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Abstract

The unique individuality of patients' psychophysiology and the human factor of the physician
are primary causes of medical errors. Our current understanding of these causes is insufficient
to develop reliable control programs. Among the strategies to reduce errors, the most critical
is admitting and openly discussing them among peers; however, this approach is complex and

challenging to implement.

The goal of this publication is to introduce a new classification of certain aspects of the

emerging theory of medical errors, aimed at enhancing the understanding of this issue.

The issue of medical errors is complex and often misunderstood, leading to irrational
approaches to solving it—mnamely, attempting to decrease errors through punishment.
A rational, comprehensive approach should include: quality control of initial education,

enhancement of the mentorship system, development and continuous refinement of clinical
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guidelines, exploration of error issues in medical school and during postgraduate training,
training in error analysis itself, and quality control over the analysis of adverse outcomes

without attributing blame or administering punishment.

For effective error analysis, categorizing errors by their primary causes is pragmatically
valuable. Errors due to subjective reasons constitute the most complex and inadequately
studied part of this issue. It's important to note that the mechanism of an error may not align
with its cause. This text provides examples of common error mechanisms, highlighting the
distinction between causes and mechanisms and underscoring the importance of identifying

the mechanism.

Studying the theory of medical errors is equivalent to mastering a distinct scientific discipline.
It systematizes known knowledge in new, previously unexplored interrelations.
The theory aims to improve understanding of the problem initially among physicians. Without
grasping this issue, expecting a balanced and objective societal stance towards physicians'

errors is challenging.

Keywords: theory of medical errors; admitting errors; error analysis; causes of errors;

mechanisms of errors.

Introduction.

The issue of errors has been a companion to the field of medicine throughout its entire
developmental history, as well as accompanying individual doctors throughout their careers.
Even in countries with advanced economies and continuous advancements in medicine, the
issue of medical errors remains relevant today. The importance of this issue is evidenced by

the level of governmental political decisions aimed at enhancing patient safety!.

The problem of errors has been the subject of intensive discussion worldwide over the last 20-
25 years. In countries with advanced economies, this is linked to a particular stage of societal
and healthcare development. In the post-Soviet space, it is more associated with the transition
to a market economy and the noticeable weakening of the former system of error control.
Unfortunately, the control system has not yet been modernized to align with significant

societal changes.
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It has been over 20 years since the report by the Institute of Medicine in the USA (1999) on
the high prevalence of medical errors and the development of a comprehensive program to
improve the situation. The program aimed to reduce the number of preventable medical errors
by 50% over the next five years. However, publications in recent years indicate modest
achievements>*. This is related to the complexity and challenging nature of controlling
medical errors. The difficulty of managing the human factor (the doctor) and the unique
individual psychophysiology of patients represent complex knowledge domains. The current
level of understanding does not allow for the development of a program for their satisfactory

control.

The problem of errors in medicine is complex for doctors, and even more so for the non-
medical part of society. In this connection, the risk of a negative effect from openly discussing
the issue of errors in society is high. The possible manifestation of such a negative effect led
to the removal in the PubMed search system of annotations and texts of many publications on
this topic, leaving only bibliographic data. For instance, there are no annotations or texts of

5-10

articles> !’ with expressive titles like “It's time medicine stopped burying its mistakes”.

Articles with the “The Institute of Medicine Report on Medical Errors: misunderstanding can
do harm™'"12] “Elbows fly in medical-errors game™!3, “Legislators begin their effort to curb
medical errors”!#, “To Err Is Human: uniformly reporting medical errors and near misses, a

naive, costly, and misdirected goal”!’ titles have been published.

The subjective attitude of doctors towards this problem contributes to the uncertainty of
positions, not only in the medical environment but also across society as a whole. Insufficient
understanding of the problem hinders (slows down) its solution. Among the measures to
reduce the number of errors, the main ones are admitting and open discussions (within the
medical environment)*!%2!, This axiom was affirmed by N.I. Pirogov in his works 180 years
ago, and subsequently by several generations of Soviet doctors. The remaining measures are
aimed at organizing the conditions and creating a culture for admitting mistakes and analyzing
them. The latter is possible if doctors and health care managers have sufficient understanding
of the theory of medical errors. The second-mentioned should be taught not only at a medical

university but also as part of postgraduate training!”-22-24,

An indication of the complexity in solving the problem of errors is the repeated call, spanning
over 20 years in publications, to shift from a culture of shame, guilt, and punishment for
mistakes to a culture centered on learning from them!>-'32325-27 The criminalization of

medical errors in the post-Soviet space is similar to that in the United States.
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The purpose of the publication is to present a new systematization of selected knowledge
from the developing theory of medical errors which will improve understanding of the

problem.

