallas, TX, reports in the same 
publication that the value of lost lives and disabilities caused by injury in the USA in 2006 ranged 
from $393 to $958 billion—equivalent to 18–45% of total US health-care spending in that 

year. At present, US patients are usually not offered voluntary and no-fault insurance that 

would compensate if an adverse event occurs. Needless to say, the USA currently has few 
policies that compensate patients harmed by medical errors, of whom fewer than 2% file a 

malpractice suit and a much smaller proportion receive any form of compensation.

https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(11)60520-5/fulltext
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Systemic Errors





1



14

“……. “It’s the system more than the individuals that is 

to blame,” Makary said. The U.S. patient-care study, 

which was released in 2016, explored death-rate data 
for eight consecutive years. The researchers 

discovered that based on a total of 35,416,020 

hospitalizations, there was a pooled incidence rate of 

251,454 deaths per year — or about 9.5 % of all 

deaths stemmed from medical error.

Johns Hopkins

CNBC, February 22, 2018

The third-leading cause of death in US Most doctors don’t want you to know about

https://www.cnbc.com/2018/02/22/medical-errors-third-leading-cause-of-death-in-america.html
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“…..Billing codes were never meant for national health 

statistics. People just don't die of billing codes. People 
just don't die of bacteria and hardened arteries." They 

die from communication breakdowns and diagnostic 
errors as well, causes that are not an option on death 

certificates….”

https://www.forbes.com/sites/ritarubin/2016/05/04/medical-error-is-a-leading-cause-of-death-but-you-wont-see-it-on-the-cdcs-list/#10533ff7bb35
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“…….Johns Hopkins University School of 

Medicine, have appealed to the CDC change the 
way in which it collects data from death 

certificates. To date, no changes have been 
made”………Dr. Martin Makary.

Johns Hopkins

CNBC, February 22, 2018

The third-leading cause of death in US Most doctors don’t want you to know about

https://www.cnbc.com/2018/02/22/medical-errors-third-leading-cause-of-death-in-america.html
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Critical Decision Point
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Right CareRight ClinicianRight DiagnosisRight DrugRight DoseRight ImagingRight SurgeryRight Care



Error

Morbidity

https://alwaysculture.com/hcahps/communication-medications/8-most-common-causes-of-medical-errors/



https://www.dshs.texas.gov/IDCU/health/preventable-adverse-events/Resources/Texas-Reportable-Preventable-Adverse-Events-Definitions-and-Guidance-revision-010117.pdf



https://www.dshs.texas.gov/IDCU/health/preventable-adverse-events/Resources/Texas-Reportable-Preventable-Adverse-Events-Definitions-and-Guidance-revision-010117.pdf



1. Communication

2. Inadequate Information Flow

3. Human Problems

4. Patient-Related Issues

5. Organizational Transfer of Knowledge

6. Staffing Patterns and Workflow

7. Technical Failures

8. Inadequate Policies.

https://alwaysculture.com/hcahps/communication-medications/8-most-common-causes-of-medical-errors/
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Risk Loaded Activity

Critical Decision Making

Error

Morbidity

To Err is Human

Patient-Related Issues

Organizational Transfer of Knowledge

Communication

Inadequate Information Flow

Staffing Patterns and workflow

Technical Failures

Inadequate Policies

https://alwaysculture.com/hcahps/communication-medications/8-most-common-causes-of-medical-errors/









1. Communication

2. Inadequate Information Flow
a) Pharmacy linked to RN hand scanner?

b) EMR (a billing tool)

c) Medication safety zone

d) Allergies linked to pharmacy.

3. Human Problems

4. Patient-Related Issues

5. Organizational Transfer of Knowledge

6. Staffing Patterns and Workflow

7. Technical Failures

8. Inadequate Policies.

https://alwaysculture.com/hcahps/communication-medications/8-most-common-causes-of-medical-errors/





3. Human Problems
a) inadequate knowledge

b) Labeling of specimens

c) MDs conflict in charts

d) Did not follow policies and procedures

6. Staffing Patterns and Workflow
a) credentialing file

b) recruiter’s message

c) references

d) time of day

https://alwaysculture.com/hcahps/communication-medications/8-most-common-causes-of-medical-errors/



8. Inadequate Policies
a) Proven to increase safety

b) JOINT commission

c) HFAP

d) American College of…..

e) Managing the message to staff.

https://alwaysculture.com/hcahps/communication-medications/8-most-common-causes-of-medical-errors/



6. Staffing Patterns and Workflow
a) credentialing file

b) recruiter’s message

c) references

d) time of day

https://alwaysculture.com/hcahps/communication-medications/8-most-common-causes-of-medical-errors/
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“….To Err Is Human asserts that the problem is not bad people in health care 

rather it is that good people are working in bad systems that need to be made 

safer.  A realization that the majority of errors are out of the clinician’s control.  

Hospitals are obligated to facilitate, identify and establish root cause analysis 

of healthcare related errors.  Disclosure of medical errors is considered an 

ethical duty and is required by JCAHO.  Institutions must make sure that 

patients harmed by adverse events do not face additional financial burdens; 

conduct a root cause analysis; and develop an action plan if necessary. If an 

actual error transpired, the appropriate institutional representative should 

apologize to the patient. Institutions should also adopt policies that encourage 

smooth transitions to new technologies, and foster communication as the key 

to improving patient safety. Despite all efforts current study from John 

Hopkins revealed number of healthcare related errors have not changed from 

first reported in 1999 by Institute of Medicine (IOM).  This accounts for our 

third leading cause of death in the US..
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