The material used for analysis and drawing conclusions on them consisted of literature on
medical errors, our own experience in analyzing errors, observations from practice, the results

of repeated discussions of the problem on professional medical websites and in medical teams.

The methods of scientific analysis of the problem and the formation of the theory of medical
errors were axiomatic and general logical methods (analysis and synthesis, induction and

deduction, analogy).

Rational solution to the problem of errors

Insufficient understanding of the problem of errors in medicine leads to the selection of an
irrational approach to solving it. An undifferentiated approach to medical errors contributed to
the tendency to equate errors with a crime of carelessness, i.e. contributed to the
criminalization of mistakes. Simplifying a doctor’s work to the point of meeting standards and
believing that a doctor’s conscientiousness excludes mistakes 1is fallacious. Such
misconceptions give reason to hope that the number of errors can be reduced only by

tightening responsibility for them.

Admitting and analysis of errors are the main measure of error prevention. Underestimating
the importance and complexity of this measure leads to an overestimation of the preventive
role of punishment for errors. It is difficult for the non-medical part of society to understand
that analyzing errors in the medical environment is a complex and not always productive
process. Analyzing errors presents challenges even in the absence of any risk of punishment.
Admitting and qualitatively analyzing errors is impossible under the threat of punishment,
especially criminal punishment. As a result, the criminalization of doctors’ mistakes leads to
the opposite effect, i.e. concealing complications and errors. The number of unacknowledged
and unanalyzed errors will increase, resulting in the repetition of the same and similar

mistakes.

A rational solution to the problem of errors (reducing their number) is an integrated approach.
The latter includes a number of important aspects (1-6) (Figure 1), including quality control of

initial education and improvement of the mentoring institution.
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Figure 1. Individual and collective analysis of negative outcomes - the basis for the

prevention of possible errors
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An important measure to reduce errors involves the development, implementation, and
continuous enhancement of clinical guidelines. It is advisable to study the problem of errors in
the senior years of medical school and during postgraduate training. The primary focus of this
teaching is specifically training error analysis without seeking blame or punishment. The next
essential measure is implementing quality control over the analysis of negative outcomes.
The control must also be non-blaming and non-punitive in order to truly promote the

effectiveness of the analysis. Among the listed measures, professional risk insurance plays a




significant role. However, due to the imperfections in the insurance system for doctors in the

post-Soviet space, it has not yet become of paramount importance.

The problem of medical errors is its misunderstanding

The problem of medical errors is complex in that it includes several closely interrelated
aspects: the complexity of medicine, the vulnerability of a doctor’s cognition, the psychology
of a doctor’s defense of their self-esteem and sense of significance (which hinders the
acknowledgment of mistakes), and the mechanism underlying the formation of professional
experience. Each individual aspect contains specific information. The legal aspect must also
be considered, as a full discussion would be impossible without it. Taken together, knowledge
about the problem of medical errors constitutes a distinct branch of science, characterized by
interconnected and intricate relationships among its components. The peculiarity of this
science is the evident importance of its study along with the lack of current incentives for this.
Without a dedicated study of the theory of medical errors, it is challenging to attain a

sufficient understanding of the problem, which is essential for identifying viable solutions.

The problem of medical errors begins with the difficulties of understanding it (Figure 2). One
of the illustrations of the complexity and originality of the error problem is the following fact.
Doctors encounter errors throughout their professional lives, yet by the end of their careers,
few have a reasoned and definite position on this problem. In the diagram (Figure 2), the
problem of medical errors is equated with a lack of understanding resulting in an irrational
attitude towards errors. The diagram shows the main aspects of the first and second orders,

while some aspects can be detailed up to the third and fourth orders.
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Figure 2. Diagram of the medical error problem

Doctors who have not specifically studied the problem of errors may not understand how law

enforcement authorities, relying on the criminal code, turn an error into a crime. The concepts

of “negligence” and “frivolity” are not explicitly defined in the articles of the criminal codes

of the Republic of Kazakhstan and the Russian Federation; however, they are indicated in the

commentary to the article on “crime due to carelessness”. It is this article that is typically

invoked when accusing a doctor. In other words, accusing a doctor of negligence and/or

frivolity transforms their mistake, according to the criminal code, into an offense — “causing

grievous harm to health or death through carelessness”.

Without delving deeper into the issue, it is challenging to understand how the same mistake

can be classified as a “guilty mistake” in some circumstances and an “innocent mistake” in
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others. For example, the same diagnostic error occurring in the typical course of a common

disease, made by a novice doctor and an experienced specialist, has different degrees of guilt.

An “innocent mistake” is frequently a thinking mistake. Human thinking itself in many ways
remains a mystery to science. When detailing the conditions for the application of concepts
such as “mistake”, “experience”, “guilt”, and “punishment”, an understanding of their
ambiguity emerges. It is important to subdivide and classify each of these concepts into
subtypes to clearly understand their meaning in the current context. For instance, guilt can be
of three types: internal moral guilt, guilt in the legal field, and guilt induced by colleagues.
This categorization enables an understanding of how the same mistake made by a doctor can
be considered “guilty” and “innocent” simultaneously. According to this classification, all
errors in medicine are considered “guilty” in the moral sense, whereas there are very few
“guilty errors” in the legal field. That is, the majority of mistakes are deemed "innocent" in
the legal realm. The feeling of guilt induced by colleagues can be either justifiably and

objectively warranted or, conversely, unjustly and subjectively biased.

Without an in-depth examination of the problem, it is hard to discuss the question “Why is the
act of admitting a mistake always difficult?” Underestimating the complexity of medicine
may be the basis of the naive “errors are rare, I should not make mistakes, I am not making
mistakes” attitude. Awareness of the known mistakes that the medical elite of their time made
throughout the history of medical development could change the attitude toward the ability of

an individual doctor to work accurately.

Apart from physician errors, there are four other groups of reasons that contribute to or result
in unfavorable treatment outcomes. Knowledge of these reasons will facilitate effective

analysis of failures and reduce anxiety regarding the potential discovery of errors.

Thinking errors are often unconscious. In the chain of logical (erroneous) judgments, crucial
links are frequently included subconsciously. The role of the subconscious in the genesis of
thinking errors has not been studied sufficiently. Cognitive traps are commonly triggered
subconsciously. The subconscious and cognitive traps - this area of knowledge is not
typical for the vast majority of medical specialties. Therefore, few doctors are well acquainted
with it. Publications on the role of cognitive traps in the genesis of physician errors have only

begun to emerge in recent years.
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An error is a complex phenomenon, involving multiple factors that may contribute to varying
degrees in its genesis. Understanding this could lead to more efficient analysis and

identification of the error mechanism.

It is crucial to comprehend the following vicious circle (Figure 3): an objective analysis of an
error is feasible only upon its admitting, and admitting is possible if there are facts justifying
the author of the error, which are established only through an objective analysis.
Understanding the vicious circle will enable one to seek solutions, whereas ignorance of it can

perpetuate the problem indefinitely.

Admitting a mistake is
possible when its causes,
which justify the author of the
mistake, are established

To identify the reasons that
justify the author of the
mistake, it is necessary first to
admitting the mistake by the
author

Figure 3 Vicious circle

Classifying medical errors by causes

It was emphasized above that to understand the problem, it is necessary to detail (classify) its
basic concepts. “Error”, as the central concept of a problem, can be classified according to
different criteria. In addition to categorizing errors as “guilty” and “innocent” within the legal
framework, the classification of errors based by the main causes that cause them holds
practical significance. The diagram (Figure 4) illustrates a spectrum of errors, ranging from
inevitable/forced on the left to gross errors (such as the erroneous transfusion of blood from a
different group) on the right. Between these extreme types, two groups of errors can be
identified: those errors predominantly due to objective and those predominantly subjective

reasons.
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Figure 4. The range of major groups of causes of medical errors

Objective reasons for errors include relativity, limited medical knowledge of individual
diseases, system errors and deficiencies in the organization of medical care, short patient stays,
extremely serious patient conditions, high levels of alcohol or drug intoxication, the
simultaneous presence of multiple diseases, the rarity of a disease, atypical disease courses,
abnormal anatomical features, symptom concealment, aggravation, simulation, dissimulation,
and other factors that do not directly relate to the personality of a doctor. System errors
encompass the incorrect formation of the duty team, remoteness of emergency services from
the emergency room, understaffing, malfunction or absence of diagnostic equipment,

laboratory errors, etc.

Subjective causes can be divided into four subgroups (Figure 4). Thinking errors due to
cognitive traps associated with stereotypes, analogies, suggestion, logic, and emotions are of
great interest. The listed causes of errors have not been sufficiently studied and covered in the
literature. Thinking errors and those arising from the insufficient knowledge of a novice

specialist ultimately stem from lack of experience.
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The error mechanism may not coincide with its cause

N.L Pirogov is known as an outstanding Russian anatomist, surgeon, teacher, public figure,
founder of military field surgery, and the anatomical and experimental direction in surgery.
He is also recognized as a doctor who was one of the first to write a book about his mistakes.
He owns a number of famous statements regarding medical errors, the main idea of which is
the need to admit mistakes and learn from them. N.I. Pirogov attributed particular importance
to the analysis of errors advocating for its elevation to a distinct branch of science and

emphasized the significance of establishing the mechanisms underlying errors.

An unidentified error mechanism, being a recorded psychomotor act, has every reason to
automatically (reflexively) repeat itself in the future in a similar situation. The identified error
mechanism is taken into consideration in future similar cases and prevents the error from
reoccurring. Analysis of errors with the establishment of their mechanisms shows that an
erroneously made decision is associated, as a rule, with an overestimation or underestimation

of a clinical fact (Table).

Table. Basic mechanisms of physician error
Underestimation of clinical fact(s)*
Overestimation of clinical fact(s)
Underestimating one fact against the background of overestimating another
Misinterpretation of fact(s)
Ignoring unnecessary or missing symptoms
Erroneous fact (accepting a symptom as an unknown manifestation of a presumed disease)

* - complaints, anamnesis, symptoms, consultant's opinion, data of objective examination,
data of laboratory-instrumental methods of investigation, intraoperative data, etc.

For an identified diagnosis, symptoms may be unnecessary or, on the contrary, they may not
be enough. In both cases, the accuracy of the diagnosis is questionable. Hence, both excess

and missing symptoms should not be disregarded.

In Figure 4, within the section labeled “errors mainly due to subjective reasons”, instances
such as the lack of knowledge of a novice doctor when encountering similar cases for the first
time, and the thinking errors of experienced doctors stemming from stereotypes, suggestions,
analogies, and emotions are indicated. The listed causes of errors are united by the concept of
“lack of experience”. In these causes, one can see the lack of knowledge and/or inability to
perform certain actions, which is a particular manifestation of a more general phenomenon

known as “lack of experience”.
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If the analysis of the error is halted at the point of stating that a doctor lacked knowledge or
skills, then in many cases, this statement will address the cause rather than the mechanism of
the error. If there is a mechanism that may not align with the cause of the error, it is crucial to

identify it to prevent its automatic recurrence in the future.

The search for an error mechanism involves elucidating how a thinking mistake resulted in an
underestimation, overestimation, or misinterpretation of a clinical fact. This is, in fact, the
next step in deepening the analysis. The analysis of error causes has highlighted common
mechanisms leading to the incorrect assessment of clinical facts, namely stereotypes,

suggestions, analogies, and emotions. Each of these phenomena can be further detailed.

There is a stereotype linking a certain symptom with a particular pathology. For example, the
symptom of “muscle tension in the anterior abdominal wall” is usually associated with
surgical pathology in the abdominal cavity. On the contrary, a “soft belly” often excludes it. In
the vast majority of cases, such stereotypes enable one to make the right decision with
minimal time and resource expenditure, yet they (stereotypes) can also become the

mechanism behind erroneous decisions in certain situations.

Stereotypes (tactical, technical, regarding medications, nosologies, manual techniques, etc.)
are formed in all aspects of the work of a doctor of any specialty. First, there is a need to to
identify the stereotype that led to the error. Next, it is necessary to find out what contradicted
the stereotype and why this contradiction was ignored or not detected. Establishing the
reasons for ignoring or failing to detect contradictions to stereotypes is, in some cases, the

primary cause of the error, while in others, it represents the error's mechanism.

The conclusion of a consultant or a more experienced doctor, to some extent serve as
suggestion—a setting for the treating physician, influencing their assessment of the disease's

progression, interpretation of new symptoms, and the results of subsequent studies.

There have been cases of incorrect assessment of blood circulation in the lower extremities
with delayed treatment of thrombosis or arterial damage. The cause of the error will be
attributed to the doctor’s insufficient experience in assessing the blood circulation of the limb.
A more precise reason could be an incorrect assessment of the pulse in the artery of the limb.
The mechanism for incorrect assessment may involve mistaking the pulsation of the doctor’s
fingers for the patient’s arterial pulse. During a “prolonged” search for a pulse in the arteries

of the patient's lower extremities, some doctors may experience pulsation of their palpating
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fingers. Knowing this mechanism will make it possible to take it into account in the future

and avoid errors.

Conclusion

Solving a problem starts with understanding it. The concept of error as a phenomenon has
been familiar since childhood, from the first independent steps. At the same time, in medicine,
an error is a complex phenomenon, the contradictions of which are gradually revealed through
specialized study. This is also due to the fact that the thought processes that lead to both
correct and erroneous decisions remain a mystery. The psychological foundations of denying

mistakes and making excuses also do not belong to ordinary knowledge.

The theory of medical errors comprises several sections, encompassing approximately 50
aspects, the primary ones of which are depicted in the diagram (Figure 2) of the article.
Studying the theory of medical errors is equivalent to mastering a distinct branch of science
[28]. In it, known knowledge appears in “new” previously insufficiently studied relationships.
Mastering the latter requires specialized study. Without studying this branch of science, it is
challenging to grasp the problem and find informed strategies to decrease the number of

€ITors.
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